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Executive Summary 

Background 
 
This report covers FMR Research’s investigation of the Live Active Referral Scheme.  It 
covers the (unenhanced) 2005 version of the scheme and also the three main scheme 
enhancements – First Steps, Central Administration System, and Motivator 

1
.  In addition this 

report looks at non-adherers and wider aspects of the scheme from discussions with health 
professionals, exercise counsellors and exercise instructors. 
 
The Live Active Referral Scheme aims to increase levels of physical activity amongst 
sedentary individuals who are specifically referred by their health professional (e.g. GP, 
practice nurse, cardiac healthcare staff, etc.).  Exercise counsellors provide these 
participants with the skills, knowledge and confidence necessary to lead an independent, 
regularly active lifestyle. 
 
Referrers complete a referral form via one of three referral pathways.  The first two are 
primary care based and include: 
 
 inactive participants who do not have established heart disease and who require 

support to become more active (defined in this report as LR); and  
 inactive participants with established heart disease who require support to become 

more active (defined in this report as ETT).  As a pre-screening measure and to 
therefore assess suitability, these participants attend the local hospital cardiology 
unit for an exercise tolerance test before attending the scheme.  

 
The third referral route is a direct referral from the hospital’s cardiac rehabilitation 
programme.  Participants are referred by cardiac physiotherapists to support their post 
cardiac rehabilitation (defined in this report as PCR). 
 
Participants enrol onto the scheme for a period of 12 months and receive an evidence based 
one-to-one physical activity counselling service.  This is in the form of a structured 
consultation at baseline stage, and two further recall consultations at 6 and 12 months.  
Additional support given to participants throughout the 12 month scheme includes telephone 
calls, letters and the option of supported exercise sessions.  Benefits and barriers to change 
are addressed, and participants are offered access to a variety of appropriate physical 
activity opportunities.  There is also an opportunity for referral onto support services for other 
health behaviours, e.g. nutrition and smoking cessation. 
 
Following the positive results of the Live Active Referral Scheme evaluation in 2002, Scottish 
Executive funding enabled a series of enhancements to be developed.  Three 
enhancements have been introduced to the Live Active Referral Scheme.  These are: 
 
 First Steps – a social support initiative;  
 the introduction of a Central Administration System for the scheme; and 
 the introduction of Motivators (peer mentors). 
 
There were several recommendations made by the Department of Health (2001) and 
Loughborough University (2009) for the day to day running and evaluation of exercise 
referral schemes.  Some of these are reported by the Live Active Referral Scheme as 
already being undertaken; others have still to be taken forward or require improvement.  

                                                      
1
 An evaluation of Live Active was completed in 2002.  Positive results and various recommendations 

were highlighted to enhance the scheme further.  These were implemented in 2005.  In 2006, Scottish 
Executive funding enabled a series of further enhancements to be developed, namely a social support 
programme called First Steps, a Motivator project within the scheme, and also the introduction of a 
Central Administration System for the scheme. 
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Method 
 
The evaluation method comprised three main strands.  These were the interrogation of the 
participants’ database, one to one telephone interviews with participants and health 
professionals, and focus groups/discussions with other stakeholders.   
 
At the time this evaluation started there were 25,725 records held on the entire database for 
the Live Active Referral Scheme, which demonstrates the scale of the scheme. 
 
The database interrogation comprised the following elements: 
 
 Live Active Referral Scheme 2005, for the period January 2005 to June 2005 

inclusive, comprising 3,139 records; 
 First Steps enhancement, for the period February 2006 to July 2006, comprising 

3,180 records, of which 72 had experienced the First Steps enhancement; 
 Central Administration enhancement, for the periods June 2005 to November 2005 

(prior to introduction of the enhancement) and June 2007 to November 2007 
inclusive (following introduction of the enhancement), comprising 2,157 and 2,973 
records respectively (Glasgow City leisure centres only); 

 Motivator enhancement, for the period June 2007 to November 2007 inclusive, 
comprising 4,969 records, of which 149 had experienced Motivator enhancement. 

 
Telephone interviews were conducted as follows: 
 
 32 interviews with participants 6 months after completing the full 12 months of the 

scheme (these participants completed the scheme prior to any enhancements being 
introduced); 

 30 interviews with participants with experience of the First Steps enhancement, 
conducted 6 months after completing the full 12 months of the scheme; 

 30 interviews with participants with experience of the Motivator enhancement, 
conducted 6 months after completing the full 12 months of the scheme; 

 37 telephone interviews with ‘non-adherers’ (people who were referred to the Live 
Active Referral Scheme but who dropped out prior to one of the three exercise 
counsellor consultations).  Interviews took place 6 months after the time of the failed 
appointment: 
 8 telephone interviews with people who were referred to the scheme but 

failed to attend their baseline consultation; 
 10 interviews with people who attended baseline appointments but failed to 

attend their 6 month consultation; and  
 19 interviews with people who attended their 6 month but failed to attend 

their 12 month consultation.   
 
Focus groups/discussions were conducted as follows: 
 
 one focus group with participants who had experience of the Live Active Referral 

Scheme administration both before and after the introduction of the Central 
Administration scheme (11 participants); 

 one focus group with GCC administration staff (6 participants); 
 two focus groups with exercise counsellors, the first focussing on the Central 

Administration Scheme and the second on the Motivator enhancement; 
 discussions with exercise instructors (3 by telephone and one face to face); 
 discussions with health professionals (15 semi structured telephone interviews, 8 

with ‘regular’ referrers and 7 with ‘rare’ referrers). 
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Profile of scheme participants 
 
The Live Active Referral Scheme is open to all adults aged over 16 who are currently 
inactive and do not have contra-indications to exercise.  The profile of Live Active Referral 
Scheme participants was identified using a combination of referral and baseline data.  These 
data build a picture of the profile of a typical scheme participant and therefore identify any 
potential areas where the scheme is not connecting as well as it could do. 
 
 The majority (86%, 2,709 referrals) of those using the scheme were without 

established heart disease (i.e. the majority were LR participants
2
). 

 
 60% (1,872 referrals) of those referred were female. 

 
 60% (1,834 referrals) of those referred were aged over 45 years and 18% (535 

referrals) were aged 65 or over. 
 

 The majority (80%, 1,651 participants) of those starting the scheme were overweight 
or obese. 

 
 When Glasgow City only participants were explored the proportion of participants 

from a minority ethnic group closely correlated with the 2001 Census data, with 5% 
(70 participants) of the Live Active Referral Scheme participants from Glasgow City 
being from a minority ethnic background compared to 5% in the 2001 Census.  

 
 The Live Active Referral Scheme has been particularly successful in engaging those 

from the most deprived areas with just under half of those referred living within the 
15% SIMD areas (44%, 1,325 referrals).  However, those living outwith the 15% 
SIMD areas were more likely to attend the baseline consultation – 60% (1,257 
referrals) of referrals living outwith 15% SIMD area, compared to 40% (850 referrals) 
of referrals living within the 15% SIMD area, attended the baseline consultation.  

 
 Of participants for whom figures were recorded at baseline, those in employment 

accounted for the highest proportion (37%, 793 participants).  
 
 59% (1,854 referrals) of those referred to the scheme were taking medication. 
 
Profile of non-adherers  
 
The analysis showed that 69% (2,166 referrals) of those referred onto the scheme attended 
their baseline appointment

3
 and that 8% (181 referrals) of referrals were inappropriate 

referrals or positive/medical drop outs
4
.  

 
Of those who attended a baseline consultation: 
 
 32% (687 participants) attended a 6 month consultation (35%, 687 participants 

excluding inappropriate referrals and positive or medical drop outs); and  

                                                      
2
 Please note that in the text, tables and charts the three groups of referrals will be annotated as 

follows: 

 Participants without established heart disease – LR 

 Participants with established heart disease – ETT 

Participants referred as part of their post cardiac rehabilitation – PCR 
3
 The 2002 evaluation reported 78% of those referred onto the scheme attended their baseline 

appointment. 
4
 Inappropriate referral includes those who were referred through a low risk route but had a heart 

condition; those looking for a discount only; or those with other medical conditions that are excluded 
from the scheme.  Positive or medical drop out includes those who were already physically active and 
not requiring support; those who gave medical reasons for not attending; and those who had been 
transferred to another centre or moved away. 



 

FMR RESEARCH LTD PAGE  iv 

 19% (404 participants) completed the full scheme including the 12 month final 
consultation (21%, 404 participants excluding inappropriate referrals and positive or 
medical drop outs). 

 
Those who did not complete the scheme were more likely to be: 

 
 within younger age ranges (88%, 679 participants, of those under 45 failed to 

complete the scheme compared to 78%, 1082 participants, of those aged 45 or 
over); 

 living within the 15% SIMD areas (86%, 732 participants, of those living within the 
15% SIMD areas failed to complete the scheme compared to 78%, 978 participants, 
of those living outside the 15% SIMD areas); 

 obese at baseline (83%, 824 participants, of those who were obese at baseline 
failed to complete the scheme compared to 79%, 847 participants, of those who 
were not classed as obese at baseline); 

 those recording HADS
5
 scores for depression and anxiety above the normal range 

(88%, 339 participants, of those with moderate/severe HADS A at baseline and 
86%, 153 participants, of those with moderate/severe HADS D failed to complete the 
scheme compared to 78%, 1069 participants, of those with normal/mild HADS A and 
80%, 1255 participants, of those with normal/mild HADS D at baseline); and  

 referred via the LR referral pathway (83%, 1544 participants, of those referred via 
the LR pathway failed to complete the scheme compared to 70%, 218 participants, 
of those referred via the ETT or PCR pathways). 

 
Benefits of the scheme 
 
Both the database analysis and the qualitative study of completers were able to contribute to 
the understanding of the participant outcomes at the 6, 12 and 18 month stages (participants 
who stay with the scheme for 12 months after baseline are defined as completers.  The 18 
month stage is a 6 month follow-up of completers which was used to determine long term 
behaviour change).  
 
Independently assessed outcomes 
 
 There was significant weight loss throughout the duration of the scheme, with the 

majority of participants losing weight in the first 6 months. 
 Similarly, there was a significant reduction in BMI for participants between the 

baseline and 6 month stage and between baseline and 12 months. 
 

Outcomes based on patient perception  
 
 Mean HADS Anxiety scale scores reduced significantly for those participants for 

whom data existed at both baseline and 6 month stages and for whom data existed 
at the baseline and 12 month stages. 

 Mean HADS Depression scale scores reduced significantly for those participants for 
whom data existed at both baseline and 6 month stages and for whom data existed 
at the baseline and 12 month stage 

                                                      
5
 The hospital anxiety and depression scale (HADS) is a widely used and popular self-report measure 

designed to detect the presence and severity of mild degrees of mood disorder, anxiety and 
depression.  The participant is asked to answer fourteen questions (7 for anxiety and 7 for depression) 
relating to their mental attitude.  The maximum score possible for Anxiety or Depression on the HADS 
scale is 21 (totally anxious or depressed), and the lowest score is 0 (totally lacking in anxiety or 
depression).  
 

 0-7  Normal  

 8-10  Mild 

 11-15  Moderate 

 16-21 Severe. 
 
HADS is completed at the discretion of the participant; it is not used as a psychological screening tool. 
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 Participants’ Stage of Change displayed a movement towards the maintenance 
stage between baseline and 6 months and between baseline and 12 months. 

 There was a significant increase in the amount of self reported exercise participants  
were taking, according to the Physical Activity Recall (7 day recall), between the 
baseline and 6 month stage and baseline and 12 month stage. 

 Data on the 0 to 100 Health State scale showed that participants’ perception of their 
own health increased significantly between the baseline and 6 month stage and 
baseline and 12 month stage. 

 
Long term outcomes 
 
Of those interviewed around 18 months after the baseline appointment the majority: 
 
 were exercising at or above the level to gain health benefits; 
 reported being physically active regularly and had been for longer than 6 months; 

and  
 felt that the scheme had a positive impact on their physical health, mental health and 

their ability to exercise independently. 
 
Half of those participants also felt that the scheme had improved their relationships with 
others. 
 
Insights from the focus groups with scheme participants and exercise counsellors showed 
that the scheme was well regarded by those associated with it. 
 

“It’s really first class.” 
 

“I think the whole programme is an excellent idea, it’s the way to keep 
yourself going for a little bit longer.”  

 
Particularly praised by participants was the support of staff associated with the scheme 
(including exercise counsellors, exercise instructors and health professionals)… 
 

“Referred by the hospital, went like clockwork for me.  Got a phone call from the 
physio from the gym.” 

 
“The staff are very good at motivating you.” 

 
the socialisation aspect of the scheme with the chance to meet and stay connected to 
people… 
 

“I miss it if I don’t go, I really do.  I enjoy meeting the people.” 
 
 “You develop a bit of camaraderie with the people that are also there.” 
 
…and the value for money the package offers. 
 

“Referrals are good for people who can’t afford normal rates to go to the gym.  It 
adds up over the year.” 

 
Exercise Counsellors seemed similarly positive. 
 

“I think it’s very effective.  It started ten years ago and has just continued to grow 
through staff, referrals and clients we see on a day to day basis.” 

 
They felt that, as well as the design of the scheme, their working arrangements contributed 
to its success. 
 

“It’s down to the time we have to dedicate – we are quite flexible with our time." 
 



 

FMR RESEARCH LTD PAGE  vi 

Outcomes of enhancements 
 
The First Steps programme was viewed as making a positive impact on its participants.  
Although the numbers involved were fairly small, it appeared that First Steps participants 
were more likely to complete the Live Active Referral Scheme than those who did not 
experience this enhancement.  Although no significant changes were found in outcome 
measures, the fact that participants were more likely to complete would suggest that First 
Steps did have a positive effect on participants and this was backed up by the positive 
feedback from First Steps participants interviewed 6 months after completing the Live Active 
Referral Scheme. 
 
The Central Administration System, a web based diary, introduced after the 2002 evaluation 
has produced benefits to the Live Active Referral Scheme.  These include: 
 
 the ability to handle higher referral levels; 
 better screening of participants, resulting in fewer inappropriate referrals; 
 a reduction in the workload of leisure centre admin staff; 
 the ability for exercise counsellors to manage their own appointments; 
 greater provision of information both for and about participants, prior to the first 

consultation. 
 
Findings from the evaluation of the Motivator enhancement were similar to those from First 
Steps, again due to a small number of participants.  However, participants were positive 
about the impact this enhancement had made and particularly praised the support they 
received from someone they regarded as a role model.  Exercise counsellors and instructors 
were also positive and commended the assistance given and feedback of information they 
received from the Motivator.  Finally, the Motivators cited benefits to themselves, such as 
‘job satisfaction’, encouragement to continue exercising and the opportunity to give 
something back. 
 
Several challenges were cited and future developments to each of these enhancements 
were suggested for consideration by the Live Active Referral Scheme. 
 
Recommendations 
 
This has been a substantial programme evaluation, extending to at least ‘level 4’ and in 
some aspects, ‘level 5’ of the 5-level evaluation hierarchy referred to in the literature review

6
.  

There are several issues arising from the literature as well as the evaluation of the scheme 
which are helpful in underpinning recommendations for the way forward.  The 
recommendations, based on a synthesis of information, are as follows. 
 
1. Develop the Live Active Referral Scheme objectives 
 

The fundamental question to be addressed is around the focus for the Live Active 
Referral Scheme.  The literature draws attention to distinctions between having a 
focus on generating scheme participants and having a focus on adherence and 
continued participation, with a concern that too many exercise referral schemes 
focus on throughput of participants rather than adherence/participation.  A scheme 
can focus on both, but only with the necessary resources to support this strategy.  
Should the focus be on generating participants, there would be a recommendation to 
increase the promotion of the scheme and strengthen referral routes.  Should the 
focus be on encouraging adherence, the recommendations would include actions 
around participant screening and participant relationship management (such as a 
flexible approach to contacting participants), and the further development of First 
Steps and Motivator. 

                                                      
6
 A ‘level 4’ evaluation included analysis of changes in physiological and psychological indicators.  

Changes in such indicators may follow changes in physical activity levels.   A ‘level 5’ evaluation 
includes changes in disease risk factors.  This is the long term outcome of an exercise referral scheme 
and will follow sustained increases in physical activity, over the long term. 
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Once the focus of the scheme has been determined, the recommendation is for 
quantifiable objectives to be set which capture the desired performance of the 
scheme in areas of strategic importance.  These objectives could relate to number of 
participants, proportion of participants adhering to the scheme, proportion of 
inappropriate referrals, proportion of participants from harder to engage categories 
or the proportion of participants from harder to engage categories adhering to the 
programme. 
 
The literature also recommended that national guidance be set for the main headline 
indicators for exercise referral schemes, and such factors could well underpin the 
objectives for the Live Active Referral Scheme.  The Live Active Referral Scheme, 
as one of the largest schemes in the UK, should ensure it is connected with the body 
of thought in the country (other exercise referral schemes and those setting policy 
for them) responsible for the development of insight into this form of health 
improvement. 

 
2. Reduce the duration of the scheme? 
 

The literature intimates the comprehensiveness of the Live Active Referral Scheme, 
both in scale and scope, and there is an argument for reducing the length of the 
scheme.  The research data show that difference between those reaching the 6 
month and those reaching the 12 month points is only 13% of those who started the 
scheme (i.e. attended a baseline appointment).  The research data also suggest the 
greatest advances for participants come between the baseline and 6 month points

7
, 

and while the scheme contributes benefits for participants between 6 and 12 
months, these appear to be continuations of earlier impacts.  The decision could 
reasonably be made from a value for money perspective, to curtail the ‘official’ scope 
of the programme to 6 months or to focus more intense support during the first 6 
months of a longer programme.  Six months was also suggested by Dugdill, Graham 
and McNair (2005) as the time they felt sufficient for what they called larger scale 
changes in physiological parameters.  There were, however, some participants who 
requested the scheme continue beyond 12 months but it should be remembered that 
the scheme provides valued social interaction and cost savings to participants. 

 
3. Focus on adherence using a flexible approach 
 

If the scheme’s duration is reduced to 6 months the support participants receive 
could be increased with the intention of increasing adherence.  The literature review 
drew attention to both the challenges that main exercise referral schemes face in 
terms of adherence, but it also showed how one to one support could be used to 
enhance adherence.  This one to one support could include greater communication 
from the scheme to the participants (by exercise counsellors and the central admin 
resource) via telephone.  This would necessitate greater use of the participants’ 
database to track participants’ use of the scheme and the greater use of the 
database to log participants’ involvement in the first place

8
.  The one to one support 

could also help make participants aware of a greater range of exercise options, in 
terms of type, timing and location of exercise opportunity. 
 
The importance of staff, with whom referred participants come into contact, being 
trained in motivational interviewing and counselling was emphasised in the literature. 

                                                      
7
 Significant differences in weight loss, BMI, perception of health (Health State Scale), position on 

Stage of Change scale, HADS Anxiety and HADS Depression were noted between 0 and 6 months.  
These were also evident between 6 and 12 months but there were no other health indicators 
(independently assessed or perception-based) around which there was significant change between 6 
and 12 months. 
8
 FMR Research has already reported to the scheme the need for further work around data quality on 

the participants’ database.  This includes improving the completion of information held on the database 
and the accuracy of same.  Failure to make progress in these areas will compromise the ability of the 
database to be a valuable aid to the relationship management of participants. 
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By taking a flexible approach, based on participant need, staff can give stronger 
support (in terms of exercise counsellor time and frequency of contact) to those less 
likely/able to self-manage their participation in the scheme and have a lighter touch 
for participants either less at risk or more likely to self-manage their involvement.  
The literature and the Live Active Referral Scheme’s own insight describe the typical 
profile of participant more likely to adhere to an exercise referral scheme and, by 
implication, those that don’t.

9
 

 
The National Quality Assurance Framework  (Department of Health, 2001) 
suggested the monitoring of and following up on non-attendance by exercise 
professionals can help participants’ adherence.   
 
Isaacs (2007) noted that tailored advice, written materials and signposting to locally 
available facilities were as effective at increasing exercise as a supervised exercise 
class.  Isaacs recommended that subsidised schemes focus on the patients at 
highest risk.  The Live Active Referral Scheme already offers a gradient of support 
depending on the risk and needs of the participant, e.g. more telephone contact, 
drop in sessions, supervised sessions etc., for those who require it. 
 
The literature also draws attention to the importance of self efficacy (that is a 
person’s belief they can accomplish something in a certain way) as an indicator of 
likelihood of being able to complete an exercise referral scheme and the findings of 
the Live Active Referral Scheme evaluation were in accordance with this.  But it was 
also recognised that the straightforward act of ‘doing’ on behalf of the less self-
efficacious (for example, the health professional booking the appointment on behalf 
of the participant) was unlikely to generate a positive result. This suggests a joint 
approach, with a more customised and intense support to those in that category, 
may be needed. 
 

4. Recommendations – exercise counsellors 
 
Further to the above, additional training for exercise counsellors surrounding the 
database could be beneficial – including the provision of clearer guidelines for the 
completion of the database – to ensure that the database is completed fully.  It may 
be useful to increase the exercise counsellors’ role in some ‘harder to reach’ cases 
(as defined by those who dropped out of the scheme) to encourage attendance and 
therefore completion of the scheme.  More one-to-one sessions with this group may 
help.  This is endorsed in the National Quality Assurance Framework (Department of 
Health (2001) where it was emphasised that contact by exercise counsellors with 
those who had dropped out was important in avoiding this becoming permanent.  
Indeed this has already been taken forward and tested in the Live Active Referral 
Scheme to some extent.   

 
To further help insight from the programme, it would be useful to review the fields 
within the database where reasons for participants leaving the scheme are recorded 
by the exercise counsellors, in order to ensure that the database fields provide better 
and more consistent insight into the reasons for leaving. 

 
5. Recommendations – health professionals 

 
Health professionals have a major role in exercise referral scheme effectiveness, 
which is a point evident in both the literature and the evaluation of this scheme.  
 

                                                      
9
 The profile of those more likely to either fail to participate in the scheme beyond referral stage and not 

adhere to the full extent of the programme typically had the following characteristics - within younger 
age ranges; living within the 15% SIMD areas; considered obese/overweight at baseline; and those 
recording HADS scores for depression and anxiety above the normal range. 
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There are four specific areas of attention commended to the Live Active Referral 
Scheme in relation to health professionals.   
 
The first is to seek to simplify the referral process by reviewing the data required for 
referral and the data collection medium (with an encouragement to use the online 
method).  Developing a uniform referral form for all three categories of referral may 
help. 
 
The second is to follow the guidance reported in the literature review, which is to 
apply a risk stratification tool 

10
 to help health professionals make more appropriate 

referrals by determining the suitability of potential participants to the scheme, by 
assessing them against a number of factors, i.e. for the Live Active Referral Scheme 
specifically, this would be to reinforce their referral criteria and processes.  Although 
the level of inappropriate referral is relatively low, it might be worth investigating 
these further to reduce the number.  Clearer guidelines for those making the 
referrals may help.    
 
The third is to be more active in providing feedback from the scheme to health 
professionals in order to help maintain the engagement of health professionals with 
the scheme. 
 
The fourth is to investigate the lower male referral rates in order to assess the cause 
and potentially address any issues in order to achieve a better gender balance.   

 
6. Promoting the scheme enhancements 
 

The value of socialisation elements within exercise referral schemes was mentioned 
in the literature but beyond that, there seemed to be little comment around 
enhancements to the core exercise referral scheme model.  It should be recognised 
the Live Active Referral Scheme is a strongly resourced programme and may be at 
the forefront of practice in some respects and ahead of insights available through 
published literature.  The current form of the Live Active Referral Scheme (in the 
NHS Greater Glasgow and Clyde area) includes three enhancements to its core 
recipe. 

 
The evaluation demonstrated the effectiveness, in programme output terms

11
, of the 

First Steps and Motivator enhancements.  Assuming funders are satisfied that these 
outputs merit the investment in them, the scheme should look at continuing or 
broadening provision in these areas.  In terms of First Steps, a specific 
recommendation relates to the timing of the classes, to ensure they are accessible.  
For the Motivator enhancement, the specific recommendations are to increase the 
number and widen the demographic profile of Motivators and to continue to provide 
training and support to the Motivators.  Some of the scheme enhancements 
recommended in the National Quality Assurance Framework (Department of Health, 
2001) have already been taken forward and tested in the Live Active Referral 
Scheme. For example, one role of the motivators (i.e. peer mentors) is to follow-up 
participants who failed to attend an exercise class.  This could be one of the 
contributing factors for the improved adherence rates seen amongst those who 
participated in this enhancement to the scheme. 

 
The Central Administration System enhancement appeared to make two 
contributions to the scheme.  The first was an apparent more robust screening out of 
inappropriate referrals, which has a positive bearing on programme efficiency.  The 
second was its demonstration of an approach which took administrative workload 
away from other service providers and coordinated/conducted it with no perceived 
detriment to service quality.  There are potential enhancements to this capability 

                                                      
10

 The Loughborough University draft toolkit makes several references to the idea of a ‘risk stratification 
tool’ – see pages 50, 67, 78, 109 
11

 The key output measure here was propensity to complete the scheme. 
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which include the extending of this facility’s ‘opening hours’ and its potential for 
further contributions to scheme administration.  This latter enhancement could 
include expanding the role to undertake more participant contact during the 
programme to help with the maintenance of engagement. 

 
7. Wider access to physical activities 

 
One issue to emerge from the research was limitations on the accessibility to 
exercise classes, in particular the time of day these were scheduled for.  Lack of 
availability outside of recognised working hours did, for example, reduce 
accessibility for working males.  Nevertheless, the general point about a wider range 
of exercise options helping to increase the appeal of the scheme to participants is 
noted.   
 
In addition, not all participants seem to realise they have a choice of the centre(s) at 
which they participate and the Live Active Referral Scheme needs to strengthen the 
communication of this. 
 

This report concludes with recommendations for the publication of the results and future 
evaluation work on the scheme. 
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Terminology 

This is an explanation of some of the terminology used in the Live Active Referral Scheme, 
and in this report. 
 
Baseline 
Baseline in this context refers to the chronological stage of the Live Active Referral Scheme 
when participants have their first consultation with the counsellor, after they have been 
referred onto the scheme.  The other chronological stages of the Live Active Referral 
Scheme are at 6 and 12 months. 
 
Participant exercise details and health related measurements are taken by the counsellor at 
baseline, 6 and 12 month points and are held in participants’ files.  These data allow a 
participant’s progress on the Live Active Referral Scheme to be assessed. 
 
Blood Pressure 
Blood Pressure is the pressure of blood in your arteries, measured in millimetres of mercury 
(mmHg).  Your blood pressure is recorded as two figures, the first number is the systolic 
pressure (the pressure in the arteries when the heart contracts) and the second is the 
diastolic pressure (the pressure in the arteries when the heart rests between each 
heartbeat). 
High blood pressure (Hypertension) – 140 over 90 or higher 
Normal range - between 120 over 80 and 140 over 90 
Low Blood Pressure (Hypotension) – 90 over 60 or lower

12
  

 
BMI, Body Mass Index 
A measure of someone’s weight in relation to height.  The body mass index (BMI) is a 
person's weight in kilograms (kg) divided by their height in meters (m) squared. 
 
Central administration system 
The Live Active Referral Scheme central administration system is a secure web based diary 
which is linked to Glasgow City based exercise counsellors only.  The day to day operation 
of this administration system is predominantly the responsibility of the designated central 
administrator.  However the ability to view and edit appointments is available to all Glasgow 
City based exercise counsellors, under a secure log in protocol.  A flexible administration 
system such as this, promotes a far more user friendly experience, as participants can book 
or change appointments both through the central administrator or their exercise counsellor.    
 
CHCP, Community Health and Care Partnership 
Community Health (and Care) Partnership is the name of the organisations that have been 
set up across Scotland to provide a wide range of community based health services 
delivered in homes, health centres, clinics and schools.  In Glasgow City and East 
Renfrewshire the Partnerships are also responsible for many local social care services 
provided by social work staff

13
.  

 
CHD 
Coronary heart disease is when the small blood vessels that supply blood and oxygen to the 
heart become partially or wholly blocked.

14
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 The Blood Pressure Association, http://www.bpassoc.org.uk/Home  
13

 http://www.chps.org.uk/content/default.asp?page=s363.  
14

 http://www.nhs.uk/Pathways/coronaryheartdisease/Pages/Landing.aspx  

http://www.bpassoc.org.uk/Home
http://www.chps.org.uk/content/default.asp?page=s363
http://www.nhs.uk/Pathways/coronaryheartdisease/Pages/Landing.aspx
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Exercise Counsellor 
A Live Active Referral Scheme staff member who is specifically trained to deliver health 
behaviour change intervention in relation to physical activity and delivers the Live Active 
Referral Scheme in a local area.  
 
Exercise Instructor 
A self-employed coach (freelance) who instructs designated exercise classes for the Local 
Authority.  One such class may be the Live Active First Steps physical activity class/session. 
 
Exercise Tolerance Test (ETT) 
This is a pre-screening test for participants with established heart disease prior to starting 
physical activity.  This is a treadmill test at a local hospital cardiology unit to assess the 
participant’s heart response to exercise and to therefore assess their suitability to undertake 
physical activity in the community.  
 
First Steps  
First Steps is an eight week rolling programme that offers participants more contact with the 
exercise counsellor and a chance to taste a variety of activity options. It also aims to 
increase social support with fellow scheme participants.  First Steps takes the form of: 
 
 a physical activity taster session (for example various forms of exercise classes 

(circuits; tai chi etc.), use of the gym and walking; 
 a social support component with the exercise counsellor present; and 
 an occasional education component. 
 
Due to the rolling nature of First Steps, participants are able to join at any time.  
 
FMR 
FMR Research Ltd, the social research firm commissioned to conduct this evaluation. 
 
GCC 
Glasgow City Council 
 
GP 
General Practitioner 
 
HADS 
The hospital anxiety and depression scale (HADS) is a widely used and popular self-report 
measure designed to detect the presence and severity of mild degrees of mood disorder, 
anxiety and depression.  The participant is asked to answer fourteen questions (7 for anxiety 
and 7 for depression) relating to their mental attitude.  The maximum score possible for 
Anxiety or Depression on the HADS scale is 21 (totally anxious or depressed), and the 
lowest score is 0 (totally lacking in anxiety or depression).  
 
 0-7  Normal  
 8-10  Mild 
 11-15  Moderate 
 16-21 Severe. 
 
HADS is completed at the discretion of the participant; it is not used as a psychological 
screening tool. 
 
Keep Well 
Keep Well is a pilot Scottish Executive primary care based approach to enhancing 
anticipatory care.  In Glasgow the Keep Well pilot has funded an additional Live Active 
counsellor.  This additional post is based in the same sites as the Live Active exercise 
counsellor.  The aim of the post is to “fast track” participants referred from a Keep Well 
screening to the Live Active Referral Scheme and to enhance the Live Active Referral 
Scheme to also include weight management and nutrition as health behaviours being 
addressed. 
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Live Active 2005 
The Live Active Referral Scheme prior to the introduction of further Scottish Executive 
enhancements. 
 
Low Risk (LR) 
Low Risk is the category which encompasses the majority of participants referred onto the 
Live Active Referral Scheme.  These are inactive participants who do not have established 
heart disease and who require support to become more active. 
 
Mean 
The arithmetic average. 
 
mmHg 
Millimetres of mercury, a measure of pressure. Used in this context in respect of blood 
pressure. 
 
Motivator enhancement 
The Live Active Motivator enhancement is based on the peer support/buddying concept.  
The role of the Motivator is intended to provide support and encouragement to individuals or 
small groups engaging in physical activity through the scheme.  It is voluntary and 
undertaken by those who have completed the full 12 months of the Live Active Referral 
Scheme and have demonstrated a positive attitude towards maintaining an active lifestyle.   
 
NHS GGC 
NHS Greater Glasgow and Clyde. 
 
Post Cardiac Referral (PCR) 
These are direct referrals from the hospitals cardiac rehabilitation programme.  Participants 
are referred by cardiac physiotherapists to support their post cardiac rehabilitation. 
 
Participant 
This is the term used by the Live Active Referral Scheme to denote those referred to the Live 
Active Referral Scheme and participating in it. 
 
SIMD, Scottish Index of Multiple Deprivation 
The official measure for identifying small area concentrations of multiple deprivation across 
all of Scotland.

15
  

 
SPSS 
Originally Statistical Package for the Social Sciences.  SPSS is a computer software 
package designed to accommodate and facilitate the analysis of arrays of numerical data.  
FMR used SPSS software to analyse the database. 
 
Stage of change 
This is an assessment tool which looks at people and categorises their current behaviour 
and attitude towards health behaviour change.  There are five stages of change: 
 
Pre contemplation: I am not regularly physically active and do not intend to be 
Contemplation: I am not regularly physically active but I am thinking about starting in 

the next 6 months  
Preparation: I do some physical activity but not enough to meet the description of 

regular physical activity  
Action: I am regularly physically active but only became so in the last 6 

months 
Maintenance: I am regularly physically active and have been so for longer than 6 

months  
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 http://www.statistics.gov.uk/StatBase/Product.asp?vlnk=14765&Pos=&ColRank=1&Rank=208. 

http://www.statistics.gov.uk/StatBase/Product.asp?vlnk=14765&Pos=&ColRank=1&Rank=208
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People’s stage of change is a transitory cyclical measure and can go forwards and 
backwards on the scale.  But the observed result is that people are increasingly likely to 
move closer towards maintenance with every cycle around the stages. 
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1 Introduction 

1.1 Background 
 
This report covers FMR Research’s investigation of the Live Active Referral Scheme.  It 
covers the (unenhanced) 2005 version of the scheme and also the three main Scheme 
enhancements – First Steps, a Central Administration Scheme, and Motivator 

16
.  In addition 

this report looks at non-adherers and wider aspects of the scheme from discussions with 
health professionals, exercise counsellors and exercise instructors. 
 
NHS Greater Glasgow established the Live Active Referral Scheme in 1997 in partnership 
with Glasgow City Council.  After an initial positive evaluation in 1999, the scheme gradually 
expanded to include the following local authority areas within the NHS Greater Glasgow area 
– East Dunbartonshire, South Lanarkshire, West Dunbartonshire and East Renfrewshire.  
One of Glasgow City’s universities also delivered the scheme (Glasgow Caledonian). 
 
In 2008 the Live Active Referral Scheme continued to expand and was rolled out across the 
full NHS Greater Glasgow and Clyde area in partnership with local authorities.  The scheme 
employs 24 full-time exercise/health counsellors working within partner local authority areas. 
 

1.2 How the Live Active Referral Scheme works 
 
The Live Active Referral Scheme aims to increase levels of physical activity amongst 
sedentary individuals who are specifically referred by their health professional (e.g. GP, 
practice nurse, cardiac healthcare staff, etc.).  Exercise counsellors provide these 
participants with the skills, knowledge and confidence necessary to lead an independent, 
regularly active lifestyle.  Benefits and barriers to change are addressed, and participants are 
offered access to a variety of appropriate physical activity opportunities.  There is also an 
opportunity for referral on to support services for other health behaviours, e.g. nutrition and 
smoking cessation.   
  
Referrers complete a referral form via one of three referral pathways.  The first two are 
primary care based and include: 
 
 inactive participants who do not have established heart disease and who require 

support to become more active (defined in this report as LR); and  
 inactive participants with established heart disease who require support to become 

more active (defined in this report as ETT).  As a pre-screening measure and to 
therefore assess suitability, these participants attend the local hospital cardiology 
unit for an exercise tolerance test before attending the scheme. 

 
The third referral route is a direct referral from the hospital’s cardiac rehabilitation 
programme.  Participants are referred by cardiac physiotherapists to support their post 
cardiac rehabilitation (defined in this report as PCR). 
 
Referred participants enrol onto the scheme for a period of 12 months and receive an 
evidence based one-to-one physical activity counselling service.  This is in the form of a 
structured consultation at baseline stage, and two further recall consultations at 6 and 12 
months.  Additional support given to participants throughout the 12 month scheme includes 
telephone support, letters and the option of supported exercise sessions.   
 

                                                      
16

 An evaluation of Live Active was completed in 2002.  Positive results and various recommendations 
were highlighted to enhance the scheme further.  These were implemented in 2005.  In 2006, Scottish 
Executive funding enabled a series of further enhancements to be developed, namely a social support 
programme called First Steps, a Motivator project within the scheme, and also the introduction of a 
Central Administration System for the scheme. 
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The participant attends the initial baseline consultation for advice on appropriate levels of 
physical activity.  During the consultation, baseline data are recorded on measures such as 
height, weight, BMI, blood pressure, smoking, alcohol consumption levels, levels of physical 
activity and self-perceptions of physical and mental wellbeing.  These recordings are 
repeated at 6 months and 12 months.   
 
Within the health behaviour change consultation, the exercise counsellor and participant 
discuss and agree a personalised goal setting plan.  The goal setting plan is completed in 
triplicate, and provides the participant with a detailed account of their agreed physical activity 
aims and objectives over a 6 month period.  On completion the plan is signed by both the 
exercise counsellor and participant, one copy is retained by the exercise counsellor, one by 
the participant and the third copy is forwarded to the referrer.  In addition the referrer would 
receive a covering letter detailing the participant’s date of consultation. 
 
Participants receive reduced price access to local authority leisure centres where they can 
take part in a variety of activities; counsellor led supervised sessions or independent 
exercise.  Support and advice is also provided for home-based exercise.   
 

1.3 Enhancements to the Live Active Referral Scheme 
 
Following the positive results of the Live Active Referral Scheme evaluation in 2002, Scottish 
Executive funding enabled a series of enhancements to be developed.  Three 
enhancements have been introduced to the Live Active Referral Scheme.  These are: 
 
 First Steps – a social support initiative;  
 the introduction of a Central Administration System for the scheme; and 
 the introduction of Motivators (peer mentors). 
 
The First Steps enhancement 
 
First Steps is an eight week rolling programme that offers participants more contact with the 
exercise counsellor and a chance to taste a variety of activity options.  It also aims to 
increase social support with fellow scheme participants.  First Steps takes the form of: 
 
 a physical activity taster session, for example various forms of exercise classes 

(circuits; tai chi, etc.), use of the gym and walking; 
 a social support component with the exercise counsellor present; and 
 an occasional education component. 
 
Due to the rolling nature of First Steps, participants are able to join at any time.  
 
At the time of our analysis (Spring 2009), First Steps was only running as a pilot in a few 
centres within Glasgow City:  Gorbals, Donald Dewar, Springburn, Tollcross, Bellahouston 
and Castlemilk.  In addition First Steps also operated in the Playdrome Leisure Centre in 
Clydebank (West Dunbartonshire) and in South Lanarkshire Lifestyle in Cambuslang (South 
Lanarkshire).  The South Lanarkshire and Tollcross First Steps class had a Motivator within 
it.   
 
Due to the nature of the classes and coaching qualifications, almost all First Steps 
participants were without established heart disease and had been referred through the 
primary care route.  Participants with established heart disease may require BACR (British 
Association of Cardiac Rehabilitation) supervision, and may only attend classes if the coach 
holds that qualification.  For the most part, clients who require BACR supervision would 
attend supervised gym sessions or phase 4 rehab classes. 
 
The Central Administration System enhancement 
 
The Live Active Referral Scheme Central Administration System is a secure web based diary 
which is linked to Glasgow City based exercise counsellors only.  The day to day operation 
of this administration system is predominantly the responsibility of the designated central 
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administrator.  However the ability to view and edit appointments is available to all Glasgow 
City based exercise counsellors, under a secure log in protocol.  A flexible administration 
system such as this promotes a far more user friendly experience, as participants can book 
or change appointments both through the central administrator or their exercise counsellor. 
 
The aim of the Central Administration System is to reduce the time exercise counsellors 
spend on basic administration, therefore increasing time spent with participants, and allowing 
more effective promotion and awareness raising with the local community and local partners. 
 
Prior to January 2007, booking for the scheme used to be taken by reception staff at the 
local leisure centres.  In Glasgow City only, this has now moved to a central administration 
point and one dedicated telephone number for bookings across the city.  For all other local 
authority areas, bookings for the scheme are taken by the exercise counsellors. 
 
The Motivator enhancement 
 
The Live Active Referral Scheme Motivator enhancement is based on the peer 
support/buddying concept.  The role of the Motivator is intended to provide support and 
encouragement to individuals or small groups engaging in physical activity through the Live 
Active Referral Scheme.  The Motivators are based in a variety of settings, for example, 
gyms, classes and First Steps classes and their roles are mainly to welcome new 
participants to the activity session by: 
 
 socialising with participants in the activity session ensuring they all feel comfortable; 

and  
 linking with the exercise counsellor and informing the counsellor if new participants 

never attend the activity session or fall away from the class.  The exercise counsellor 
can then set in place support mechanisms to encourage attendance.   

 
The ultimate aim of the Motivator is to decrease attrition by increasing social support.  It is a 
voluntary role and undertaken by those who have completed the full 12 months of the Live 
Active Referral Scheme and have demonstrated a positive attitude towards maintaining an 
active lifestyle.  At the time of the research there were 17 Motivators from across the NHS 
Greater Glasgow area supporting new people into physical activity.  
 
The Motivator enhancement is designed to support Live Active Referral Scheme participants 
in their decision to adopt a healthier lifestyle by attempting to overcome some of the social 
barriers around exercise.  
 

1.4 Live Active Referral Scheme evaluation objectives 
 
The aims of this evaluation were to identify: 
 
 the targeting of the Live Active Referral Scheme (the profile of those engaging with 

the service); 
 the attrition rates for the scheme, showing the degree to which participants remain 

engaged over its 12 months duration; 
 the impact of the scheme on long term activity levels and other outcome measures 

recorded by the database; 
 the wider impact of the scheme from the perspectives of participants, service 

deliverers and health professionals; 
 the impact of the scheme enhancements. 
 



 

FMR RESEARCH LTD PAGE  9 

2 Literature review 

2.1 Overview 
 
This section summarises the key information from a search of literature around exercise 
referral schemes and programmes.  FMR Research has provided references for the sources 
used, but the current evaluation was able to benefit from a review of secondary data 
conducted by Loughborough University within its project to develop a toolkit for the design, 
implementation and evaluation of exercise referral schemes for the British Heart Foundation 
(2009). 
 

2.2 Contextual background 
 
The link between exercise and health 
 
The therapeutic and preventative benefits of physical activity on health, both physical and 
mental, and disease are well documented and compelling.   
 
Morgan (2005) reported that conditions such as cardiovascular disease, hypertension, being 
overweight and the development of type 2 diabetes are all associated with a lack of physical 
activity and the Chief Medical Officer report (2004, p.1) stated that: 
 

“…adults who are physically active have a 20-30% reduced risk of 
premature death and up to 50% reduced risk of developing the major 
chronic diseases such as coronary heart disease, stroke, diabetes and 
cancers.”  

 
The cost to the NHS of treating physical and mental health conditions caused or aggravated 
by a lack of physical activity is considerable, and was estimated in a study by Allender, 
Foster, Scarborough and Rayner (2006)

 
to be £1.06 billion in 2002 .  Moreover, the same 

study suggested that in the UK in 2003-2004, over 35,000 deaths could have been avoided if 
minimum physical activity levels outlined by the Department of Health (DOH) (Chief Medical 
Officer, 2004) had been achieved by the population. 
 
DOH advice since 1996 has been that a minimum of thirty minutes of at least moderate 
activity should be taken at least five times a week to obtain health benefits.  However, data 
from the Scottish Health Survey (2008) indicated that only 45% of men and 33% of women in 
Scotland met the current physical activity guidelines, and the equivalent data for the NHS 
GGC area were 47% of men and 43% of women (Public Health Resources Unit, NHSGGC, 
2008).  Data from the Health Survey for England 2007 (2008) showed that 40% of men and 
28% of women in England met the target.  It is not surprising, therefore, that interventions 
have emerged aimed at encouraging patients, who health professionals consider could 
benefit from an increase in their physical activity levels, to adopt and maintain a physically 
active lifestyle. 
 
The growth of exercise referral schemes 
 
Since the early 1990s there has been an emergence of exercise referral 
schemes/programmes and the first national guidelines for exercise referral schemes were 
published in April 2001, aiming to improve the quality of practice and delivery of schemes 
across the country.  Dugdill, Graham and McNair (2005) reported there were estimated to be 
over 800 such schemes (Wright Foundation Conference, 2003) up and running in the UK in 
2003, with a rapid increase in the number being introduced across the UK.  Loughborough 
University (2009) stated that according to estimates by the Fitness Industry Association, 
around 600 leisure providers are engaged in exercise referral schemes in the UK, with 
around 89% of primary care trusts in England estimated to have an exercise referral 
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scheme.  Similar figures are quoted for the health boards of Scotland, Wales and Northern 
Ireland.  In light of these estimates: 
 

“… exercise referral schemes are arguably the most prevalent primary care-
based physical activity intervention in the UK.”  (Crone, Johnston and Grant, 
2005 cited in Loughborough University, 2009, p12)  

 
What an exercise referral programme contains 
 
A generic shape for an exercise referral programme has evolved.  According to 
Loughborough University (2009), most exercise referral schemes are a partnership between 
primary care trusts (or health boards) and local leisure services.  Although schemes operate 
in various ways, most schemes have the following features. 
 
 Referrals are made by a member of the primary care team, or another health 

professional and eligible participants are usually recruited during consultations or 
after searching primary care medical records.  They tend to be inactive individuals, 
those with long-term medical conditions, such as diabetes, hypertension, asthma, 
arthritis, obesity, etc., or individuals with a series of risk factor indicators for coronary 
heart disease (e.g. being a current smoker, inactive, hypertensive).  Referrals may 
also be made directly from other programmes, such as cardiac rehabilitation, and 
some schemes also take participants by direct self-referral from the participant 
themselves.   

 The patient is referred to a suitably qualified exercise professional for an 
assessment of their need.   

 Following assessment, a tailored exercise programme (normally 12-14 weeks) is 
developed.  This is usually in a leisure centre, swimming pool or private gym, but 
may also include a range of community-based activities, such as led-walks, green-
gyms, and conservation work. 

 The cost of the programme is normally subsidised for participants. 
 During the programme a participant’s progress is monitored and reviewed. 
 The participant is followed up at the end of the programme.   
 The scheme is intended to introduce the participant in a positive way to physical 

activity with the intention that this leads to a long term change in behaviour. 
 

2.3 Evaluating exercise referral programmes 
 

“The audit of current practice and research evidence has shown that good 
quality evaluation is one of the key challenges for many existing schemes.”  
(Loughborough University, 2009, p.57) 

 
Challenges around evaluation 
 
Dugdill, Graham and McNair (2005, p.1395) reported that “practitioners are largely designing 
exercise referral schemes in an ‘off-the-shelf’ fashion” or copying schemes which are 
currently running, and suggested that many UK schemes are not evaluated at all or only 
gather data which is of limited use.  In consequence, elements of schemes which work well 
and produce long-term changes in behaviour (and those not working well) are not identified, 
and subsequent improvements not made, thus limiting the potential for their effectiveness.  
However, Loughborough University‘s (2009) findings were that, of the 201 schemes who 
responded to their mapping exercise, 93% reported being evaluated and, of these, 20% said 
this included both internal and external assessments.  However, they tempered this by 
saying that the findings could be biased, as the majority of evaluations were conducted by 
the scheme coordinators or providers, whose capacity and resources required for robust 
evaluation were limited. 
 
Similar barriers, which tend to prevent rigorous evaluations of schemes, were cited by 
Dugdill, Graham and McNair (2005) as lack of time, skills or resources and they commented 
that “it is imperative that the partnerships necessary for rigorous and systematic evaluation 
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are built in from the inception of such programmes”. (Dugdill, Graham and McNair, 2005, 
p.1396)  
 
This was endorsed by Loughborough University (2009) who stated that “all stakeholders 
need to agree on the purpose of, and the methods for, evaluation and it is imperative that the 
resources (people, finances) necessary for systematic evaluation are made available” 
(Loughborough University, 2009, p.56).  They, however, did not support Dugdill, Graham and 
McNair’s (2005) criticism of schemes being set up in an ‘off the shelf fashion’, suggesting 
that until there is sufficient qualitative evidence to assess the characteristics which are linked 
to likely programme completion and long term behaviour change, schemes will continue to 
‘copy’ what is already in existence. 
 
The evidence in the literature highlighted that there should be more systematic gathering of 
quality data across the many schemes.  For example, according to Gidlow, Johnston, Crone 
and James (2008 cited in Loughborough University 2009, p.56), “the overall data collection 
processes implemented at the design phase, with subsequent and regular evaluation and re-
evaluation, should facilitate collation of sufficient good quality data that can explain scheme 
outcomes and, as such, inform and improve practice”.  Dugdill, Graham and McNair (2005 
cited in Loughborough, 2009, p.56), echo this view and suggest that “evaluation which goes 
beyond mere measurement should produce data and information which are meaningful and 
appropriate for the purpose of effecting change within a scheme”.  The authors cited above 
go no further than this in making specific suggestions.  Hardcastle and Taylor (2001, cited in 
Dugdill, Graham and McNair, 2005, p.1398) point out “there has been little written on the 
psychosocial dimensions and emerging social networks” in exercise referral schemes.  
Dugdill, Graham and McNair (2005, p.1398) therefore suggest that exercise referral scheme 
research should “look for broader, more meaningful measurement of quality experience and 
health outcome from all stakeholder perspectives, which incorporates both quantitative and 
qualitative indicators”.  Loughborough University (2009) make specific suggestions as to the 
assessments that could be included when designing an evaluation.  These are integrated 
within their evaluation framework (outlined below).  Both process and outcome evaluations 
are recommended and the type of assessments suggested include physiological and 
psychological measures assessed by both qualitative and quantitative means. 
 
Loughborough University’s recommendations for evaluating exercise referral 
schemes 
 
With regards to evaluating exercise referral schemes in general, the draft toolkit produced by 
Loughborough University (2009) makes the following recommendations regarding data 
collection and evaluation: 
 

 Recommend national guidance is provided on minimum headline 
indicators that all schemes should measure and identify appropriate 
assessment methods to capture this evidence. 

 

 Recommend a directory of evaluation consultants, who could assist 
schemes in developing and improving monitoring and evaluation 
procedures, is developed. 

 

 Recommend national and regional agencies provide pump-priming or 
matched-funding grants to support schemes in implementing more 
rigorous monitoring and evaluation procedures.   

(Loughborough University, 2009, p.57) 
 
The evaluation framework offered by Loughborough University (2009) for exercise referral 
schemes illustrates a tiered approach which reflects the types of evaluation that should be 
undertaken, taking into account the capacity of the scheme.  The tier levels also reflect the 
timelines that are likely to be required to observe changes in various indicators.  The higher 
up the hierarchy the outcome measure, the longer the timeframe is likely to be to observe 
change.  A description of each of the levels is included below.  In order to build the evidence 
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base for exercise referral, the Loughborough University work strongly recommended that 
schemes incorporate evaluation at levels 1, 2 and 3. 
 

Level 1 Evaluation 
Level one represents the minimum level of data that should be collected by 
every scheme, which centres on process evaluation.  It is recommended that 
every exercise referral scheme should undertake process evaluation, which is 
concerned with the extent to which a programme is delivered as intended.  This 
includes whether the programme reached its target audience, attendance rates, 
and participant satisfaction with the programme.  Process evaluation helps us to 
understand the reasons underlying whether or not a programme was 
successful, which is important for policy development and implementation. 
 
Level 2 Evaluation 
The next level of the hierarchy directs attention towards outcome evaluation.  
Outcome evaluation involves undertaking assessments at baseline and after a 
scheme in order to detect change.  The evaluation hierarchy divides outcome 
evaluation into a number of tiers.  NICE (2006) recommends that evaluation 
measures should include intermediate outcomes such as knowledge, attitudes 
and skills, as these are the most likely indicators to change over the course of 
an exercise referral scheme.  These outcome indicators form level two of the 
evaluation hierarchy. 
 
Level 3 Evaluation 
The primary aim of exercise referral schemes is to increase participants’ 
physical activity levels, and therefore, wherever possible, measuring changes in 
physical activity should be a central focus of the evaluation.  Physical activity 
levels may change over the course of an exercise referral scheme, however in 
many cases will take longer (6 months).  Evaluating sustained increases in 
physical activity in the long-term requires the re-assessment of participants’ 
physical activity levels approximately 12 months after completion of the 
scheme. 
 
Level 4 Evaluation 
Depending on available resources and expertise, schemes may wish to 
evaluate changes in physiological and psychological indicators.  Physiological 
indicators could include blood pressure and body composition.  Psychological 
indicators could include changes in perceived health and well-being.  Other 
psychological outcomes such as anxiety and depression may be of particular 
interest to schemes which specifically target groups with mental health issues.  
Changes in physiological and psychological indicators will follow changes in 
physical activity levels.  As a result, it may take between 6 and 12 months to 
observe changes in these indicators. 
 
Level 5 Evaluation 
The highest level of the evaluation hierarchy reflects changes in disease risk 
factors.  This is the long-term outcome of an exercise referral scheme and will 
follow sustained increases in physical activity in the long-term.  Changes in 
these indicators may take 12 months or, in some cases, longer. 
 

Department of Health evaluation guidelines 
 
The Department of Health’s national quality assurance framework (2001) also offers nine 
evaluation guidelines.  These cover controlled trials, auditing, and reflective practice.  The 
guidelines are criticised by Dugdill, Graham and McNair (2005)

 
as lacking discussion on the 

types of methodologies that could be utilised for exercise referral schemes and focussing on 
randomised control trial (RCT) as a measure of effectiveness, which “at present are too 
narrow and do not give the practitioner a clear process to follow.” (Dugdill, Graham and 
McNair, 2005, p.1397) 
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The framework also outlines certain issues that exercise referral schemes should take heed 
of when undertaking an evaluation.  These are: 
 

 If increasing a person’s total physical activity is the primary focus of 
schemes in the long-term, then it is necessary to monitor such change, 
with follow-up assessments. 

 Accurate assessment of a person’s total physical activity requires an 
understanding of type, frequency, intensity and duration of exercise. 

 Other outcomes which could be audited include physical, behavioural, 
social and psychological measures.  Psychological measures may be 
more likely to change than physical measures over a 10 week exercise 
programme. 

 Process measures are important, such as: the perceptions of different 
partners within a scheme, including referring professional, patient, and 
other exercise facility users. 

 Specific training in the use of process and outcome measures is 
necessary. 

 Evaluation may also involve qualitative methods such as participant 
observation and interviews (with individual patients or focus groups).   

 It is expected that, during normal working practice, all those involved in a 
scheme engage in critical self-reflection with respect to their roles and 
responsibilities.  The field of exercise science is continually advancing, 
with implications for safe and effective practice. 

 Professional standards in health care are also subject to change.  For 
example, codes of practice and ethical issues will be updated. 

 In order to remain on the Professional Register for Exercise and Fitness 
(England), exercise professionals must demonstrate continuing 
professional development.  This requires an element of reflective 
practice. 

 Professional practice may not automatically change with the receipt of 
new information.  The role of collaborative Action Research should be 
considered with cycles of peer or ‘expert’ observation, discussion and 
decision to modify practice, change in practice, and reflection of the 
change. 

 Finally it should be noted that any evaluation or trial of an exercise 
referral scheme must clearly define and describe the precise nature of 
the scheme involved.  Conclusions should only be generalised to 
schemes that share similar characteristics.  It is strongly recommended 
that published research clearly states if the scheme under investigation 
matched the guidelines in this document or not.   

 
Participatory Action Research 
 
The evaluation model used by Dugdill, Graham and McNair (2005) to capture the complexity 
of the exercise referral scheme incorporated a participatory action research (PAR) 
framework for evaluation which was felt to be important in order that emerging issues could 
be identified and addressed immediately.  Their review of two exercise referral schemes in 
the northwest of England was a pluralistic model within a PAR framework, which made these 
evaluation case studies distinctive.   
 
A summary of the PAR framework suggested by the researchers is shown below. 
 

Steps in evaluation process Actions and procedures carried out at each stage 

Step 1 : planning:  Describing 
the nature of the programme 

 Programme aims and objectives 

 Stakeholders 

 Evaluation steering group 

 Baseline/background information 
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Steps in evaluation process Actions and procedures carried out at each stage 

Step 2 : planning:  Identifying 
the issues and questions of 
concern for the evaluation 

 Purposes of the evaluation 

 Issues of concern to participants 

 Evaluation questions in relation to aims 

Step 3 : planning:  Designing the 
evaluation process 

 Evaluation sampling 

 Indicators and measurements 

 Research tools 

 Deciding an evaluation timescale 

Step 4 : evaluation:  Collecting 
the data 

 Pilot agreed methods 

 Gather data 

Step 5 : evaluation:  Data 
analysis 

 Analyse and interpret data in a participatory way 

 Triangulate data where possible 

 Look for unexpected as well as expected 
outcomes 

Step 6 : implementing change:  
Make recommendations 

 Short-term and long-term implications of findings 

 Cost/benefits of implementing programme 
changes 

Step 7 : implementing change:  
Disseminate findings 

 Feedback findings to all stakeholders 

Step 8 : implementing change:  
Application 

 Take action to improve the quality of exercise 
referral scheme delivery 

 
Dugdill, Graham and McNair (2005) concluded that although the PAR framework 
recommended had not previously been promoted for exercise referral scheme research and 
evaluation, it could be useful for implementing and endorsing practical changes to 
programmes for both exercise and health practitioners.  However, the researchers 
commented that the action research approach can bring challenges of, for example, trying to 
get stakeholders on board with the evaluation process.   
 

“If senior management involved in Exercise Referral Scheme delivery is not 
committed to the concept of PAR evaluation, tensions arise, particularly 
when findings are critical of current practice.” (Dugdill, Graham and McNair, 
2005, p.1408)  
 

2.4 Impact and effectiveness of exercise referral programmes 
 
Insufficient Randomised Control Trial (RCT) evidence 
 
According to Loughborough University (2009), following the publication of the White Paper 
‘Choosing Health’, senior policy makers were raising questions about the evidence of the 
effectiveness of exercise referral schemes.  Consequently, the Department of Health 
commissioned the National Institute for Health and Clinical Excellence (NICE) to undertake a 
review of the effectiveness of exercise referral schemes to increase physical activity levels.  
This 2005 study found that exercise referral schemes can have positive effects on physical 
activity levels in the short-term (6 to 12 weeks), but the evidence of the effectiveness of 
exercise referral over the longer term (over 12 weeks) was less clear.  NICE concluded there 
is insufficient RCT level evidence to recommend the use of exercise referral schemes where 
their primary purpose is to increase physical activity.  Subsequent NICE guidance 

recommended that: 
 

“Practitioners, policy makers and commissioners should only endorse 
exercise referral schemes to promote physical activity that are part of a 
properly designed and controlled research study to determine effectiveness.  
Measures should include intermediate outcomes, such as knowledge, 
attitudes and skills, as well as a measure of physical activity levels.  
Individuals should only be referred to schemes that are part of such a study.” 
(NICE, 2006, p.6) 
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Following the NICE guidance, the Department of Health issued a statement urging 
commissioners, practitioners and policy makers to continue to provide high quality exercise 
referral schemes where these schemes address: 
 
a) the medical management of conditions, for example mild-moderate hypertension, type 2 
diabetes, obesity, osteoarthritis and osteoporosis; or 
 
b) approaches specific to preventing or improving individual health conditions (e.g. falls 
prevention), which fall outside the overarching advice to achieve 30 minutes moderate 
activity on at least 5 days a week.   
 
Stages of Change theory and self efficacy 
 
Jones, Harris, Waller and Coggins (2005) discussed the stages of change theory (Prochaska 
& DiClemente, 1983 cited in Jones, Harris, Waller and Coggins, 2005), which suggested that 
individuals follow a number of stages in the take up and maintenance of health behaviours 
such as exercise: pre-contemplation, contemplation, preparation, action and maintenance 
(Prochaska & Marcus, 1994).  The theory intimates that those who are referred to an 
exercise referral scheme who were previously in the contemplation or pre-contemplation 
stages would be less likely to adhere than those in the preparation stage. 
 
Jones, Harris, Waller and Coggins’ (2005) research found that a lack of association between 
stage of change and adherence found in the study appears inconsistent with previous 
research.  They reported that self-efficacy (the extent to which an individual believes they are 
capable of carrying out a task) is considered to be one of the most consistent predicators of 
exercise adherence.  According to Bandura (1986), increasing self-efficacy should lead to 
increased resources such as effort and time being devoted to the task.  However, Clarke and 
Eves (1997), found that self efficacy did not vary between the stages of change, suggesting 
it may be an unreliable predictor in the context of exercise referral schemes. 
 
Jones, Harris, Waller and Coggins (2005) recommended future studies utilise the 
classification method proposed by Godin et al (2004).  They suggest that categorising people 
into four distinct stages based on the theory of planned behaviour may be a better tool for 
assessing motivational readiness for exercise than one based on the five stages of change.  
In particular, they found that the distinction between the contemplation and preparation stage 
of the stage of change model was not supported. 
 
Therapeutic benefits in respect of chronic diseases 
 
The Loughborough University (2009) work reports that several Cochrane systematic reviews 
have found physical activity/exercise interventions have therapeutic benefits with respect to 
several major chronic diseases.  These include the following. 
 

 Exercise significantly improves glycaemic control, reduces visceral 
adipose tissue and plasma triglycerides, but not plasma cholesterol in 
people with type 2 diabetes, even without weight loss. 

 In people with asthma, physical training can improve cardiopulmonary 
fitness without changing lung function.  It does not have an adverse effect 
on lung function and wheeze in patients with asthma. 

 Exercise forms an important component of the management of Chronic 
Obstructive Pulmonary Disease.  Exercise rehabilitation relieves 
dyspnoea, fatigue, improves emotional function and enhances patients’ 
sense of control over their condition.  These improvements are 
moderately large and clinically significant. 

 Therapeutic exercise is used as one modality to treat people with 
osteoarthritis.  Both high intensity and low intensity aerobic exercise 
appear to be equally effective in improving a patient’s functional status, 
gait, pain and aerobic capacity in people with osteoarthritis of the knee. 
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 Some patients with chronic fatigue syndrome may benefit from exercise 
therapy and no evidence that exercise therapy may worsen clinical 
outcome on average. 

 In adults living with HIV/AIDS, aerobic exercise appears to be safe, the 
main results indicated that performing constant or interval aerobic 
exercise may improve cardiopulmonary fitness and psychological well-
being. 

 Further review level evidence details the therapeutic benefits of exercise 
interventions for people with a range of long-term medical conditions 
such as fibromyalgia syndrome, rheumatoid arthritis, intermittent 
claudication, non-specific low back pain, depression and breast cancer

17
. 

 
Focusing on long term changes in physical activity 
 
In a further review of the evidence for the effectiveness of exercise referral schemes, Morgan 
(2005) identified nine studies, based in a primary care setting which included interventions 
providing access to exercise activities and/or facilities.  Four studies were from the UK and 
were interventions similar to those currently found in primary care.  Morgan reported the UK 
data suggested small effects on physical activity outcomes and effects due to the initial 
intervention were reduced over time.  Hillsdon & Thorogood (1996) cited in the National 
Quality Assurance Framework (DOH, 2001) suggest there is evidence from other countries 
that moderate long-term changes in physical activity levels can be achieved through carefully 
implemented strategies.  Some exercise referral programmes lack a systematic approach to 
facilitating long-term adherence to more active lifestyles.  Schemes may have focused 
primarily on the exercise programme (and adherence) rather than long-term changes.  In 
addition, the conclusion has been drawn from existing research that the drop-out rate of 
participants in the exercise referral schemes is high:  in most studies fewer than half of those 
referred were still exercising at 10 weeks (Jones, Harris, Waller and Coggins, 2005).  High 
attrition rates are a problem, cited as “endemic to all forms of exercise programme, and not 
unique to the primary care setting” (Jones, Harris, Waller and Coggins, 2005, p.361).  For 
example, Dishman (1998) as reported in Jones, Harris, Waller and Coggins (2005) mentions 
adherence rates of less than 50% for most exercise programmes.  What is not immediately 
obvious in these findings was the duration of the programmes the researchers were 
studying. 
 
Both Riddoch, Puig-Ribera and Cooper (1998) and Morgan (2005) reported that the 
measurement of physical activity varied considerably between studies.  Morgan (2005) 
highlighted that most studies had used self-reported measures of physical activity and 
suggested that the bias associated with self-reported physical activity was one of the 
greatest weaknesses of the studies.  Dugdill, Graham and McNair (2005) used self-reported 
measures of physical activity in a tracking study of one of their schemes and found 
(comparing baseline and 12 months later) a small sustained increase in physical activity 
levels amongst those who had adhered to the 12 week exercise referral scheme.  However 
these researchers, consistent with Morgan (2005), advised caution in interpreting the results 
and suggested a more sensitive physical activity measurement technique was needed to 
detect greater changes. 
 
Morgan (2005) highlighted that the uptake of the exercise interventions in UK schemes 
varied, ranging from 33% – 87%.  The recruitment in most of the non-UK studies was via 
media advertising or telephone canvassing rather than via health professionals, which may 
have resulted in the recruitment of a highly select group of volunteers and higher adherence.  
The author reported that adherence to the exercise intervention appeared to be higher in 
participants who were slightly active, rather than inactive, at baseline, older and overweight.  
Dugdill, Graham and McNair (2005) also reported that exercise referral schemes are much 
more effective for certain segments of the population and noted that it is more likely that 
older participants who have had a key life-changing health episode such as a myocardial 
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 This is drawn from Loughborough University (2009) A Toolkit for the Design, Implementation and 
Evaluation of Exercise Referral Schemes, Draft Consultation Report .(see page 72) which itself makes 
reference to 6 research papers on the Cochrane Database for Systematic Reviews. 
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infarction will adhere to the exercise referral scheme intervention.  One of the concerns is 
that schemes are focusing on throughput of participants (i.e. numbers entering the scheme) 
rather than adherence and sustainability of physical activity behaviour. 
 
Work conducted by Hillsdon, Thorogood, White and Foster (2002, p.812) found that “people 
advised to increase their physical activity do not do so any more than a no-advice control 
group”  and brought into question the value of such advice in programmes.  Conversely, 
Isaacs (2007) conducted a trial which suggested that referral for tailored advice, supported 
by written materials, including details of locally available facilities, supplemented by detailed 
assessments, may be effective in increasing physical activity.   
 

2.5 Value for money 
 
The National Quality Assurance Framework (DOH, 2001) reported the cost-effectiveness of 
exercise referral programmes has rarely been considered, with very little written on the 
subject. 
 
Baker (2001) estimated that the exercise referral schemes are expected to cost £60,000 per 
800 patients for ten week programmes, although it is not obvious at which point in the 
process the patient numbers are counted.  Looking at the impact end of the spectrum, 
Harrison, Roberts and Elton (2004)

 
commented that if the exercise referral schemes were 

successful in increasing levels of physical activity, then these schemes could cost as little as 
£300 per life-year saved.  However, with low recruitment and adherence having important 
cost-effectiveness implications, this may put such schemes at a disadvantage when 
competing for already scarce NHS resources.  
 

2.6 Referral and recruitment mechanisms 
 
Via GPs and Health Professionals 
 
According to Loughborough University (2009) during 2007/2008 it was estimated that there 
were 292.4 million consultations in primary care, with the average patient receiving 5.3 
consultations.  Overall about 85% of the population visits their GP surgery on an annual 
basis.  Every consultation may provide an opportunity to promote behaviour change or to 
refer patients to relevant support services.  Health professionals are the primary gatekeeper 
for patients entering the exercise referral process and therefore play a pivotal role in current 
scheme design.  The majority of referrals were typically initiated by a general practitioner or 
practice nurse, however more recently a range of other health professionals are now more 
likely to refer into schemes.  These include physiotherapists, diabetes specialist nurses, 
dieticians, and mental health teams.  Indeed Dugdill, Graham and Nair (2005) found that 
those referred by their cardiac rehabilitation or practice nurse showed a higher level of 
adherence to the exercise referral programme than those referred by their GP. 
 
Recommendations for referrers 
 
Loughborough University’s work (2009) included the following recommendations for 
referrers: 
 

 Identify a champion healthcare professional e.g. G.P, physiotherapist, to 
help guide the development and delivery of the scheme. 

 Engage with exercise referral scheme coordinators & commissioners to: 
 determine scheme protocols & guidelines e.g. inclusion & 

exclusion criteria based on local priorities; 
 agree governance arrangements; and 
 identify training needs. 

 Engage in training activities & become acquainted with: 
 roles and responsibilities; 
 scheme documentation; 
 required qualifications of exercise instructors; and 
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 medico-legal responsibilities. 
 Identify a member of the practice team who can take particular 

responsibility for the exercise referral scheme, specifically communicating 
with other referring professionals about training opportunities, changes in 
protocols, etc. 

 Adopt a more systematic approach for identifying patients suitable for 
referral. 

 Be proactive in identifying patients for example, via CVD screening, 
targeting. 

 Use a risk stratification tool to determine which patients would be most 
suited to the exercise referral scheme. 

 Assess readiness to change. 
 Undertake training in relevant theory-led behaviour change techniques 

and the benefits of physical activity for health. 
 Identify and agree procedures for feedback on patient progress. 
 Work with commissioners and scheme coordinators to agree a 

mechanism for profiling the characteristics of those who decline the offer 
of a referral and methods for recording why this might be so. 

 Agree scheme evaluation and monitoring procedures. 
 Primary care professionals should ensure that exercise referral schemes 

operate in conjunction with (or as part of) coordinated health promotion 
and disease prevention programme in primary care. 
(Loughborough University, 2009, p.78) 

 

2.7 Programme enhancements 
 
This part of the literature review reports experiences and perspectives of enhancements to 
exercise referral schemes. 
 
Encouraging participation 
 
Encouraging participation at an individual patient level was seen as helpful to patients and 
beneficial to the success of an exercise referral scheme.  It was suggested by Loughborough 
University (2009) that one short phone call may make the difference in someone continuing 
with the scheme.  The exercise referral instructor’s ability to identify and follow-up dropouts 
can be an important factor in preventing a lapse in behaviour becoming a more permanent 
drop out.  The National Quality Assurance Framework (Department of Health, 2001) 
recommended that: 
 

“If a patient does not attend the exercise programme for an unknown reason 
for two weeks, the exercise professional should phone the patient to 
investigate, monitor and resolve non-attendance.  If no contact has been 
made within a further week, the patient should be contacted by letter”. 
(Department of Health, 2001, p.23) 

 
Socialisation opportunities 
 
Some researchers have been able to consider merits of exercise referral schemes beyond 
the physiological.  For example, Thurston and Green (2004) report that, whilst it is well 
established in the sociology of leisure literature

 
that leisure activities, including physical 

activity, cannot
 
satisfactorily act as a functional alternative to employment, leisure 

nevertheless has the potential to offset some of the
 
more debilitating consequences of non-

employment such as social
 
contact, structure and a sense of purpose. 

 

2.8 Future recommendations and trends 
 
Loughborough University’s draft toolkit (2009) recommended that exercise referral schemes 
should offer a wider range of physical activity opportunities to meet the needs and 
preferences of different groups.  Dugdill, Graham and McNair (2005) discussed the need to 
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treat the participant population as a more diverse, heterogeneous group and start to make 
schemes more comprehensive (for example, by the diversification of types of physical 
activity offered) to appeal to the younger age groups and to women.  The implication of this 
perspective is that typically exercise referral schemes appeal to a narrow participant profile. 
 
Dugdill, Graham and McNair (2005) also suggested that 6 months rather than 3 months 
would be needed to see larger-scale changes in physiological parameters.  This comes back 
to the earlier intimation that exercise referral schemes tend to be relatively short-term 
interventions.  It is also reported that greater emphasis is needed at the intervention end-
point to enable the transition from supported classes of exercise to other supported 
mechanisms of physical activity (e.g. walking groups). 
 
Baker (2001) suggested that staff with whom referred patients come into contact are trained 
in areas such as motivational interviewing and counselling, to help maximise patient 
motivation.  Dugdill, Graham and McNair (2005) also highlight the importance of motivational 
interviewing as it might start to build the skills needed for participants to incorporate physical 
activity into their lives as a lifestyle choice. 
 
Loughborough University (2009) notes that an audit of current practice shows more schemes 
are offering a diverse range of activities.  This has raised concerns about the qualifications of 
the instructors who may be delivering these more diverse physical activity options.  The 
following recommendations were made. 
 

 Recommend that the sector skills council offer: guidance on the 
appropriate qualifications required by ‘other’ instructors’ involved in the 
delivery of exercise referral exercise sessions; develop national 
occupational standards for a level two exercise referral assistant and 
agree boundaries and codes of practice for other instructors engaged in 
the delivery of exercise sessions for referred clients. 

 Recommend that training providers offer basic training for level 2 
instructors which focuses on: exercise limitations for individuals with 
certain medical conditions, how to recognise the signs and symptoms of 
an adverse event i.e. impending hypo, exercise induced asthma attack; 
what to do in an emergency. 

 Recommend national agencies look at the legal implications of exercise 
referral schemes operating with additional instructors who are not 
qualified at NVQ level 3 or registered with REPS (Register of Exercise 
Professionals)

18
. 

(Loughborough University, 2009, p.57) 
 
The audit of current practice and the consultation seminars also identified a number of other 
issues which professionals felt needed clarifying at a national level or needed further 
development.  The issues raised included the following. 
 

 Guidance on the absolute contraindications for exercise. 
 Standardised guidelines on risk stratification for referred patients which 

takes account of patients with co-morbidities. 
 Guidance on developing electronic referral systems/secure transfer of 

patient data etc. 
 Guidance on how to accredit schemes. 

(Loughborough University, 2009, p.58) 
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 http://www.exerciseregister.org/ 

http://www.exerciseregister.org/
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3 Method 

3.1 Overview 
 
The evaluation method comprised three main strands.  These were the interrogation of the 
participants’ database, one to one telephone surveys with participants, and focus 
groups/discussions with other stakeholders.  A project plan showing the sequence and 
scope of work within the evaluation is appended, but the main elements are described 
below. 
 

3.2 Database interrogation 
 
The Live Active Referral Scheme database supplied for analysis held 25,725 participant 
records.  Different elements of the database were used in the analyses of the different 
aspects of the Live Active Referral Scheme. 
 
Analysis of the Live Active Referral Scheme 2005 
 
For this analysis, FMR used the records of those who had been referred to the scheme 
between January 2005 and June 2005 inclusive, which amounted to 3,139 participants.  
These dates provided 6 months of data for participants whose experience of the scheme 
was entirely with the unenhanced 2005 form.  The date that referrals had been received was 
used to determine those participants who fell into this period of time. 
 
Analysis of the First Steps enhancement 
 
For this analysis, FMR used the records of those who had been referred to the Live Active 
Referral Scheme between February 2006 and July 2006 inclusive (which amounted to 3,180 
participants).  The exercise counsellors identified those Live Active Referral Scheme 
participants during this period who had experienced the First Steps enhancement.  Those 
participants who had experienced the Motivator enhancement were excluded from the 
analysis to allow direct comparison between those experiencing the First Steps 
enhancement and those experiencing no enhancements.  This resulted in records of 72 
participants with experience of First Steps being available for analysis. 
 
Analysis of Central Administration 
 
FMR used the Live Active Referral Scheme dataset provided by NHSGGC to select the 
records of those who had been referred to the Live Active Referral Scheme (selecting those 
referred to Glasgow City leisure centres only

19
) between June 2005 and November 2005 

inclusive
20

 (2,157 participants) and those who had been referred to the Live Active Referral 
Scheme (again selecting those referred to Glasgow City leisure centres only) between June 
2007 and November 2007 inclusive (2,973 participants).   
 
The Central Administration System was introduced in January 2007.  The timeframe from 
June 2007 to November 2007, used to examine the period following the introduction of the 
Central Administration System, was selected to allow for a 6 month ‘settling in’ period 
following the introduction of the enhancement and provide 6 months of data.  In order to 
allow comparisons the same time period, June to November ,was selected two years 
previously to represent the period prior to the introduction of the Central Administration 
System.  The data for 2005 was used to prevent results being influenced by the period of 
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 Participants attending Glasgow City leisure centres only were selected as the central administration 
system is only operational in the Glasgow City area. 
20

 This timeframe was selected as it was prior to the introduction of any enhancements (central 
administration system, Motivator or First Steps) and enable ‘like for like’ comparison before and after 
the introduction of the central administration system, as far as possible. 
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transition in 2006 following the introduction of the First Steps and Motivator enhancements, 
and to allow more than one year for participants to complete the scheme without 
experiencing the Central Administration System. 
 
Analysis of Motivator enhancement 
 
For this analysis, FMR used the 4,969 records of those who had been referred to the Live 
Active Referral Scheme between June 2007 and November 2007 inclusive.  The exercise 
counsellors identified those Live Active Referral Scheme participants during this period who 
had experienced the Motivator enhancement.  To allow comparisons between those 
participants experiencing only the Motivator enhancement and those experiencing no 
enhancements, participants who had attended the First Steps enhancement were excluded 
from the analysis.  This resulted in 149 records of Motivator participants being available for 
analysis. 
 
Approach to database analysis 
 
The process of handling the data was much the same across all the analysis steps. 
 
In order to get the most from the information, the database was cleaned and checked for key 
factors such as gender, age at baseline, area of deprivation and postcode.  Some of the 
information on the database was used to determine various factors such as: Community 
Health and Care Partnership (CHCP) (determined by postcode), and BMI (calculated using 
the recorded information from the database).  This information was coded and, from this, 
data tables were generated.  Despite FMR Research carrying out data cleaning prior to the 
analysis, there was still a degree of missing data: the analysis in the results and discussion 
section (section 4) is conducted with missing data suppressed. 
 
Data were analysed by gender, age group (16-24, 25-44, 45-64, 65+), Scottish Index of 
Multiple Deprivation (in or out of the 15% most deprived areas, by residential address); 
CHCP area, and also by the stage of the programme reached by the participant (i.e. referral 
only, baseline consultation, 6 month consultation or 12 month consultation).  The ethnicity 
(using the UK 2001 Census categories) of programme participants was also examined, 
although the numbers of participants other than White was too small to allow further 
analysis.  
 
Frequencies are reported together with analysis where the results are significant at the 95 
percentile point unless otherwise stated. 
 

3.3 Telephone surveys 
 
Telephone surveys were used in different parts of the evaluation.  Participation in the 
telephone survey was on an ‘opt-in’ basis, with interviews being administered and conducted 
by the FMR team. 
 
Telephone interviews relating to the Live Active Referral Scheme 2005 
 
32 interviews were conducted with participants of the Live Active Referral Scheme 2005. 
 
Participants who had completed all 12 months of the Live Active Referral Scheme between 
1

st
 December 2005 and 6

th
 March 2006 were identified (n = 119).  6 months after completing 

Live Active 2005 participants were approached by letter asking for their permission for FMR 
to contact them.  From this, 32 participants agreed to take part in the survey and were 
phoned by an FMR team member at the time specified on their consent form to verify 
consent and contact details. 
 
The interviews were conducted by FMR team members, at times agreed with the 
interviewees.  
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Telephone interviews relating to the First Steps enhancement 
 
30 interviews were conducted with participants with experience of the First Steps 
enhancement. 
 
Participants who took part in the telephone survey were selected from those who had 
completed the Live Active Referral Scheme at least 6 months prior to the survey (i.e. at least 
18 months after baseline) and had also participated in First Steps.  This amounted to 85 
participants, who were contacted by letter by FMR, to gain their agreement to take part in 
the survey.  Each participant was sent an information letter and a consent form.  In total, 30 
participants agreed to take part. 
 
The interviews were conducted by FMR team members, at times agreed with the 
interviewees. 
 
Telephone interviews relating to the Motivator enhancement 
 
30 interviews were conducted with participants with experience of the Motivator 
enhancement. 
 
Participants who took part in the telephone survey were selected from those who had 
completed the Live Active Referral Scheme at least 6 months prior to the survey and had 
also participated in the Motivator enhancement.  This amounted to 50 participants, who 
were contacted by letter by FMR, to gain their agreement to take part in the survey.  Each 
participant was sent an information letter and a consent form.  In total, 30 participants 
agreed to take part and were interviewed. 
 
The interviews were conducted by FMR team members, at times agreed with the 
interviewees. 
 
Telephone interviews with ‘non-adherers’ 
 
The evaluation included 40 telephone interviews with ‘non-adherers’.  These were people 
referred to the Live Active Referral Scheme but did not attend various parts of the scheme. 
 
The target number of interviews for this part of the study was: 
 
 10 telephone interviews with people who were referred to the scheme in March/April 

2007, but failed to attend their baseline appointment; 
 10 interviews with people who attended baseline appointments in March/April 2007 

but failed to attend their 6 month appointment; and  
 10 interviews with people who attended their 6 month appointment in September 

2007 but failed to attend their 12 month appointment.   
 
However, due to discrepancies between the stage reached according to the Live Active 
Referral Scheme database and participants’ perception of stage reached, 40 interviews 
were conducted – 8 of which said they didn’t attend their baseline appointment, 10 failed to 
attend their 6 month appointment, 19 their 12 month appointment and 3 participants 
believed they attended all their appointments (these 3 have not been included in the 
analysis). 
 
This branch of the evaluation was scheduled to include participants who had the opportunity 
to experience the Live Active Referral Scheme with all its enhancements, should they have 
chosen to. 
 
Participants who met the ‘non-attendance’ criteria were identified from the database and 
contacted by letter by FMR, to gain their agreement to take part in the survey.  Each 
participant was sent an information letter and a consent form.  The conversion rate between 
participants contacted and those consenting was about 10% for this element of the 
research. 
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The interviews were conducted by FMR team members, at times agreed with the 
interviewees. 
 

3.4 Focus groups/discussions 
 
The final information gathering strands in this project were focus groups and discussions 
with participants and other stakeholders involved with the Live Active Referral Scheme. 
 
In all cases, topic guides for the focus groups and discussions were developed by FMR.  
These were submitted to the steering group for amendment/approval prior to the groups 
being conducted.  All focus groups and discussions were facilitated by FMR team members. 
 
Participants’ focus group 
 
The participants’ focus group was held at a hotel in Glasgow city centre, a venue well 
served by the transport infrastructure to make it easier for people to take part.  Using the 
Live Active Referral Scheme database, those who had experience of both types of 
administrative system were identified and were sent a letter giving the invitation to return a 
consent form to take part.  Twenty-eight people responded, of which 11 were able to take 
part.  The gender profile of participants was 4 males and 7 females, with 3 participants aged 
46-64 and the remainder 65+.  Participants had used a range of sports centres in Glasgow 
City.  
 
Administrative staff focus group 
 
The administrative staff focus group was held at FMR’s premises, with 6 members of staff 
taking part.  Staff participants were recruited by the Live Active Referral Scheme team and 
worked in leisure centres across Glasgow City.  The focus group participants were mainly 
female and aged between 25 and 60. 
 
Exercise counsellors’ focus groups 
 
There were two focus groups with exercise counsellors. 
 
The first focussed on the Central Administration enhancement with exercise counsellors 
who had experience of the previous system as well as the new Central Administration 
System.  The exercise counsellors worked across a range of Glasgow City leisure centres. 
The second focused on the Motivator and First Steps enhancements.   These exercise 
counsellors worked across a range of leisure centres in the Greater Glasgow area.   
 
Exercise counsellors who took part in the focus groups were a mixture of males and 
females, were aged 25 – 35 and this was their main full time role. 
 
Motivators’ focus group 
 
The Motivators’ focus group was held at NHSGGC premises, following on from a 
prearranged training session.  Eleven motivators were recruited by the Live Active Referral 
Scheme team.  Both male and female Motivators participated in the focus group, and came 
from across the Greater Glasgow area.  All were aged over 50 and the majority were retired 
from work. 
 
Discussions with exercise instructors 
 
The views of exercise instructors were sought in respect of the Motivator enhancement. 
 
Due to the difficulties associated with the timings of a focus group with the exercise 
instructors, semi structured interviews were undertaken.   
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The details of all exercise instructors who had contact with a Motivator were collated by the 
Live Active Referral Scheme.  All exercise instructors were sent an SMS text message 
informing them of the research and then followed up by telephone in order to determine their 
willingness to participate in the research and to arrange a suitable time and date to conduct 
the interview. 
 
Four interviews were carried out, three over the telephone and one face to face, with 
exercise instructors who had experience of the Motivator enhancement to the Live Active 
Referral Scheme.  Those exercise instructors interviewed were all female and each worked 
in several leisure centres across Glasgow. 
 
Discussions with health professionals 
 
Fifteen semi-structured telephone interviews were carried out with health professionals who 
had referred patients onto the Live Active Referral Scheme. 
 
Details of health professionals were collated by the exercise counsellors at each of the 
leisure centres.  All health professionals were sent a letter and then followed up by 
telephone in order to determine their willingness to participate in the research and to 
arrange a suitable time and date to conduct the telephone interview.  Any who were proving 
more difficult to contact were then sent a follow up letter and again followed up by 
telephone.  Additional contacts, for ‘rare referrers’

21
, were sourced from the Live Active 

Referral Scheme database by identifying those who had referred five patients or fewer in the 
past year.  These referrers were also lettered and followed up by telephone. 
 
The interviews were conducted with eight health professionals who referred to the Live 
Active Referral Scheme on a regular basis (regular referrers) and seven health 
professionals who referred less often (rare referrers). 
 

3.5 Report production 
 
Following the completion of each element of the evaluation, FMR produced a report of the 
findings and subsequent recommendations.  These reports were submitted to the project 
steering group and subsequently refined.  The reports produced were as follows. 
 
 Live Active Referral Scheme 2005 
 First Steps enhancement 
 Central Administration Scheme enhancement 
 Motivator enhancement. 
 
Most of the data in this overall report is drawn from these specific reports.  In addition, these 
specific reports contain further detail and much of the supporting data. 

                                                      
21

 Rare referrers were taken to be those referring 5 or fewer patients in one year. 
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4 Key findings 

4.1 Overview 
 
This section summarises the key findings from FMR’s research into the Live Active Referral 
Scheme.  It reports insight from the Live Active Referral Scheme 2005, research into non-
adherers, the First Steps, Central Administration System, and Motivator enhancements.  The 
section also includes findings relating to the wider impact of the scheme and compares the 
Live Active Referral Scheme with perspectives from the literature review. 
 

4.2 What the Scheme contains 
 
Like many exercise referral schemes (Loughborough University, 2009), the Live Active 
Referral Scheme is a partnership between the Health Board and local authority leisure 
providers  which provide leisure centre and community based physical activity at a 
subsidised cost.  However the Live Active Referral Scheme is unlike the majority of exercise 
referral schemes in the following ways: 
 
 There are 3 specific referral routes into the Live Active Referral Scheme (unlike most 

schemes which focus on either a primary care route or cardiac rehabilitation route). 
 The duration of the Live Active Referral Scheme is longer (12 months) compared to 

the majority of schemes which are just 12 – 14 weeks in length. 
 

4.3 This evaluation 
 
Unlike many schemes which have not been evaluated due to a lack of relevant data 
collection and barriers to evaluation such as lack of time, skills and resources (as seen in 
Loughborough University, 2009; Dugdill Graham and McNair, 2005), this evaluation draws 
on the scheme’s database which records demographic information, progress in mental 
health; stage of change; physical activity levels; blood pressure; BMI; etc.  This evaluation 
was conducted using financial resources from the Scottish Government, designed by the 
Public Health Resource Unit and the NHSGGC Physical Activity team and commissioned to 
FMR Research, an independent research consultancy based in Glasgow. 
 
Loughborough University (2009) recommend a tiered approach to evaluation.  This 
evaluation collects and analyses information from each of the 5 recommended tiers. For 
example: 
 
 Tier one – Process evaluation:  this evaluation explores reach, attendance rates, 

participant satisfaction and staff perception of the strengths and weaknesses of the 
scheme. 

 Tier two – Outcome evaluation:  this evaluation monitors changes in knowledge, 
attitudes and skills of Live Active Referral Scheme participants. 

 Tier three – Changes to physical activity:  this evaluation monitors physical activity 
using the Physical Activity 7 day Recall questionnaire at baseline, 6 months, 12 
months into the scheme plus 6 months after completing the scheme.  This allows the 
scheme to record progress but also to identify whether any benefits are sustained in 
the longer term. 

 Tier four – Changes to physiological and psychological indicators:  this evaluation 
explores the physiological and psychological measures in the Live Active Referral 
Scheme database which include a range of independently assessed outcomes (such 
as blood pressure and weight) and self-reported outcomes such as measurements 
on the HADS scale. 

 Tier Five – Changes in disease risk factors and sustained behaviour change:  this 
evaluation explores changes to key risk factors such as blood pressure, BMI and 
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physical activity, in addition to exploring if the scheme leads to long term behaviour 
change. 

 
The Department of Health quality assurance framework (2001) makes recommendations 
about the type of information exercise referral schemes should collect to aid evaluation.  
Many of these recommendations are heeded in this evaluation.  For example this evaluation: 
 
 collects process information regarding the perception of different partners with the 

scheme.  Consideration may be given to improving the routine collection of such 
information; 

 supplements routine data collection with qualitative exploration of participants, non-
adherers and staff groups; and  

 describes the scheme and benefits/disadvantages. 
 
The Live Active Referral Scheme also reports that it already undertakes the following, in line 
with Department of Health recommendations. 
 
 Monitors change over time to physical, psychological and behavioural indicators 

(although it should assess social indicators more systematically). 
 Assesses individual levels of physical activity in terms of the duration, intensity and 

frequency. 
 Staff in the scheme have an opportunity for self-reflection and continuous 

professional development by regular scheme meetings and development sessions. 
 

The Department of Health also makes some recommendations which the Live Active 
Referral Scheme is not currently taking forward.  These include: 
 
 training staff on the use of process and outcome measures; 
 providing a forum for critical self-reflection that aims to keep staff up to date with 

advances in exercise science; and 
 setting up a process to ensure skills based training leads to improvements in 

professional practice. 
 
These recommendations may be taken forward in the future of the Live Active Referral 
Scheme. 
 

4.4 Referral mechanisms 
 
The Live Active Referral Scheme has a system in place to record the source of referral (on 
the Live Active Referral Scheme database), although this was found to be incomplete in 
many cases (of those referred onto the scheme, 50%, 1,570 participants, had no data 
recorded).  Where data were recorded, 55% (864 participants) were referred by their GP, 
19% (291 participants) by their physiotherapist, 14% (220 participants) by their practice 
nurse, and a further 13% (202 participants) were initiated by the patient and referred by their 
health professional (Table 1).  These findings are in line with those of Loughborough 
University (2009) who reported that the majority of referrals are made by the general 
practitioner or practice nurse.   
 
Following a review of exercise referral schemes across the UK, Loughborough University 
(2009) made a series of recommendations to enhance referral rates to schemes. Some of 
these, have already been embedded within the Live Active Referral Scheme protocols. 
 
 A champion health care professional to help guide the development and delivery of 

the scheme. 
 Live Active Referral Scheme co-ordinators are engaged in determining scheme 

protocols for inclusion and exclusion, governance arrangements and training needs. 
 Training activities are offered which enable the team to become aware of roles and 

responsibilities, scheme documentation, required qualification of exercise instructors 
and medico-legal requirements. 

 A systematic approach for identifying patients suitable for referral is adopted. 
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 A proactive approach is taken in identifying patients (e.g. through Keep Well 
screening). 

 A risk stratification tool is used to determine which patients would be most suited to 
the exercise referral scheme. 

 Participants’ readiness to change is assessed. 
 Training in the theory of behaviour change techniques and benefits of physical 

activity is offered. 
 Scheme evaluation and monitoring procedures are agreed. 
 A co-ordinated approach to other health promotion and disease prevention 

programmes in primary care is used. 
 
This evaluation highlights the need to improve action in the following areas. 
 
 Improved mechanisms for feeding back patient progress. 
 Mechanisms need to be explored for improving adherence amongst the groups that 

are most likely to drop out. 
 
Other recommendations have still to be developed, such as: 
 
 a practice team member (in each practice) who takes responsibility for the exercise 

referral scheme. 
 

4.5 Contribution of Live Active Referral Scheme 2005 to health 
behaviour change 

 
This part of the evaluation explored the profile of the Live Active Referral Scheme 2005 
participants, completers and non-adherers, as well as examining the outcomes achieved and 
the benefits, disadvantages, areas for improvement and any recommendations to the Live 
Active Referral Scheme, before enhancements.  This provided a baseline from which the 
effectiveness of any enhancements could be assessed. 
 
The profile of Live Active Referral Scheme participants 
 
At the time of this analysis there were 25,725 records held on the entire database for the 
Live Active Referral Scheme.  The records of those who had been referred to the scheme 
between January 2005 and June 2005 inclusive, which amounted to 3,139 participants, were 
used as the basis for this part of the evaluation. 
 
The profile of Live Active Referral Scheme participants was identified using a combination of 
referral and baseline stage data.  These data were used to build a picture of the profile of 
scheme participants and therefore identify any potential areas where the scheme is not 
connecting as well as it could do with people who do not match this profile.  The analysis 
revealed the following. 
 
 The scheme was used by both males and females and by people from all age 

categories.  The profile largely matched that of the local population. 
 

 Those referred were more likely to be female (60%,1,872 referrals) and aged over 
45 years (60%, 1,834 referrals).  At baseline stage the corresponding profile data 
were 61% (1,315 participants) female and 65% (1,393 participants) aged over 45 
(Table 2 & Table 3).  These findings are in line with those of Dugdill, Graham and 
McNair (2005) who reported that males were referred less frequently than females 
and that the number of referrals from each age category increased with age up to 
the 46 – 60 year age category, which was the most prevalent referral group. 

 
 The majority of participants referred to the scheme were those without established 

heart disease (86%, 2,709 referrals) (Table 4).  This group has been called ’low risk’ 
(referred to as LR from hereon). 
 



 

FMR RESEARCH LTD PAGE  28 

 Data at baseline stage showed 80% (1,651 participants) were either overweight or 
obese (Table 5). 

 
 When Glasgow City only participants were explored the proportion of participants 

from a minority ethnic group closely correlated with the 2001 census data (Table 6). 
 
 At baseline 96% (2,052 participants) of participants identified themselves as coming 

from a white ethnic background, with Pakistani (2%, 38 participants) and Indian (1%, 
21 participants) participants being the most prevalent minority ethnic groups (Table 
7). 

 
 Just under half of those referred to the scheme (44%, 1,325 referrals) lived within 

the 15% most deprived areas of Scotland, using the Scottish Index of Multiple 
Deprivation (15% SIMD areas).  The corresponding figure for those attending a 
baseline consultation was 40% (850 participants) (Table 8). 
 

 Of participants for whom figures were recorded at baseline, those in employment 
accounted for the highest proportion (37%, 793 participants) (Table 9). 

 
 Just over half of participants were reported by their referrer to be taking medication 

and, not surprisingly, virtually all of those referred through the ETT or PCR routes 
were taking medication

22
. (Table 10)  However, it should be noted that there is often 

a discrepancy between referral information and that given by the participant 
themselves at baseline.  Those taking medication were more likely to attend a 
baseline appointment.  

 
 Due to the differences in the referral forms for each pathway not all aspects of the 

participant profile were recorded for the ETT and PCR participants.  For LR 
participants, just under half were reported by their GP to have a physical or mental 
limitation which would make exercise programmes difficult and those with such 
limitations were more likely to attend a baseline appointment (Table 11). 

 
The profile of completers 
 
The profile of completers refers to those participants who have completed the full 12 month 
scheme.  Knowing the profile of this group will allow the Live Active Referral Scheme to 
target those participants who are prone to drop out and hopefully encourage retention. 
 
Completers had the following profile and distinctions from the profile of participants at 
baseline. 
 
Age 
Older participants were more likely to complete the scheme.  Participants 45 years old and 
over accounted for 77% (311 participants) of completers, compared to 64% (1,393 
participants) of the baseline population (Table 12).  This is in line with the findings of  Morgan 
(2005) and Dugdill, Graham and McNair (2005). 
 
Living outside 15% SMID area 
Participants living outside 15% SIMD areas were more likely to complete the Live Active 
Referral Scheme.  Only 9% (118 participants) of those living within the 15% SIMD areas 
completed the scheme compared to 17% (279 participants) of those living outside the 15% 
SIMD areas (Table 13). 
 

                                                      
22

 Please note that in the text and tables the three groups of referrals will be annotated as follows: 

 Participants without established heart disease – LR 

 Participants with established heart disease – ETT 

 Participants referred as part of their post cardiac rehabilitation – PCR 
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Retired 
Those who were retired due to their age (as opposed to medical reasons) were more likely to 
complete the scheme, with 31% (172 participants) of those who attended a baseline 
appointment continuing through to their 12 month consultation; compared to between 8% 
and 16% for other employment categories (full time employed, part time employed, 
unemployed looking for work, not working due to ill health, student, retired (medical), and 
other non-working (looking after home, carer)). (Table 14) 
 
PCR referral route 
Participants referred through the PCR route were more likely to complete the scheme: 25% 
(62 participants) attended their 12 month consultation compared to 16% (30 participants) of 
those referred through the ETT route and 12% (312 participants) of those referred who were 
LR (Table 15).  As previously reported, this is supported by the findings of Dugdill, Graham 
and McNair (2005) who reported that it is more likely that older participants who have had a 
key life-changing health episode such as a myocardial infraction will adhere to the exercise 
referral scheme intervention.  In the context of the Live Active Referral Scheme, PCR 
participants are coming from a short 12 week hospital based exercise programme.  They 
may be more established in their exercise patterns than other referral routes and this could 
account for the difference. 
 
Taking medication 
When the change in self-reported taking of medication is compared between baseline and 12 
month consultation, there was a slight increase from 79% (1,707 participants) at baseline to 
84% (340 participants) at 12 months, which would suggest that people taking medication are 
more likely to stay on the scheme (Table 16). 
 
Lower BMI 
Participants who reached the 6 month and 12 month stages of the scheme were lighter at 
baseline than those who dropped out after baseline (Table 17).  Similarly, participants 
classified as obese at baseline were less likely to complete the scheme, with 50% (655 
participants) of those who dropped out after their baseline appointment being classed as 
obese, compared to 42% (166 participants) of those who completed the scheme (Table 18).  
This is inconsistent with the findings reported by Morgan (2005) who found that those who 
were overweight were more likely to complete an exercise referral scheme. 
 
Non-smokers 
Looking at LR referrals only, non-smokers (as recorded at referral stage) were more likely to 
complete the Live Active Referral Scheme, with 13% (257 participants) of non-smokers 
having a 12 month consultation compared to only 7% (48 participants) of smokers (Table 
19). 
 
HADS

5
 scores 

Those who completed the scheme were more likely at baseline to be at the mild/normal end 
of the HADS anxiety and HADS depression scales (Table 20 & Table 21) and, based on the 
mean HADS scores, completers were less anxious and/or depressed at baseline (Table 22 & 
Table 23).   
 
Self-perception of state of health 
Those who had a better perceived state of health at baseline (Table 24 & Table 25) were 
more likely to complete the scheme.  
 
Stage of Change 
Those who were already physically active at baseline were more likely to complete the 
scheme (Table 26 & Table 27).  As reported previously, the published literature is ambiguous 
about the relationship between stages of change (pre contemplation, contemplation, 
preparation, action and maintenance defined by Prochaska and Marcus, 1994) and links to 
outcome.  Jones, Harris, Waller and Coggins (2005) suggested further research into this 
area.  This Live Active Referral Scheme evaluation found a gradient in the proportion of 
completers from each stage of change, with the smallest proportion coming from the pre 
contemplation group (where 12%, 12 participants, completed the scheme) and the highest 
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proportion coming from the action group (where 33%, 47 participants, completed the 
scheme). 
 
Physical or mental limitation 
Those participants referred through the LR referral pathway and considered by their GP at 
the referral stage to be experiencing physical or mental limitations which would make 
exercise programmes difficult were more likely to complete the Live Active Referral Scheme 
(Table 28 & Table 29).  According to the report by Loughborough University (2009), physical 
exercise has been shown to be of benefit to patients with some recognised physical and 
mental conditions, including asthma, type 2 diabetes, COPD, osteoarthritis, chronic fatigue 
syndrome, and depression.   
 
The profile of non-adherers 
 
Prior to outlining the profile of non-adherers, it needs to be recognised that although 
someone failed to complete the Live Active Referral Scheme, it does not mean that they 
have ceased to exercise.  People may have chosen, for example, to exercise independently 
because they prefer to or because they found difficulty in accessing Live Active Referral 
Scheme services (e.g. because of the timing of classes) on top of their other priorities.  
 
In common with previous work (Jones, Harris, Waller and Coggins, 2005), attrition is a major 
issue in exercise referral programmes with some 50% dropping out within 10 weeks.  This 
evaluation saw only a third of participants (i.e. of those who attended a baseline 
consultation) attend the 6 month consultation and around one in five attend the 12 month 
consultation.  The analysis showed that 69% (2,166 referrals) of people referred onto the 
scheme attended their baseline appointment

23
 and that 8% (181 referrals) of referrals were 

inappropriate referrals or positive/medical drop outs.
24

  This is in line with the findings of 
Dugdill, McNair and Graham (2005), who reported that 27% of referrals never made contact 
with the exercise referral programme. 
 
Of those who attended a baseline consultation (2,166 participants)

25
: 

 
 32% (687 participants) attended a 6 month consultation (35%, 687 out of 1,974 

baseline participants, excluding inappropriate referrals and positive or medical drop 
outs); 

26
 and  

 19% (404 participants) completed the full scheme including the 12 month final 
consultation (21%, 404 out of 1,943 baseline participants, excluding inappropriate 
referrals and positive or medical drop outs). (Table 30).

 
 

 
Based on the profile of those referred to the scheme, baseline participants and completers, 
those failing to complete the scheme (i.e. the proportion of baseline participants who did not 
attend the 12 month consultation) were: 
 
 within younger age ranges (88%, 679 participants, of those under 45 failed to 

complete the scheme compared to 78%, 1082 participants, of those aged 45 or 
over) (Table 31 & Table 33); 

                                                      
23

 The 2002 evaluation reported 78% of those referred onto the scheme attended their baseline 
appointment. 
24

 Inappropriate referral includes those who were referred through a low risk route but had a heart 
condition; those looking for a discount only; or those with other medical conditions that are excluded 
from the scheme.  Positive or medical drop out includes those who were already physically active and 
not requiring support; those who gave medical reasons for not attending; and those who had been 
transferred to another centre or moved away. 
25

 181 participants were identified as inappropriate referrals and positive or medical dropouts between 
referral and baseline and did not attend the baseline appointment, a further 192 were identified at or 
following the baseline consultation and 31 at or following the 6 month consultation. 
26

 5% (99 participants) of those who attended a baseline consultation completed the programme, but 
did not attend a 6 month consultation. 
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 living within the 15% SIMD areas (86%, 732 participants, of those living within the 
15% SIMD areas failed to complete the scheme compared to 78%, 978 participants, 
of those living outside the 15% SIMD areas) (Table 31 & Table 33); 

 obese at baseline (83%, 824 participants, of those who were obese at baseline 
failed to complete the scheme compared to 79%, 847 participants, of those who 
were not classed as obese at baseline) (Table 31 & Table 33); 

 those recording HADS scores for depression and anxiety above the normal range 
(88%, 339 participants, of those with moderate/severe HADS A and 86%, 153 
participants, of those with moderate/severe HADS D at baseline failed to complete 
the scheme compared to 78%, 1069 participants, of those with normal/mild HADS A 
and 80%, 1255 participants, of those with normal/mild HADS D at baseline) (Table 
32 & Table 33); and  

 referred via the LR referral pathway (83%, 1544 participants, of those referred via 
the LR pathway failed to complete the scheme compared to 70%, 218 participants, 
of those referred via the ETT or PCR pathways) (Table 32 & Table 33), 

 
It is interesting to note that, although Dugdill, Graham and McNair (2005) found that males 
had higher adherence rates than females after they had started the scheme, this evaluation 
found no significant difference in the adherence rates between males and females. 
 
Dugdill, Graham and McNair (2005) recommended exploration of the different population 
groups who are referred, attend and complete the scheme.  This evaluation has noted some 
population groups who appear to find it more challenging to complete the scheme and they 
may be further explored in the future to identify how the Live Active Referral Scheme can 
become equally accessible to all groups. 
 
Looking at the differences in drop out rates between the 2002 and 2005 data

27
 it would 

appear that there has already been some improvement in the levels of those remaining on 
the scheme.  As stated above, the 2005 data showed 22% of those referred on the scheme 
attended their 6 month appointment and 13% completed the 12 months, the corresponding 
figures from the 2002 evaluation were 20% and 9%.  Of those who attended a baseline 
consultation (2,166 participants) (Table 34): 
 
 64% (1,380 participants) dropped out before their 6 month consultation (55% 

excluding inappropriate referrals and positive or medical drop outs), compared to 
60% (2,401 participants) in the 2002 evaluation; and  

 81% (1,762 participants) dropped out before their 12 month final consultation (71% 
excluding inappropriate referrals and positive or medical drop outs), compared to 
88% (3,561 participants) in the 2002 evaluation. 

 
Participant outcomes at 6, 12 and 18 months after baseline appointment 
 
Both the database analysis and the qualitative study of completers are able to contribute to 
the understanding of the participant outcomes at the 6, 12 and 18 month stages.  
 
Independently assessed outcomes 
 There was significant weight loss throughout the duration of the scheme, with the 

majority of participants losing weight in the first 6 months (Table 35). 
 Similarly, there was a significant reduction in BMI for participants between the 

baseline and 6 month stage and between baseline and 12 months (Table 36). 
 
Outcomes based on patient perception 
 Mean HADS Anxiety scale scores reduced significantly for those participants for 

whom data existed at both baseline and 6 month stages and for whom data existed 
at the baseline and 12 month stages (Table 37 & Table 38). 

 Mean HADS Depression scale scores reduced significantly for those participants for 
whom data existed at both baseline and 6 month stages and for whom data existed 
at the baseline and 12 month stage (Table 39 & Table 40). 

                                                      
27

 The previous formal evaluation of the scheme was conducted in 2002. 
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 Participants Stage of Change displayed a movement towards the maintenance stage 
of the scheme between baseline and 6 months and between baseline and 12 
months (Table 41 & Table 42). 

 There was a significant increase in the amount of exercise participants reported 
taking, according to the Physical Activity Recall (7-day recall), between the baseline 
and 6 month stage and baseline and 12 month stage (Table 43).  This finding is 
different from the NICE review of exercise referral schemes which found insufficient 
evidence that they were effective in increasing physical activity levels. 

 Data on the 0 to 100 Health State Scale showed that participants’ perception of their 
own health increased significantly between the baseline and 6 month stage and 
baseline and 12 month stage (Table 44). 

 
Long term outcomes 
For those participants who had completed the scheme and were interviewed around 18 
months after the baseline appointment the majority: 
 
 were exercising at or above the level to gain health benefits (Table 45); 
 reported being physically active regularly and had been for longer than 6 months i.e. 

at the maintenance stage of change (Table 46); and  
 felt that the scheme had a positive impact on their physical health, mental health and 

their ability to exercise independently (Table 47). 
 
Half of those participants also felt that the scheme had improved their relationships with 
others.  As reported in the literature review (Thurston and Green, 2004), leisure activities 
such as physical activity have the potential of helping generate social contact structure and a 
sense of purpose in the lives of participants where these might be absent. 
 
Benefits of the Live Active Referral Scheme 
 
From our analysis, the benefits of the scheme are the independently assessed health 
benefits for participants who completed the programme, such as: 
 
 the improvements recorded in the participant perception of levels of anxiety and 

depression; 
 a move towards the maintenance stage of change; 
 the amount of exercise undertaken (according to the Physical Activity Recall 7 day 

recall); and  
 participants’ views of their own health based on the Health State scale. 
 
There were also additional benefits highlighted by those completers interviewed 18 months 
after the baseline appointment.  Participants reported: 
 
 maintaining regular physical activity;  
 increased fitness/stamina (including weight loss for some);  
 improved ability to undertake independent physical activity;  
 improved mental health; and  
 improved relations with others. 
 
Disadvantages of the Live Active Referral Scheme 
 
The principal disadvantages of the scheme were the inability to retain those groups 
highlighted in the profile of non-adherers, principally those within the younger age groups, 
those who are recorded as obese at baseline, and those with higher HADS scores for 
anxiety and depression at baseline.  The inconsistencies present in the database recording 
of the participants’ reasons for leaving prevent full insight being gained into this.  The 
scheme may also be less successful in attracting certain groups at the referral stage, 
although this is potentially more reflective of the referrers rather than the scheme itself.  The 
referring behaviour of GPs in the NHSGGC area varies substantially – over the 6 month 
period for which there are data, referrals ranged from 0 to 21 referrals per GP. 
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Of the 32 completers interviewed, only 2 felt there were any disadvantages and these 
focussed on support from family members to attend and contact with the exercise 
counsellors. 
 
Some scheme participants were concerned about the long waiting times they experienced 
before being able to start the scheme… 
 

“I had a long time to wait, four months.  But I think there was a big influx of people.  
A friend of mine had to wait 6 months.” 

 
… while some found the exercise environment not to their taste. 
 

“The gym is very good, but I find the pop music awful – everyone agrees – the music 
and volume.” 

 

4.6 What is known about non-adherers  
 
Thirty seven Live Active Referral Scheme non-adherers were interviewed

28
.  These were 

participants who did not engage with the scheme for the full 12 months.  Our sample 
comprised some who didn’t attend their initial baseline appointment, participants who 
withdrew between baseline and 6 months and participants who withdrew between 6 and 12 
months. 
 
Within the bounds of the research method and sample size, there were some interesting 
patterns in the data from these participants. 
 
 Despite not completing the scheme, those interviewed, who had attended at least 

one appointment, were positive overall about the scheme (Table 48). 
 
 Participants who withdrew from the scheme prior to their baseline appointment 

seemed less likely to have booked their first appointment themselves (the majority of 
this group had their appointments booked for them by a health professional), 
compared to those who attended at least their baseline appointment (where over 
half of the group booked their first appointment themselves) (Table 49).   

 
 The mean HADS Anxiety scores and HADS Depression scores (at the time of the 

interview) were substantially higher in those who didn’t attend the initial baseline.  In 
addition the HADS Anxiety and HADS Depression scores were lower for those who 
withdrew between 6 and 12 months, compared to those who withdrew between 
baseline and 6 months (Table 50). 

 
 Those who withdrew from the scheme prior to their baseline stated they currently 

undertook less exercise over a week than those who attended at least their baseline 
appointment (Table 51). 

 
 Those who attended at least their baseline appointment claimed they felt 

substantially better about their physical health than those who didn’t attend baseline.  
There seemed no discernable difference in participants’ positive perception about 
their health beyond the baseline stage.  The vast majority of participants who 
attended beyond baseline felt the scheme had an impact on their physical health 
(Table 52 & Table 53). 

 
 There were similar findings in relation to participants’ perceptions of their mental 

health (Table 54 & Table 55). 
 

                                                      
28

 The three participants interviewed who were classed as non-adherers on the database but believed 
they attended all their appointments have been excluded from the following analysis. 
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 Those who attended at least their 6 month appointment indicated they felt more 
confident to be independently physically active than those who withdrew before that 
stage (Table 56). 

 
 Based on the telephone interview data, non-adherers who attended at least a 

baseline appointment, were as likely as those who completed the Live Active 
Referral Scheme to be physically active at a similar level (Table 57). 

 
 The majority of the barriers to attendance cited by participants were around ill health 

and illness.  Across the sample, these were five times more prevalent than any other 
single reason.  In addition to ill health, which accounted for 57% (21 participants) of 
participants, there were three other themes for participants’ non-attendance and/or 
why they stopped going.  These were time/logistics issues (for example work 
pressures, domestic arrangements, travel difficulties), lack of confidence, and 
barriers such as cost or the content of the proposed scheme (and its exercise 
options) being unappealing (Table 58). 

 
In terms of how the research sample of non-adherers viewed the scheme, the improvements 
they recommended included more one to one contact with the counsellors and instructors 
and, in some cases, a request for appropriate consideration of their personal situations – 
including the nature/scale of exercise recommended and an understanding of their health 
contexts. 
 

4.7 Contribution of the First Steps enhancement 
 
First Steps is an eight week rolling programme that offers participants more contact with the 
exercise counsellor and a chance to taste a variety of activity options.  It also aims to 
increase social support with fellow scheme participants.  First Steps takes the form of: 
 
 a physical activity taster session (for example various forms of exercise classes –

circuits, tai chi, etc.), use of the gym and walking; 
 a social support component with the exercise counsellor present; and 
 an occasional education component. 
 
Number of First Steps participants 
 
Data from all 72 First Steps participants referred between February 2006 and July 2006 
inclusive was used for this analysis.  Those participants who had also experienced the 
Motivator enhancement were excluded, in order to facilitate as direct a comparison as 
possible between the First Steps programme and the ‘unenhanced’ Live Active Referral 
Scheme (participants referred within the same timescale). 
 
Whilst accepting this analysis only looks at a 6 month period and the First Steps approach 
has had 3 more years to develop since the sample which was analysed were referred to the 
Live Active Referral Scheme, the initial issue is the comparatively small number of First 
Steps participants.  This was mainly due to the Motivator enhancement operating in a 
number of First Steps classes.  
 
Profile of participants 
 
When compared to those who did not take part in First Steps, First Steps participants were 
significantly more likely to be: 
 
 female (Table 62); 
 aged 45 or over (Table 63); 
 reported by their referral source as having joint pains or conditions (Table 64); 
 retired or suffer from ill health, disability or retired for medical reasons (Table 65); 
 report being less physically active (Table 66). 
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These data are helpful in two main ways to the Live Active Referral Scheme providers.  First, 
they intimate, by definition, the easiest type of participants to recruit onto the First Steps 
programme.  This might be of help, should the intention be to promote First Steps 
programme to a wider audience.  Second, they sensitise the Live Active Referral Scheme 
providers to aspects around which the First Steps participant profile could be modified, for 
example a decision could be taken to deliberately promote First Steps programme to males.   
 
As stated earlier, Dugdill, Graham and McNair (2005) discussed the need for exercise 
referral schemes to be more attractive to varied groups, in particular females and younger 
age groups, by offering a wider range of activities.  While the Live Active Referral Scheme 
and in particular the First Steps enhancement is already attracting a high proportion of 
female participants, those in the younger age groups still remain a challenging group to 
engage with. 
 
How First Steps makes an impact 
 
The analysis shows a number of ways in which the First Steps programme is viewed as 
making a positive impact on its participants. 
 
Live Active Referral Scheme completion  
The data show that First Steps participants are more likely to complete the Live Active 
Referral Scheme than participants who did not attend First Steps (Table 67).  If the 
hypothesis that completion of the Live Active Referral Scheme is preferable to non or partial 
completion for a participant’s health and wellbeing, the First Steps programme makes a 
significant contribution in this respect. 
 
Impact on outcome measures 
There appeared no outcome measures for which First Steps participants achieved 
significantly different performance from those participants who did not attend First Steps.  
The analysis looked at weight, BMI, systolic and diastolic blood pressures, HADS Anxiety 
and Depression, Physical Activity Recall and Health State Scale metrics. 
 
This is not to say that the First Steps programme did not have a positive effect on 
participants, but rather that the number of First Steps participants included in the analysis 
was too small to show differences of statistical significance around these quantified 
measures when compared to participants who did not attend First Steps.  A larger pool of 
First Steps participants will go some of the way to helping the scheme providers demonstrate 
measurable change. 
 
Long term behavioural changes and benefits 
Based on our discussions with 30 First Steps participants, participants were overwhelmingly 
positive about the Live Active Referral Scheme and the benefits they gained from it.   
 
 All but one participant felt the Live Active Referral Scheme had had an impact on 

their physical health (Table 68). 
 87% said it had helped them to be independently active (Table 69).   
 More than half of participants were at the maintenance stage of physical activity 

(Table 70).  
 Over two thirds had either increased or maintained their physical activity levels since 

completing the Live Active Referral Scheme (Table 71).   
 The impact on mental health was also very positive, with 83% stating the Live Active 

Referral Scheme had had an impact (Table 72).  Participants gave instances of 
having a more positive outlook and feeling less isolated. 

 90% said the Live Active Referral Scheme had had an impact on the way they felt 
about themselves (Table 73). 

 
The First Steps programme was well received with participants citing the benefits of the 
exposure to different types of exercise and the enjoyment they received from the social 
aspect of the First Steps programme.  The support from counsellors and lack of pressure 
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were also cited as benefits (Table 74).  The only improvement suggested by more than one 
participant was to the timing of the classes. 
 
The First Steps programme introduced to the Live Active Referral Scheme builds on the 
recommendation reported in the literature review that participation in leisure activities can 
offset some of the negative consequences of an absence of social engagement through, for 
example, a lack of employment. 
 
The above insights should be of value to the scheme providers for marketing and 
promotional purposes, should the intention be to increase the uptake of First Steps. 
 

4.8 Contribution of Central Administration System enhancement 
 
The Live Active Referral Scheme Central Administration System is a secure web based diary 
which is linked to Glasgow City based exercise counsellors only.  The day to day operation 
of this administration system is predominantly the responsibility of the designated central 
administrator.  The aim of the Central Administration System is to reduce the time exercise 
counsellors spend on basic administration, therefore increasing time spent with participants, 
and allowing more effective promotion and awareness raising with the local community and 
local partners. 
 
Conclusions from database analysis  
 
Following the introduction of the Central Administration System (participants referred 
between June 2007 and November 2007 inclusive), those referred after the introduction of 
the Central Administration System were more likely to drop out of the Live Active Referral 
Scheme between referral and baseline and less likely to attend the baseline consultation 
(Table 59Error! Reference source not found.) when compared to participants before the 
introduction of the Central Administration System.  However, when those who dropped out 
between referral and baseline were examined, they were found to be significantly more likely 
to be identified and recorded as inappropriate referrals/ positive and medical dropouts i.e. 
screened more effectively (Table 60) after the introduction of the Central Administration 
System.   
 
Further examination of those who dropped out between referral and baseline, showed that, 
when inappropriate referrals/positive and medical dropouts were excluded from the analysis, 
the proportion making a baseline appointment after the introduction of the Central 
Administration System (whether they attended or not) was not significantly different from the 
proportion of those referred prior to the introduction of the Central Administration System. 
(Table 61) 
 
How the Central Administration System makes an impact 
 
The following conclusions can be made from the data: 
 
 The Central Administration System has demonstrated an ability to handle higher 

referral levels.  This may not have been viable prior to the introduction of the Central 
Administration System, in terms of the capacity of the leisure centre administrative 
staff to deal with any further increase in the Live Active Referral Scheme booking 
enquiries.  

 The increase in the proportion of participants who are recorded as inappropriate 
referrals/positive and medical dropouts suggests that there is now greater screening 
of participants by the central administrator, prior to their baseline appointment.   

 
Conclusions from the focus group discussions 
 
The focus group discussions with participants, leisure centre administration staff and 
exercise counsellors also highlighted a number of benefits to the Central Administration 
System.  These were: 
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 the resultant reduction in the workload of leisure centre administration staff following 
the introduction of central administration, recognising that often leisure centres are 
busy, understaffed and many Live Active Referral Scheme booking calls can be 
lengthy; 

 exercise counsellors are now able to book, view and track their own appointments 
and this has obvious benefits in terms of personal time management, absence 
management and also ease of booking for participants given that a number of those 
in the participants’ focus group reported that their preferred method of appointment 
booking was through their exercise counsellor; and 

 greater provision of information prior to the baseline appointment both for 
participants and exercise counsellors, enabling greater screening of participants, 
highlighting any inappropriate referrals/positive and medical dropouts and making 
exercise counsellors aware of any relevant information. 

 
The focus group discussions also highlighted a number of challenges facing the Live Active 
Referral Scheme following the introduction of the Central Administration System, including: 
 
 a reduction in communication and information sharing between the Live Active 

Referral Scheme and the leisure centre administration staff – as these staff now 
have no knowledge of appointments following the move to the Central Administration 
System, despite often being a participant’s first point of contact at the leisure centre;  

 confusion between Keep Well participants and Live Active Referral Scheme 
participants, as both appointments are booked with counsellors based at the leisure 
centre via the same number; and  

 the opening hours of the central administration booking line preventing exercise 
counsellors being made aware after 4pm of appointment cancellations. 

 
Recommendations for the future development and improvement of the Central 
Administration System discussed by the groups were: 
 
 the introduction of extended opening hours;  
 improving communication between practice nurses and Keep Well participants; 
 introducing more day to day Live Active Referral Scheme administration to the 

central administration role (such as participant prompt letters); and  
 extending the central administration role to include monitoring levels of referrals. 
 
Conclusions from the health professionals interviews 
 
The health professionals interviewed had little knowledge of the Central Administration 
System. 
 
 In the majority of cases appointments were booked by the patient or the practice 

receptionist. 
 The one health professional interviewed who had any knowledge of the Central 

Administration System was positive as it removed any confusion concerning who 
they should be asking to speak to, as was previously the case when phoning the 
leisure centre. 

 
The other main point arising from the interviews and general discussions about the Live 
Active Referral Scheme was that there was a strong theme regarding the lack of feedback 
received, from either the Live Active Referral Scheme or the participant, both regarding 
attendance and more detailed progress updates

29
.  To some extent the communication 
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  Within the health behaviour change consultation the exercise counsellor and participant discuss and 
agree a personalised goal setting plan.  The goal setting plan is completed in triplicate and provides the 
participant with a detailed account of their agreed physical activity aims and objectives over a 6 month 
period.  On completion the plan is signed by both the exercise counsellor and participant, one copy is 
retained by the exercise counsellor, one by the participant and the third copy is forwarded to the 
referrer.  In addition the referrer would receive a covering letter detailing the participant’s date of 
consultation.  The Live Active Referral Scheme may explore how this information is dealt with in the 
practice to ensure it gets through to the appropriate health professional. 
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between the Live Active Referral Scheme and the health professional who is referring could 
be improved by extending the central administration role to include provision of patient 
attendance data allowing follow up of non-attenders.  
 

4.9 Contribution of Motivator enhancement 
 
The Live Active Referral Scheme Motivator enhancement is based on the peer 
support/buddying concept.  The role of the Motivator is intended to provide support and 
encouragement to individuals or small groups engaging in physical activity through the 
scheme.  The Motivators are based in a variety of settings, for example, gyms, classes and 
First Steps classes. 
 
Profile of participants 
 
Compared to participants who did not experience the Motivator enhancement, participants 
who experienced the Motivator enhancement were significantly more likely to be:  
 
 aged 45 or over (Table 75); 
 living in East Glasgow or West Glasgow CHCP

30
 (Table 76); (this geographical 

characteristic may be a consequence of the scheme having more motivators in 
these areas at the time of study.  The Motivator enhancement has since been rolled 
out more evenly across the system.); 

 reported in their referral form as having a physical or mental limitation which would 
make exercise programmes difficult (Table 77); 

 reported in their referral form as not having joint pains or conditions (Table 78); 
 retired, suffering from ill health or disability, or retired for medical reasons (Table 79); 

and 
 reporting taking regular physical activity (Table 80). 
 
This highlights the groups that the Motivator enhancement has so far failed to engage with 
and possible groups that it should be taking steps to engage with in future.  These are 
predominantly people under 45, people without physical or mental limitations which would 
make exercise programmes difficult, people with joint pains or conditions, and those who are 
in employment or students.  However, the timing of the Motivator classes and sessions may 
restrict the ability to attract those in employment or students (classes are run during the day 
due to the availability at leisure facilities). 
 
How the Motivator enhancement makes an impact 
 
The data shows ways in which the Motivator enhancement is viewed as making a positive 
impact on its participants. 
 
Live Active Referral Scheme completion 
The data show that participants who experienced the Motivator enhancement were less 
likely to drop out of the Live Active Referral Scheme than participants who did not 
experience the Motivator enhancement (Table 81).  As was the case with the First Steps 
programme, if the hypothesis that completion of the Live Active Referral Scheme is 
preferable to non or partial completion for a participant’s health and wellbeing, the Motivator 
enhancement makes a significant contribution in this respect. 
 
Impact on outcome measures 
There appeared no outcome measures for which participants who experienced the Motivator 
enhancement achieved significantly different performance from those participants who did 
not experience the Motivator enhancement.  The analysis looked at weight, BMI, systolic and 
diastolic blood pressures, HADS Anxiety and Depression, Physical Activity Recall and Health 
State Scale metrics.  
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 At the time of the research there were 5 CHCPs in Glasgow City.  This has now changed to a single 
CHP for Glasgow with 3 geographical sectors. 
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Long term behavioural changes and benefits  
Based on our discussions with 30 participants who experienced the Motivator enhancement, 
participants were positive about the Live Active Referral Scheme and the benefits gained 
from it.  All participants felt that the Live Active Referral Scheme had had an impact on their 
physical health (Table 82) and the majority said that the Live Active Referral Scheme had 
helped them to be independently physically active (Table 83).  When asked about their 
physical activity levels since completing the scheme, the majority had either increased or 
maintained their levels of physical activity (Table 84). 
 
The impact on mental health was also positive, with the majority stating that the Live Active 
Referral Scheme had an impact on their mental health (Table 85) and on how they felt about 
themselves (Table 86). 
 
The Motivator enhancement was well received by participants, with the benefits of the 
Motivator including having someone to talk to/ someone to ask, the fact that the Motivator 
was friendly/helpful/motivating and the benefit of seeing someone of a similar age or with 
similar health problems who had already been through the Live Active Referral Scheme. 
 
The above insights should be of value to the scheme providers for marketing and 
promotional purposes, should the intention be to increase the uptake of the Motivator 
enhancement. 
 
Views from the Motivators, Exercise Counsellors and Exercise Instructors 
 
The focus group discussions with the Motivators and exercise counsellors and the semi 
structured interviews with the exercise instructors and participants highlighted a number of 
benefits of the Motivator enhancement.  These are grouped in three main categories: 
benefits to participants; benefits to the Live Active Referral Scheme and the staff; and 
benefits to the Motivators themselves. 
 
The benefits gained by the participants as a result of the Motivator relate to:  
 
 the presence of a role model, someone of a similar age and/ or with similar health 

problems to whom they can relate;  
 the help/assistance and motivation provided; and  
 the encouragement the presence of the Motivator provides which in turn encourages 

continuation and completion of the Live Active Referral Scheme. 
 
The Live Active Referral Scheme and staff benefit from the Motivator enhancement as one of 
the main functions of the Motivator is to act as an assistant to the exercise counsellor and 
instructor by assisting with class set up, notice board up-keep and acting as a ‘spotter’

31
 

 
The final benefits, cited by those who participated in the focus groups and interviews, are 
those that the Motivators gain as a result of their participation.  These include the satisfaction 
of helping someone, encouragement to maintain their own physical activity levels and the 
opportunity to give something back. The Motivator group saw no disadvantages and felt that 
there was no need for any recommendations for future development. 
 
There were only three disadvantages to the Motivator enhancement suggested by the 
exercise counsellors and exercise instructors.  These were: 
 
 the limited number of Motivators; 
 the tendency by participants to favour a particular class due to the presence of the 

Motivator; and  
 the risk of the Motivator trying to take over or advise clients on areas outwith their 

remit. 
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  A ‘spotter’ participates in the exercise class/activity and keeps an eye out for other participants who 
may be experiencing difficulty, drawing this to the attention for the exercise instructor. 
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Recommendations for the future development of the Motivator enhancement suggested by 
the exercise counsellors included: 
 
 increasing the number of Motivators;  
 continuing to provide training; and  
 widening the demographics of the Motivators. 
 
The exercise instructors felt that recommendations for the future development would help 
ensure that exercise instructors were provided with a clear definition of the role of the 
Motivator and that the Motivator in turn had a clear idea of where their role starts and 
finishes. 
 
Motivator and First Steps enhancements 
 
Scheme data for those participants who were involved with both the First Steps and the 
Motivator enhancements were also analysed.  This comprised 46 participants who engaged 
with both First Steps and Motivator enhancements, who were compared with the 173 who 
experienced the Motivator enhancement only and the 84 who experienced the First Steps 
enhancement only.  The numbers involved were small, which lessens the ability for 
differences to be recognised as statistically significant.  However, those who engaged with 
both reported significantly higher weekly physical activity levels at 6 months consultation 
than those who experienced the First Steps enhancement only and significantly higher 
weekly physical activity levels at 12 months consultation than those who experienced the 
Motivator enhancement only (Table 87).  They also reported significantly lower HADS 
depression scores at the 6 month consultation than those who had only experienced one 
enhancement (Table 88). 
  

4.10 Wider impacts of the Live Active Referral Scheme 
 
Summary comments 
 
The unifying sentiment in the data from participants, exercise counsellors and exercise 
instructors is that people participating in the scheme enjoyed the process, and found it 
personally beneficial.  There were requests from participants for it to continue beyond 12 
months. 
 
Insight from participants, exercise counsellors and exercise instructors 
 
Insights from the focus groups with scheme participants and exercise counsellors showed 
that the scheme was well regarded by those associated with it. 
 

“It’s really first class.” 
 

“I think the whole programme is an excellent idea, it’s the way to keep yourself going 
for a little bit longer.” 

 
Particularly praised by participants was the support of staff associated with the scheme 
(including exercise counsellors, exercise instructors and health professionals), 
 

“Referred by the hospital, went like clockwork for me.  Got a phone call from the 
physio from the gym.” 

 
“The staff are very good at motivating you.” 

 
the socialisation aspect of the scheme with the chance to meet and stay connected to 
people… 
 

“I miss it if I don’t go, I really do.  I enjoy meeting the people.” 
 
 “You develop a bit of camaraderie with the people that are also there.” 
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and the value for money the package offers. 

 
“Referrals are good for people who can’t afford normal rates to go to the gym.  It 
adds up over the year.” 

 
Exercise Counsellors seemed similarly positive. 
 

“I think it’s very effective.  It started ten years ago and has just continued to grow 
through staff, referrals and clients we see on a day to day basis.” 

 
They felt that, as well as the design of the scheme, their working arrangements contributed 
to its success. 
 

“It’s down to the time we have to dedicate – we are quite flexible with our time." 
 
Exercise instructors also saw the scheme in a positive light. 
 

“Great – all kinds of exercise referral schemes are good.  It is a good way of getting 
the general public into classes.” 
 
“The class is good, it is a place where they can go and exercise with similar people 
and not be embarrassed.  Now they have started having a tea and coffee after the 
class which is good and helps with retention.” 

 
Insight from health professionals 
 
For the majority of health professionals interviewed the participant’s first appointment onto 
the scheme was booked either by the reception staff or (in most cases) the patient.  The 
main reasons given for referral to the Live Active Referral Scheme were: 
 
 patient request; 
 health issues; 
 weight;  
 mental wellbeing; and  
 more generally to promote a healthy active lifestyle. 
 
Two cohorts of health professionals were interviewed, those who rarely referred people to 
the scheme and regular referrers.  Those who rarely referred patients to the scheme seemed 
positive about it, even if there was a degree of qualification in their answers. 
 

“Generally it’s a very good idea and the patients seem to like it.” 
 

“Very useful for groups of patients with borderline depression and anxiety.” 
 

“Think it’s a very good idea, if they [the patients] go” 
 
The health professionals who referred regularly were enthusiastic about the scheme, but had 
some comments about particular issues.  One of these issues was a perceived lack of 
feedback to health professionals from the scheme. 
 

“Don’t get a lot of feedback from the people that run it.  Get some but not much.” 
 
Another issue was the referral process.  Half of ‘regular referrers’ were satisfied with the 
referral form, with a couple highlighting a concern regarding the length of the form and the 
need to ensure that the surgery has a supply of up to date forms.  Some health professionals 
felt it took twice as long to complete the form than the time allotted for a single appointment.  
Those ‘rare referrers’ who also made comment on the referral forms also reported concerns 
regarding the length of the form, however their greatest concern was in relation to the 
necessity for a patient’s signature on the form and the proportion of surgery time taken to 
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complete the form and obtain this.  Recommended improvements to the referral form 
included online completion (which some health professionals believed they undertook for 
other ‘external’ services, such as smoking cessation) and self-referral by patients. 
 
The following summarises the views of health professionals interviewed as part of the 
evaluation, and helps illuminate the wider aspects of the scheme. 
 
The majority of health professionals who were interviewed were unaware of the length of 
time it took for patients to begin exercise, to display any physical and/or mental 
improvements and those reported as ‘rare referrers’ felt that they were unable to comment 
on whether or not the Live Active Referral Scheme worked for the majority of their patients.  
The main reason cited for this was a lack of feedback both regarding the participants’ 
attendance on the Live Active Referral Scheme and their progress.  This is an area which 
could be addressed by the development of the central administration role. 
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5 Recommendations 

The Department of Health has recommended that commissioners, practitioners and policy 
makers continue to provide high quality exercise referral schemes for their local population 
where they address the medical management of conditions such as mild – moderate 
hypertension, type 2 diabetes, obesity, osteoarthritis and osteoporosis.  
 
This has been a substantial programme evaluation, extending to at least ‘level 4’ and in 
some aspects, ‘level 5’ of the 5-level evaluation hierarchy referred to in the literature review. 
 
The scale and scope of the Live Active Referral Scheme are both substantial and its 
operating model has evolved following previous evaluations and reflection.  Many of the 
suggestions and good practice mentioned in the literature review have been incorporated in 
the Live Active Referral Scheme, e.g. risk stratification tool, procedures for patient feedback 
in progress.  This also includes enhancements such as First Steps and the introduction of 
Motivators which are aimed at enhancing participation, a range of contact methods to 
encourage participation e.g. calls and letters, the duration of the scheme itself (which is 
substantially longer than the 12 week length of many schemes), and the personalised 
approach from the range of exercise options and one to one discussions with participants. 
 
As reported earlier, this evaluation saw only a third of participants who attended a baseline 
consultation attend the 6 month consultation and around one in five attend the 12 month 
consultation.  However, participants who experienced at least one of the enhancements 
(First Steps or Motivators) were far more likely to attend at 12 months (over a third attended 
the 12 months consultation).  Whilst based on small numbers these are dramatic 
improvements in adherence with the scheme. 
 
The Live Active Referral Scheme is better at attracting and retaining more female 
participants than male participants, which makes it distinctive according to the literature 
review.  However, in other respects, the Live Active Referral Scheme’s data are in 
accordance with those of other exercise referral schemes, for example the challenge of 
patient adherence and age and physical activity at baseline as positive indicators of 
adherence.  In addition the Live Active Referral Scheme was consistent with other schemes 
in that older participants and participants who were slightly active at baseline were more 
likely to adhere. 
 
There are also several issues arising from the literature as well as the evaluation of the 
scheme which are helpful in underpinning recommendations for the way forward.  The 
recommendations, based on a synthesis of information, are as follows. 
 
1. Develop the Live Active Referral Scheme objectives 
 

The fundamental question to be addressed is around the focus for the Live Active 
Referral Scheme.  The literature draws attention to distinctions between having a 
focus on generating scheme participants and having a focus on adherence and 
continued participation, with a concern that too many exercise referral schemes 
focus on throughput of participants rather than adherence/participation.  A scheme 
can focus on both, but only with the necessary resources to support this strategy.  
Should the focus be on generating participants, there would be a recommendation to 
increase the promotion of the scheme and strengthen referral routes.  Should the 
focus be on encouraging adherence, the recommendations would include actions 
around participant screening and participant relationship management (such as a 
flexible approach to contacting participants), and the further development of First 
Steps and Motivator. 
 
Once the focus of the scheme has been determined, the recommendation is for 
quantifiable objectives to be set which capture the desired performance of the 
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scheme in areas of strategic importance.  These objectives could relate to number of 
participants, proportion of participants adhering to the scheme, proportion of 
inappropriate referrals, proportion of participants from harder to engage categories 
or the proportion of participants from harder to engage categories adhering to the 
programme. 
 
The literature also recommended that national guidance be set for the main headline 
indicators for exercise referral schemes, and such factors could well underpin the 
objectives for the Live Active Referral Scheme.  The Live Active Referral Scheme, 
as one of the largest schemes in the UK, should ensure it is connected with the body 
of thought in the country (other exercise referral schemes and those setting policy 
for them) responsible for the development of insight into this form of health 
improvement. 

 
2. Reduce the duration of the scheme? 
 

The literature intimates the comprehensiveness of the Live Active Referral Scheme, 
both in scale and scope, and there is an argument for reducing the length of the 
scheme.  The research data show that the difference between those reaching the 6 
month and those reaching the 12 month points is only 13% of those who started the 
scheme (i.e. attended a baseline appointment).  The research data also suggest the 
greatest advances for participants come between the baseline and 6 month points

32
, 

and while the scheme contributes benefits for participants between 6 and 12 
months, these appear to be continuations of earlier impacts.  The decision could 
reasonably be made from a value for money perspective, to curtail the ‘official’ scope 
of the programme to 6 months or to focus more intense support during the first 6 
months of a longer programme.  Six months was also suggested by Dugdill, Graham 
and McNair (2005) as the time they felt sufficient for what they called larger scale 
changes in physiological parameters.  There were, however, some participants who 
requested the scheme continue beyond 12 months but it should be remembered that 
the scheme provides valued social interaction and cost savings to participants. 

 
3. Focus on adherence using a flexible approach 
 

If the scheme’s duration is reduced to 6 months, the support participants receive 
could be increased with the intention of increasing adherence.  The literature review 
drew attention to both the challenges that main exercise referral schemes face in 
terms of adherence, but it also showed how one to one support could be used to 
enhance adherence.  This one to one support could include greater communication 
from the scheme to the participants (by exercise counsellors and the central admin 
resource) via telephone.  This would necessitate greater use of the participants’ 
database to track participants’ use of the scheme and the greater use of the 
database to log participants’ involvement in the first place

33
.  The one to one support 

could also help make participants aware of a greater range of exercise options, in 
terms of type, timing and location of exercise opportunity. 
 
The importance of staff, with whom referred participants come into contact, being 
trained in motivational interviewing and counselling was emphasised in the literature. 
 
By taking a flexible approach, based on participant need, staff can give stronger 
support (in terms of exercise counsellor time and frequency of contact) to those less 
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 Significant differences in weight loss, BMI, perception of health (Health State Scale), position on 
Stage of Change scale, HADS Anxiety and HADS Depression were noted between 0 and 6 months.  
These were also evident between 6 and 12 months but there were no other health indicators 
(independently assessed or perception-based) around which there was significant change between 6 
and 12 months. 
33

 FMR Research has already reported to the scheme the need for further work around data quality on 
the participants’ database.  This includes improving the completion of information held on the database 
and the accuracy of same.  Failure to make progress in these areas will compromise the ability of the 
database to be a valuable aid to the relationship management of participants. 
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likely/able to self-manage their participation in the scheme and have a lighter touch 
for participants either less at risk or more likely to self-manage their involvement.  
The literature and the Live Active Referral Scheme’s own insight describe the typical 
profile of participant more likely to adhere to an exercise referral scheme and, by 
implication, those that don’t.

34
 

 
The National Quality Assurance Framework  (Department of Health, 2001) 
suggested the monitoring of and following up on non-attendance by exercise 
professionals can help participants’ adherence.   
 
Isaacs (2007) noted that tailored advice, written materials and signposting to locally 
available facilities were as effective at increasing exercise as a supervised exercise 
class.  Isaacs recommended that subsidised schemes focus on the patients at 
highest risk.  The Live Active Referral Scheme already offers a gradient of support 
depending on the risk and needs of the participant, e.g. more telephone contact, 
drop in sessions, supervised sessions etc., for those who require it. 
 
The literature also draws attention to the importance of self efficacy (that is a 
person’s belief they can accomplish something in a certain way) as an indicator of 
likelihood of being able to complete an exercise referral scheme and the findings of 
the Live Active Referral Scheme evaluation were in accordance with this.  But it was 
also recognised that the straightforward act of ‘doing’ on behalf of the less self-
efficacious (for example, the health professional booking the appointment on behalf 
of the participant) was unlikely to generate a positive result.  This suggests a joint 
approach, with a more customised and intense support to those in that category, 
may be needed. 
 

4. Recommendations – exercise counsellors 
 
Further to the above, additional training for exercise counsellors surrounding the 
database could be beneficial – including the provision of clearer guidelines for the 
completion of the database – to ensure that the database is completed fully.  It may 
be useful to increase the exercise counsellors’ role in some ‘harder to reach’ cases 
(as defined by those who dropped out of the scheme) to encourage attendance and 
therefore completion of the scheme.  More one-to-one sessions with this group may 
help.  This is endorsed in the National Quality Assurance Framework (Department of 
Health (2001) where it was emphasised that contact by exercise counsellors with 
those who had dropped out was important in avoiding this becoming permanent.  
Indeed this has already been taken forward and tested in the Live Active Referral 
Scheme to some extent.   
 
To further help insight from the programme, it would be useful to review the fields 
within the database where reasons for participants leaving the scheme are recorded 
by the exercise counsellors, in order to ensure that the database fields provide better 
and more consistent insight into the reasons for leaving. 
 

5. Recommendations – health professionals 
 
Health professionals have a major role in exercise referral scheme effectiveness, 
which is a point evident in both the literature and the evaluation of this scheme.  
 
There are four specific areas of attention commended to the Live Active Referral 
Scheme in relation to health professionals.   
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 The profile of those more likely to either fail to participate in the scheme beyond referral stage and 
not adhere to the full extent of the programme typically had the following characteristics - within 
younger age ranges; living within the 15% SIMD areas; considered obese/overweight at baseline; and 
those recording HADS scores for depression and anxiety above the normal range. 
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The first is to seek to simplify the referral process by reviewing the data required for 
referral and the data collection medium (with an encouragement to use the online 
method).  Developing a uniform referral form for all three categories of referral may 
help. 
 
The second is to follow the guidance reported in the literature review, which is to 
apply a risk stratification tool 

35
 to help health professionals make more appropriate 

referrals by determining the suitability of potential participants to the scheme, by 
assessing them against a number of factors, i.e. for the Live Active Referral Scheme 
specifically, this would be to reinforce their referral criteria and processes.  Although 
the level of inappropriate referral is relatively low, it might be worth investigating 
these further to reduce the number.  Clearer guidelines for those making the 
referrals may help.    
 
The third is to be more active in providing feedback from the scheme to health 
professionals in order to help maintain the engagement of health professionals with 
the scheme. 
 
The fourth is to investigate the lower male referral rates in order to assess the cause 
and potentially address any issues in order to achieve a better gender balance.   
 

6. Promoting the scheme enhancements 
 

The value of socialisation elements within exercise referral schemes was mentioned 
in the literature but beyond that, there seemed to be little comment around 
enhancements to the core exercise referral scheme model.  It should be recognised 
the Live Active Referral Scheme is a strongly resourced programme and may be at 
the forefront of practice in some respects and ahead of insights available through 
published literature.  The current form of the Live Active Referral Scheme (in the 
NHS Greater Glasgow and Clyde area) includes three enhancements to its core 
recipe. 
 
The evaluation demonstrated the effectiveness, in programme output terms

36
, of the 

First Steps and Motivator enhancements.  Assuming funders are satisfied that these 
outputs merit the investment in them, the scheme should look at continuing or 
broadening provision in these areas.  In terms of First Steps, a specific 
recommendation relates to the timing of the classes, to ensure they are accessible.  
For the Motivator enhancement, the specific recommendations are to increase the 
number and widen the demographic profile of Motivators and to continue to provide 
training and support to the Motivators.  Some of the scheme enhancements 
recommended in the National Quality Assurance Framework (Department of Health, 
2001) have already been taken forward and tested in the Live Active Referral 
Scheme.  For example, one role of the motivators (i.e. peer mentors) is to follow-up 
participants who failed to attend an exercise class.  This could be one of the 
contributing factors for the improved adherence rates seen amongst those who 
participated in this enhancement to the scheme. 
 
The Central Administration System enhancement appeared to make two 
contributions to the scheme.  The first was an apparent more robust screening out of 
inappropriate referrals, which has a positive bearing on programme efficiency.  The 
second was its demonstration of an approach which took administrative workload 
away from other service providers and coordinated/conducted it with no perceived 
detriment to service quality.  There are potential enhancements to this capability 
which include the extending of this facility’s ‘opening hours’ and its potential for 
further contributions to scheme administration.  This latter enhancement could 

                                                      
35

 The Loughborough University draft toolkit makes several references to the idea of a ‘risk stratification 
tool’ – see pages 50, 67, 78, 109 
36

 The key output measure here was propensity to complete the scheme. 
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include expanding the role to undertake more participant contact during the 
programme to help with the maintenance of engagement. 
 

7. Wider access to physical activities 
 
One issue to emerge from the research was limitations on the accessibility to 
exercise classes, in particular the time of day these were scheduled for.  Lack of 
availability outside of recognised working hours did, for example, reduce 
accessibility for working males.  Nevertheless, the general point about a wider range 
of exercise options helping to increase the appeal of the scheme to participants is 
noted.   
 
In addition, not all participants seem to realise they have a choice of the centre(s) at 
which they participate and the Live Active Referral Scheme needs to strengthen the 
communication of this. 
 

8. Publish the results 
 

The results of the evaluation should be published in a peer-reviewed journal.  The 
Live Active Referral Scheme is a large scheme and the evaluation is 
comprehensive, which means the analysis is able to make a valuable contribution to 
what is known about exercise referral schemes and their impact. 

 
9. Future evaluation work 
 

This is the third period evaluation of the Live Active Referral Scheme and the 
scheme has benefited from continued refinement and evolution.  The present 
evaluation would be classed as ‘up to level 4’ according to the taxonomy offered by 
the Loughborough University team and reported in the literature review

37
.  It is felt 

there are five evaluation options open to the scheme for the future.   
 
The first of these is a repeat of the ‘up to level 4’ approach.  The comprehensiveness 
of the scheme’s participation database makes this attractive, although this strategy 
is unlikely to substantially expand insight and learning over and above what already 
exists. 

 
The second is to pursue a ‘level 5’ evaluation, which is concerned with the changes 
in disease risk factors and longer term outcomes.  Such affects would follow 
sustained physical activity over the longer term with changes in such indicators 
taking at least 12 months.  The literature review drew attention to chronic diseases 
and conditions for which appropriate exercise was shown to be beneficial, and level 
5 evaluation could follow a condition-specific focus.   
 
The third option would be to explore the possibility of a randomised control trial 
evaluation in the exercise referral scheme context, the scale of the Live Active 
Referral Scheme affording perhaps more possibilities in this area than other 
schemes.  NICE (2005) reviewed evidence for exercise referral schemes.  They 
found exercise referral schemes can have a positive effect on physical activity in the 
short term (6 - 12 weeks) but evidence was ambiguous at 12+ weeks.  This is largely 
due to an absence of a randomised control trial (RCT) level evidence.  This 
evaluation is not a RCT.  There are limitations to the causal conclusions that can be 
drawn.  However, evidence does suggest that the Live Active Referral Scheme is 
effective in improving physical activity levels; psychological and physical outcomes 

                                                      
37

 Level 4 involves the evaluation of changes in physiological and psychological indicators.  
Physiological indicators could include blood pressure and body composition.  Psychological indicators 
could include changes in perceived health and well-being.  Other psychological outcomes such as 
anxiety and depression may be of particular interest to schemes which specifically target groups with 
mental health issues.  Level 3 is concerned with physical activity levels, level 2 with the measurement 
of change from the baseline stage and level 1 with process dimensions and participant satisfaction. 
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at 6 months.  These improvements are sustained at 12 months (and 6 months after 
completing the full 12 month scheme), but there are no additional improvements.  
More work would need to be conducted to understand the specific dose response 
relationship of the Live Active Referral Scheme.  For example, the critical change 
period could be less than 6 months (Live Active Referral Scheme only collects data 
at baseline, 6 and 12 months).  There is a case for collecting data at more frequent 
periods to unearth the critical change period more precisely.  Further, although there 
is a significant drop out between 6 and 12 months and there are no apparent 
additional benefits to the scheme at 12 months, those who do attend the 12 months 
may gain benefits during this period that enable them to continue to exercise 
independently in the longer term.  This is worthy of further study.  Interestingly, and 
in contrast to NICE, Dugdill, Graham and McNair (2005)) recommend extending 
schemes from 3 to 6 months to enable larger scale changes in physiological 
parameters.  A short project to scope out the feasibility of this approach is 
recommended.  Again this approach could be scheme-wide or condition specific. 
 
The fourth option, and one which is recommended by the authors, is to use the Live 
Active Referral Scheme’s data as a basis for exploring the value for money 
dimension and, in so doing, to make a useful addition to the limited insight that, 
according to the literature, seems to exist in this area.  This line of enquiry, and one 
promoted by Baker (2001), was outside the scope of this evaluation. 

 
The fifth option is to use a different evaluation approach, PAR (participatory action 
research), with a view to helping facilitate learning from and build improvements in 
two areas in which the Live Active Referral Scheme ought to be further developed.  
These are the referral process involving health professionals and the participant 
relationship management approach (focusing on improving adherence) with exercise 
counsellors and other scheme staff.  The attraction of the PAR approach in this 
context is the ability to instigate positive change at the practice level through the 
involvement of health professionals and exercise counsellors in the research 
process, thus aiding the creation of learning at the very places it might be most 
useful.  The literature review drew attention to the value of involving relevant 
stakeholders in scheme development (for example involving health professionals in 
shaping the referral process and in the scheme design) while this evaluation has 
highlighted the opportunity for the Live Active Referral Scheme to develop its referral 
mechanisms and participant relationship management.  Further evaluation work 
should include research to try and understand the reasons for geographical 
variances across the scheme in relation to scheme completion. 
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Appendix 2 Data tables 
 
 

Database analysis of unenhanced scheme 
 

Table 1 Referral source 

  
  

Referral type 

Total LR ETT PCR 

No. % No. % No. % No. % 

GP 864 55% 817 61% 41 46% 6 5% 

Physio 291 19% 170 13% 3 3% 118 89% 

Practice 
Nurse 

220 14% 194 14% 24 27% 2 2% 

Self 202 13% 186 14% 15 17% 1 1% 

Cardiologist 12 1% 1 0% 6 7% 5 4% 

Other 33 2% 31 2% 0 0% 2 2% 

Total 1569 100% 1347 100% 89 100% 133 100% 

 
Table 2 Gender of referral and baseline participants 

  

Referral 
participants 

Baseline 
participants 

No. % No. % 

Male 1267 40% 851 39% 

Female 1872 60% 1315 61% 

Total 3139 100% 2166 100% 

 
Table 3 Age groups of referral and baseline participants  

  

Referral 
participants 

Baseline 
participants 

No. % No. % 

16-24 148 5% 90 4% 

25-44 1061 35% 682 32% 

45-64 1299 43% 964 45% 

65+ 535 18% 429 20% 

Total 3043 100% 2165 100% 

 

Table 4 Referral type 

 No. % 

LR 2709 86% 

ETT 184 6% 

PCR 246 8% 

Total 3139 100% 

 

Table 5 Classified BMI at programme stages  

 

Baseline Month 6  Month 12 

No. % No. % No. % 

Below normal (<18.5) 16 1% 4 1% 2 1% 

Normal (18.5 - 24.9) 398 19% 138 22% 74 20% 

Above normal (25.0 - 
29.9) 

660 32% 218 35% 142 38% 

Obese (30+) 991 48% 271 43% 153 41% 

Total 2065 100% 631 100% 371 100% 
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Table 6 Ethnicity – Glasgow City only 

 

Programme Participants – 
Glasgow City only 

Glasgow City 
population – 
2001 census 

No. % % 

White 1252 95% 95% 

Indian 7 1% 1% 

Pakistani 33 2% 2% 

Other Asian 6 0% 1% 

Black African 9 1% 
1% 

Other 15 1% 

Total 1322 100% 100% 

 

Table 7 Ethnicity 

 No. % 

White 2052 96% 

Mixed background 0 0% 

Chinese 0 0% 

Indian 21 1% 

Pakistani 38 2% 

Bangladeshi 0 0% 

Other Asian 7 0% 

Black Caribbean 0 0% 

Black African 9 0% 

Other Black 0 0% 

Other 18 1% 

Total 2145 100% 

 
Table 8  Deprivation status of referral and baseline participants 

  

Referral 
participants 

Baseline 
participants 

No. % No. % 

Outwith 15% SIMD area 1682 56% 1257 60% 

Within 15% SIMD area 1325 44% 850 40% 

Total 3007 100% 2107 100% 

 

Table 9 Employment status at baseline  

  
  

Total 

No. % 

Full time employed 559 26% 

Part time employed 234 11% 

Unemployed looking for work 185 9% 

Not working due to ill health 335 16% 

Student 36 2% 

Retired (age) 559 26% 

Retired (medical) 68 3% 

Other non-working (looking after home, carer) 163 8% 

Total 2139 100% 
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Table 10 Reported use of medication at referral stage by referral type 

  
  

Referral type 

Total LR ETT PCR 

No. % No. % No. % No. % 

On medication 1854 59% 1429 53% 181 98% 244 99% 

Not on 
medication 1285 41% 1280 47% 3 2% 2 1% 

Total 3139 100% 2709 100% 184 100% 246 100% 

 

Table 11 Does participant have any physical or mental limitations which would make 
exercise programs difficult? (LR participants only) 

 

Referral 
participants 

Baseline 
participants 

No. % No. % 

Yes 1200 46% 858 47% 

No 1436 54% 953 53% 

Total 2636 100% 1811 100% 

 
Table 12 Age of participants at programme stages 

  

Referral 
participants 

Baseline 
participants 

Completers 

No. % No. % No. % 

16-24 148 5% 90 4% 6 1% 

25-44 1061 35% 682 32% 87 22% 

45-64 1299 43% 964 45% 178 44% 

65+ 535 18% 429 20% 133 33% 

45+ 1834 61% 1393 64% 311 77% 

Total 3043 100% 2165 100% 404 100% 

 
Table 13 Baseline participants and completers as percentage of referrals by 15% SIMD 

areas 

  
  

Outside 15% SIMD Within 15% SIMD 

No. % No. % 

Baseline participants 1257 75% 850 64% 

Completers 279 17% 118 9% 

Referrals 1682 100% 1325 100% 

 
Table 14 Stage of programme reached by employment status 

  

Full time 
employed 

Part time 
employed 

Unemployed 
looking for work 

Not 
working 
due to ill 
health Student 

Retired 
(age) 

Retired 
(medical) 

Other 
non-

working 
(looking 

after 
home, 
carer) Missing 

No. % No. % No. % No. % No. % No. % No. % No. % No. % 

Baseline 367 66% 156 67% 139 75% 235 70% 22 61% 283 51% 49 72% 110 67% 19 70% 

Month 6 112 20% 41 18% 24 13% 46 14% 11 31% 104 19% 11 16% 29 18% 4 15% 

Month 12 80 14% 37 16% 22 12% 54 16% 3 8% 172 31% 8 12% 24 15% 4 15% 

Total 559 100% 234 100% 185 100% 335 100% 36 100% 559 100% 68 100% 163 100% 27 100% 
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Table 15 Stage of programme reached by referral type 

 

Referral type 

Total LR ETT PCR 

No. % No. % No. % No. % 

Referral only 973 31% 853 31% 50 27% 70 28% 

Baseline 1380 44% 1213 45% 80 43% 87 35% 

Month 6 382 12% 331 12% 24 13% 27 11% 

Month 12 404 13% 312 12% 30 16% 62 25% 

Total 3139 100% 2709 100% 184 100% 246 100% 

 
Table 16 Self-reported taking of medication at various stages of the programme 

  

Yes No 

No. % No. % 

Baseline - Are you 
currently taking any 
kind of medication? 

1707 79% 459 21% 

Month 6 Are you 
currently taking any 
kind of medication? 

538 78% 149 22% 

Month 12 Are you 
currently taking any 
kind of medication? 

340 84% 64 16% 

 

Table 17 Mean weight at baseline by stage of programme reached 

Stage of programme 
reached Mean N Std. Deviation 

Baseline 85.080 1309 21.1932 

Month 6 82.820 371 19.8958 

Month 12 81.110 394 18.0826 

 
Table 18 BMI at baseline stage by stage of programme reached 

 

Stage of programme reached 

Baseline Month 6 Month 12 

No. % No. % No. % 

Underweight (<18.5) 10 1% 3 1% 3 1% 

Normal (18.5 - 24.9) 234 18% 84 23% 80 20% 

Overweight (25.0 - 
29.9) 

402 31% 113 31% 145 37% 

Obese (30+) 655 50% 170 46% 166 42% 

Total 1301 100% 370 100% 394 100% 

 
Table 19 Smoking at referral (LR participants only) 

 

Smoker Non-smoker 

No. % No. % 

Referral only 282 44% 527 27% 

Baseline 266 41% 898 46% 

Month 6 47 7% 273 14% 

Month 12 48 7% 257 13% 

Total 643 100% 1955 100% 
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Table 20 Grouped HADS Anxiety and HADS Depression scores at baseline by stage of 
programme reached 

 

Stage of programme reached 

Baseline Month 6 Month 12 

No. % No. % No. % 

HADS A 
baseline 

Normal/mild 822 75% 247 78% 296 86% 

Moderate/ 
severe 

270 25% 69 22% 48 14% 

Total 1092 100% 316 100% 344 100% 

HADS D 
baseline 

Normal/mild 966 88% 289 91% 319 93% 

Moderate/ 
severe 

126 12% 27 9% 25 7% 

Total 1092 100% 316 100% 344 100% 

 
Table 21 Pearson Chi-Square Tests 

  
Stage of programme 

reached 

HADS A baseline  Chi-
square 

17.651 

df 2 

Sig. .000(*) 

HADS D baseline Chi-
square 

6.330 

df 2 

Sig. .042(*) 

Results are based on nonempty rows and columns in each innermost subtable. 
*  The Chi-square statistic is significant at the 0.05 level. 

 
Table 22 Mean HADS Anxiety and HADS Depression scores by stage of programme 

reached 

Stage of programme 
reached   

Baseline HADS 
A 

Baseline HADS 
D 

Baseline Mean 7.18 5.16 

N 1092 1092 

Std. Deviation 4.547 3.920 

Month 6 Mean 6.60 4.63 

N 316 316 

Std. Deviation 4.627 3.915 

Month 12 Mean 6.01 4.17 

N 344 344 

Std. Deviation 4.459 3.569 

 
Table 23 ANOVA Table 

    
Sum of 
Squares df Mean Square F Sig. 

Baseline HADS A * Stage 
of programme reached 

Between 
Groups 

(Combined) 
383.379 2 191.689 9.281 .000 

Within Groups 36122.141 1749 20.653     

Total 36505.520 1751       

Baseline HADS D * Stage 
of programme reached 

Between 
Groups 

(Combined) 
281.319 2 140.659 9.475 .000 

Within Groups 25963.297 1749 14.845     

Total 26244.616 1751       
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Table 24 Mean Baseline Health State Scale by stage of programme reached 

Stage of programme 
reached Mean N Std. Deviation 

Baseline 49.73 1380 23.514 

Month 6 51.64 382 23.729 

Month 12 57.33 404 22.752 

 
Table 25 ANOVA Table 

    
Sum of 
Squares df Mean Square F Sig. 

Baseline Health State 
Scale * Stage of 
programme reached 

Between 
Groups 

(Combined) 
18047.393 2 9023.697 16.462 .000 

Within Groups 1185619.475 2163 548.137     

Total 1203666.868 2165       

 
Table 26 Stage of programme reached by baseline Stage of Change  

 

Baseline Stage of Change 

I am not 
regularly 
physically 

active and do 
not intend to be 

I am not 
regularly 
physically 

active but I am 
thinking about 

I do some 
regular physical 
activity but not 
enough to meet 

the 
requirements 

I am regularly 
physically active 

but only 
became so in 

the last six 
months 

I am regularly 
physically 

active and have 
been so for 

longer 

No. % No. % No. % No. % No. % 

Stage of 
programme 
reached 

Baseline 78 75% 640 65% 528 63% 75 52% 49 60% 

Month 6 14 13% 185 19% 143 17% 22 15% 17 21% 

Month 
12 

12 12% 165 17% 163 20% 47 33% 16 20% 

Total 104 100% 990 100% 834 100% 144 100% 82 100% 

 
Table 27 Pearson Chi-Square Tests 

Pearson Chi-Square Tests 

 Baseline Stage of Change 

Stage of programme reached Chi-square 28.489 

df 8 

Sig. .000
*
 

Results are based on nonempty rows and columns in each innermost subtable. 
*. The Chi-square statistic is significant at the 0.05 level. 
 

 
Table 28 Stage of programme reached by ‘does patient have physical or mental limitations 

which would make exercise programme difficult?’ 

 

Does patient have any physical or mental limitations which would make 
exercise programs difficult? 

Yes No 

No. % No. % 

Stage of 
programme 
reached 

Baseline 535 62% 650 68% 

Month 6 160 19% 162 17% 

Month 12 163 19% 141 15% 

Total 858 100% 953 100% 
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Table 29 Pearson Chi-Square Tests 

Pearson Chi-Square Tests 

 
Does patient have any physical or 

mental limitations which would make 
exercise programs difficult? 

Stage of programme 
reached 

Chi-square 7.803 

df 2 

Sig. .020
*
 

Results are based on nonempty rows and columns in each innermost 
subtable. 
*. The Chi-square statistic is significant at the 0.05 level. 
 

 
Table 30 Numbers attending each stage of the scheme 

 No. 
As % of 
referrals 

As % of 
baseline 

participants 

Referrals 3139 100%  

Baseline 2166 69% 100% 

6 months 687 22% 32% 

12 months 404 13% 19% 

 
Table 31 Comparison of non completers vs completers for age, deprivation and baseline 

BMI 

 

Age Deprivation Baseline BMI 

Under 45 45+ 
Outwith 15% 
SIMD area 

Within 15% 
SIMD area Not obese Obese (30+) 

No. % No. % No. % No. % No. % No. % 

Non 
completers 

679 88% 1082 78% 978 78% 732 86% 847 79% 824 83% 

Completers 93 12% 311 22% 279 22% 118 14% 227 21% 167 17% 

Total 772 100% 1393 100% 1257 100% 850 100% 1074 100% 991 100% 

 
Table 32 Comparison of non completers vs completers for HADS A, HADS D and referral 

type 

 

HADS A baseline  HADS D baseline Referral type 

Normal/mild Moderate/severe Normal/mild Moderate/severe LR ETT/PCR 

No. % No. % No. % No. % No. % No. % 

Non 
completers 

1069 78% 339 88% 1255 80% 153 86% 1544 83% 218 70% 

Completers 296 22% 48 12% 319 20% 25 14% 312 17% 92 30% 

Total 1365 100% 387 100% 1574 100% 178 100% 1856 100% 310 100% 

 
Table 33 Pearson Chi-Square Tests of non completers vs completers for profile 

characteristics 

Pearson Chi-Square Tests 

 Age Deprivation 
Baseline 

BMI 
HADS A baseline 

(2 groups) HADS D baseline Referral type 

Chi-
square 

34.579 22.918 6.127 16.462 3.923 28.985 

df 1 1 1 1 1 1 

Sig. .000
*
 .000

*
 .013

*
 .000

*
 .048

*
 .000

*
 

Results are based on nonempty rows and columns in each innermost subtable. 
*. The Chi-square statistic is significant at the 0.05 level. 
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Table 34 Numbers dropping out of the scheme 

 

All participants 
Excluding inappropriate 

referrals/positive and 
medical drop outs 

Inappropriate 
referrals/positive and 

medical drop outs 

No. % No. % No. % 

Between baseline and 
6 months 

1380 64% 1188 55% 192 9% 

Between baseline and 
12 months 

1762 81% 1539 71% 223 10% 

 
Table 35 Paired sample mean weight (kilograms) 

  Mean N Std. Deviation Std. Error Mean 

Pair 1 BL weight 81.106 617 18.4239 .7417 

  M6 weight 80.565 617 18.0557 .7269 

Pair 2 BL weight 81.337 363 18.2502 .9579 

  M12 weight 80.752 363 17.9471 .9420 

 
Table 36 Paired sample BMI  

  Mean N Std. Deviation Std. Error Mean 

Pair 1 Baseline BMI 30.0350 617 6.23080 .25084 

  Month 6 BMI 29.8317 617 6.10534 .24579 

Pair 2 Baseline BMI 30.0514 363 6.38712 .33524 

  Month 12 BMI 29.8367 363 6.29569 .33044 

 
Table 37 Paired comparison of HADS Anxiety scores 

Paired Samples Statistics 

 Mean N Std. Deviation Std. Error Mean 

Pair 1 Baseline HADS A 6.11 481 4.492 .205 

M6 HADS A 4.71 481 4.060 .185 

Pair 2 Baseline HADS A 5.92 330 4.461 .246 

M12 HADS A 3.50 330 3.898 .215 

 
 

Table 38 Paired Samples Test of change in HADS Anxiety scores 

 

Paired Differences 

t df 
Sig. (2-
tailed) Mean 

Std. 
Deviation 

Std. Error 
Mean 

95% Confidence Interval of 
the Difference 

Lower Upper 

Pair 
1 

Baseline HADS A - M6 
HADS A 

1.397 3.302 .151 1.101 1.693 9.280 480 .000 

Pair 
2 

Baseline HADS A - M12 
HADS A 

2.424 3.589 .198 2.036 2.813 12.269 329 .000 

 
 
Table 39 Paired comparison of HADS Depression scores 

Paired Samples Statistics 

 Mean N Std. Deviation Std. Error Mean 

Pair 1 Baseline HADS D 4.34 572 3.725 .156 

M6 HADS D 2.23 572 2.871 .120 

Pair 2 Baseline HADS D 4.18 330 3.558 .196 

M12 HADS D 2.18 330 2.808 .155 
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Table 40 Paired Samples Test for change in HADS Depression Scores 

 

Paired Differences 

t df 
Sig. (2-
tailed) Mean 

Std. 
Deviation 

Std. Error 
Mean 

95% Confidence Interval of 
the Difference 

Lower Upper 

Pair 
1 

Baseline HADS D - M6 
HADS D 

2.115 3.274 .137 1.847 2.384 15.453 571 .000 

Pair 
2 

Baseline HADS D - M12 
HADS D 

1.991 3.257 .179 1.638 2.344 11.103 329 .000 

 
Table 41 Stage of Change comparison between baseline and 6 month consultation 

 Baseline Stage of Change 

  Total 

Prec'n, 
Cont'n, 
Prep'n Action Maintenance 

  No. % No. % No. % No. % 

M6 Stage 
of Change 

Prec'n, Cont'n, Prep'n 
261 38% 252 42% 5 8% 4 14% 

  Action 355 52% 314 53% 33 56% 8 28% 

  Maintenance 67 10% 29 5% 21 36% 17 59% 

  Total 683 100% 595 100% 59 100% 29 100% 

 
Table 42 Stage of Change comparison between baseline and 12 month consultation 

 Baseline Stage of Change 

  Total 

Prec'n, 
Cont'n, 
Prep'n Action Maintenance 

  No. % No. % No. % No. % 

M12 Stage 
of Change 

Prec'n, Cont'n, Prep'n 
106 27% 98 29% 7 15% 1 6% 

  Action 46 12% 43 13% 2 4% 1 6% 

  Maintenance 243 62% 192 58% 37 80% 14 88% 

  Total 395 100% 333 100% 46 100% 16 100% 

 

Table 43 Difference in mean Physical Activity Recall – 7 day recall  

  

Mean increase (in 
minutes) - all 
participants 

Pair 
1 

Baseline and month 6 177 
 

(n = 687) 

Pair 
2 

Baseline and month 12 255 
 

(n = 395) 

 
Table 44 Paired Health State scale scores 

  Mean N Std. Deviation 
Std. Error 

Mean 

Pair 
1 

Baseline Health State 
Scale 54.14 687 23.152 .883 

  M6 Health State Scale 61.04 687 24.571 .937 

Pair 
2 

Baseline Health State 
Scale 57.33 404 22.752 1.132 

  M12 Health State Scale 65.45 404 23.307 1.160 
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Telephone survey with completers of unenhanced scheme 
 
Table 45 No. of days per week achieved 30 minutes accumulated exercise 

 

Total 

No. % 

1 1 3% 

3 2 6% 

4 4 13% 

5 4 13% 

6 7 22% 

7 14 44% 

Total 32 100% 

 
Table 46 Which of the following categories best describes how physically active you have 

been over the last six months? 

Stage of Change No. % 

I am not regularly physically active and do not intend to be 0 0% 

I am not regularly physically active but am thinking about starting to be in the next 6 
months 

2 6% 

I do some physical activity but not enough to meet the description of regular physical 
activity 

6 19% 

I am regularly physically active but only began in the last 6 months 0 0% 

I am regularly physically active and have been so for longer than 6 months 24 75% 

Total 32 100% 

 
Table 47 Perceptions on whether the scheme had an impact on various aspects 

  

Impact on physical 
health Impact on mental health 

Impact on your 
confidence to be 

independently 
physically active 

Impact on your 
relationships with 

others 

No. % No. % No. % No. % 

Yes 29 91% 21 66% 29 91% 16 50% 

No 3 9% 11 34% 3 9% 16 50% 

Total 32 100% 32 100% 32 100% 32 100% 
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Telephone survey with non-adherers 
 
Table 48  Do you feel there have been any benefits from participating in the scheme? (those 

who had attended at least baseline appointment) 

 

Stage of programme reached from participant 

Total 
6 months non 

attender 
12 months non 

attender 

No. % No. % No. % 

Yes 24 83% 7 70% 17 89% 

No 5 17% 3 30% 2 11% 

Don't know 0 0% 0 0% 0 0% 

Total 29 100% 10 100% 19 100% 

 
Table 49 Who booked your first appointment on the Live Active Referral Scheme? 

 

Stage of programme reached from participant 

Total 
Baseline non 

attender 
6 months non 

attender 
12 months non 

attender 

No. % No. % No. % No. % 

You 16 44% 1 13% 5 50% 10 56% 

Your GP 9 25% 4 50% 2 20% 3 17% 

Cardiology/cardiac rehab 3 8% 1 13% 0 0% 2 11% 

Your physiotherapist 4 11% 0 0% 2 20% 2 11% 

Practice nurse 2 6% 1 13% 0 0% 1 6% 

Doctor's receptionist 0 0% 0 0% 0 0% 0 0% 

Can’t remember 2 6% 1 13% 1 10% 0 0% 

Total 36 100% 8 100% 10 100% 18 100% 

 
Table 50 Mean HADS Anxiety and Depression scores 

 

Stage of programme reached from participant 

Total Baseline non attender 6 months non attender 12 months non attender 

Mean Mean Mean Mean 

Anxiety 6,81 12,25 6,50 4,68 

Depression 6,38 10,88 5,70 4,84 

 
Table 51 In the past week, how many minutes do you spend each day…? 

 

Stage of programme reached from participant 

Total 
Baseline non 

attender 
6 months non 

attender 
12 months non 

attender 

Mean Mean Mean Mean 

Minutes of exercise in last 
week 

578,22 251,13 738,50 631,58 

 
Table 52 On a scale of 0 to 100 how do you feel about your physical health today?  

 

Stage of programme reached from participant 

Total 
Baseline non 

attender 
6 months non 

attender 
12 months non 

attender 

Mean Mean Mean Mean 

On a scale of 0 to 100 how do 
you feel about your physical 
health today? 

54,00 29,75 61,60 60,56 
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Table 53 Do you feel the involvement you had with the scheme had an impact on your 

physical health? 

 

Stage of programme reached from participant 

Total 
6 months non 

attender 
12 months non 

attender 

No. % No. % No. % 

Yes 23 79% 8 80% 15 79% 

No 6 21% 2 20% 4 21% 

Don't know 0 0% 0 0% 0 0% 

Total 29 100% 10 100% 19 100% 

 

Table 54 On a scale of 0 to 100 how you feel about your mental health today?  

 

Stage of programme reached from participant 

Total 
Baseline non 

attender 
6 months non 

attender 
12 months non 

attender 

Mean Mean Mean Mean 

On a scale of 0 to 100 how do 
you feel about your mental health 
today? 

71,14 37,13 82,90 80,24 

 
Table 55 Do you feel the involvement you had with the scheme had an impact on your 

mental health? 

 

Stage of programme reached from participant 

Total 
6 months non 

attender 
12 months non 

attender 

No. % No. % No. % 

Yes 20 69% 7 70% 13 68% 

No 8 28% 3 30% 5 26% 

Don't know 1 3% 0 0% 1 5% 

Total 29 100% 10 100% 19 100% 

 

Table 56 On a scale of 0 to 100 how confident do you feel that you could be/are 
independently physically active? 

 

Stage of programme reached from participant 

Total 
Baseline non 

attender 
6 months non 

attender 
12 months non 

attender 

Mean Mean Mean Mean 

On a scale of 0 to 100 how 
confident do you feel that you 
could be independently 
physically active? 

63,89 51,43 47,00 77,37 
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Table 57 Which of the following categories best describes how physically active you have 

been over the last six months? 

 

Stage of programme reached from participant 

Total 
Baseline non 

attender 
6 months non 

attender 
12 months non 

attender 

No. % No. % No. % No. % 

I am not regularly physically 
active and do not intend to be 

4 11% 2 25% 1 10% 1 5% 

I am not regularly physically 
active but am thinking about 
starting 

13 35% 2 25% 5 50% 6 32% 

I do some physical activity but 
not enough to meet the 
description 

7 19% 3 38% 1 10% 3 16% 

I am regularly physically active 
but only began in the last 6 
months 

4 11% 1 13% 1 10% 2 11% 

I am regularly physically active 
and have been so for longer 

9 24% 0 0% 2 20% 7 37% 

Total 37 100% 8 100% 10 100% 19 100% 

 
Table 58 What were your barriers to attending? 

 

Stage of programme reached from participant 

Total 
Baseline non 

attender 
6 months non 

attender 
12 months non 

attender 

No. % No. % No. % No. % 

Ill health/illness 21 57% 5 63% 6 60% 10 53% 

Work commitments 4 11% 0 0% 2 20% 2 11% 

Not enough time 4 11% 1 13% 0 0% 3 16% 

Family commitments 3 8% 2 25% 1 10% 0 0% 

Lacking confidence 3 8% 2 25% 1 10% 0 0% 

Ill health/death of family 
member 

3 8% 0 0% 2 20% 1 5% 

No reminder letter 2 5% 0 0% 0 0% 2 11% 

Difficulty getting appointment 2 5% 0 0% 0 0% 2 11% 

No one to go with 1 3% 1 13% 0 0% 0 0% 

Other 6 16% 1 13% 2 20% 3 16% 

Total 37 100% 8 100% 10 100% 19 100% 
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Database analysis of impact of Central Administration System 
 
Table 59 Stage of programme reached 

 

Central Admin analysis 

Before After 

No. % No. % 

Stage of programme reached 
from data  

Referral only 578 27% 960 32% 

Baseline 1150 53% 1404 47% 

Month 6 247 11% 372 13% 

Month 12 182 8% 237 8% 

Total 2157 100% 2973 100% 

Attended at least one 
consultation 

No 578 27% 960 32% 

Yes 1579 73% 2013 68% 

Total 2157 100% 2973 100% 

 
Pearson Chi-Square Tests 

 
Central Admin 

analysis 

Stage of programme reached 
from data  

Chi-square 23.397 

df 3 

Sig. .000
*
 

Attended at least one 
consultation 

Chi-square 17.975 

df 1 

Sig. .000
*
 

Results are based on nonempty rows and columns in each innermost 
subtable. 

*. The Chi-square statistic is significant at the 0.05 level. 

 
Table 60 Examination of dropouts between referral and baseline  

 

Central Admin analysis 

Before After 

No. % No. % 

Referral only dropouts No baseline appointment 
made 

411 71% 615 64% 

Baseline appt made 65 11% 110 11% 

Positive or medical drop 
out/inappropriate referrals 

102 18% 235 24% 

Total 578 100% 960 100% 

 
Pearson Chi-Square Tests 

 
Central Admin 

analysis 

Referral only dropouts Chi-square 10.384 

df 2 

Sig. .006
*
 

Results are based on nonempty rows and columns in each 
innermost subtable. 

*. The Chi-square statistic is significant at the 0.05 level. 
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Table 61 Examination of dropouts between referral and baseline (positive or medical drop 

out/inappropriate referrals excluded 

 

Central Admin analysis 

Before After 

No. % No. % 

Referral only dropouts No baseline appointment 
made 

411 86% 615 85% 

Baseline appt made 65 14% 110 15% 

Total 476 100% 725 100% 

 
Pearson Chi-Square Tests 

 
Central Admin 

analysis 

Referral only dropouts Chi-square .531 

df 1 

Sig. .466 

Results are based on nonempty rows and columns in each 
innermost subtable. 
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Database analysis of First Steps enhancement 
 
Table 62 Gender 

 Total First steps attender 

  No. % Yes No 

  No. % No. % No. % 

Gender Male 1280 40% 6 8% 1274 41% 

  Femal
e 

1900 60% 66 92% 1834 59% 

  Total 3180 100% 72 100% 3108 100% 

 
Pearson Chi-Square Tests 

    First steps attender 

Gender Chi-square . 31.207 

  df . 1 

  Sig. . .000(*) 

Results are based on nonempty rows and columns in each innermost subtable. 
*  The Chi-square statistic is significant at the 0.05 level. 

 
Table 63 Age 

  
  

Total First steps attender 

No. % 

Yes No 

No. % No. % 

under 
44 

1343 44% 11 15% 1332 44% 

45+ 1744 56% 61 85% 1683 56% 

Total 3087 100% 72 100% 3015 100% 

 
Pearson Chi-Square Tests 

    First steps attender 

Chi-square . 23.898 

df . 1 

Sig. . .000(*) 

Results are based on nonempty rows and columns in each innermost subtable. 
*  The Chi-square statistic is significant at the 0.05 level. 

 
Table 64 Does patient have joint pains or conditions? 

 Total First steps attender 

  No. % Yes No 

  No. % No. % No. % 

Yes 867 32% 33 49% 834 31% 

No 1868 68% 34 51% 1834 69% 

Total 2735 100% 67 100% 2668 100% 

 
Pearson Chi-Square Tests 

    First steps attender 

Chi-square . 9.775 

df . 1 

Sig. . .002(*) 

Results are based on nonempty rows and columns in each innermost subtable. 
*  The Chi-square statistic is significant at the 0.05 level. 
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Table 65 Employment 

 Total First Steps attender 

  No. % Yes No 

  No. % No. % No. % 

Employed/student 879 40% 7 10% 872 41% 

Sick/disabled/retired 
medical 505 23% 22 31% 483 23% 

Retired age 410 19% 29 41% 381 18% 

Other non-working 385 18% 13 18% 372 18% 

Total 2179 100% 71 100% 2108 100% 

 

Employment - Pearson Chi-Square Tests 

  First Steps attender 

Chi-square 37.780 

df 3 

Sig. .000(*) 

Results are based on nonempty rows and columns in each innermost subtable. 
*  The Chi-square statistic is significant at the 0.05 level. 

 
Table 66 Physical Activity Recall 

First Steps attender   
This week you have been 

active for...BASELINE 

Yes Mean 325.49 

  N 71 

  Std. Deviation 235.579 

No Mean 470.46 

  N 2121 

  Std. Deviation 505.851 

Total Mean 465.77 

  N 2192 

  Std. Deviation 500.025 

 
Physical Activity Recall - ANOVA Test 

   Sum of Squares df Mean Square F Sig. 

This week you have been 
active for...BASELINE * First 
Steps attender 

Between Groups (Combined) 
1443854.424 1 1443854.424 5.787 .016 

  Within Groups 546361317.309 2190 249480.054     

  Total 547805171.733 2191       
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Table 67 Stage of programme reached 

 Total First Steps attender 

  No. % Yes No 

  No. % No. % No. % 

Baseline 1495 68% 39 55% 1456 67% 

Month 6 338 15% 12 17% 326 15% 

Month 12 301 14% 20 28% 281 13% 

Month 12 (no M6) 59 3% 0 0% 59 3% 

Total 2193 100% 71 100% 2122 100% 

 
Pearson Chi-Square test 

  First Steps attender 

Chi-square 51.659 

df 4 

Sig. .000(*) 

Results are based on nonempty rows and columns in each innermost subtable. 
*  The Chi-square statistic is significant at the 0.05 level. 

 
 

Telephone survey of First Steps participants 
 
Table 68 Do you feel the scheme has impacted on your physical health? 

  

Total 

No. % 

Yes 29 97% 

No 1 3% 

Total 30 100% 

 
Table 69 Do you feel the scheme has had an impact on your confidence to be 

independently physically active? 

  

Total 

No. % 

Yes 26 87% 

No 4 13% 

Total 30 100% 

 
Table 70 Stage of Change 

  

Total 

No. % 

I am not regularly physically active and do not intend to be 1 3% 

I am not regularly physically active but am thinking about starting it in the next 6 
months 

1 3% 

I do some physical activity but not enough to meet the description of regular 
physical activity 

10 33% 

I am regularly physically active but only began in the last 6 months 1 3% 

I am regularly physically active and have been so for longer than 6 months 17 57% 

Total 30 100% 
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Table 71 Since you completed the scheme six months ago would you say your physical 

activity levels have: 

  

Total 

No. % 

Stayed the same 10 36% 

Decreased 9 32% 

Increased 9 32% 

Total 28 100% 

 
Table 72 Do you feel the scheme has had an impact on your mental health? 

  

Total 

No. % 

Yes 25 83% 

No 5 17% 

Total 30 100% 

 
Table 73 Do you feel the scheme has had an impact on how you feel about yourself? 

  

Total 

No. % 

Yes 27 90% 

No 3 10% 

Total 30 100% 

 
Table 74 What were the benefits (if any) of the First Steps programme? 

  

Total 

No. % 

Introduction to types of exercise/ sample all exercise types/ find 
exercise to suit 

17 57% 

Fun/ Enjoyable/ Sociable 12 40% 

No pressure/ at a pace that suited you/ Tailored to individual need 
and ability 

8 27% 

Leaders and counsellors took time with you/ were supportive 8 27% 

Improved confidence and well being 5 17% 

Removed concerns/ taught that exercise for all not just fit 4 13% 

No comment 1 3% 

Total 30 100% 

 



 

FMR RESEARCH LTD PAGE  70 

Database analysis of impact of Motivator enhancement  
 
Table 75 Age (grouped) 

 

Motivator participant 

Total Yes No 

No. % No. % No. % 

16-44 1326 40% 34 23% 1292 41% 

45+ 2009 60% 115 77% 1894 59% 

Total 3335 100% 149 100% 3186 100% 

 

Pearson Chi-Square Test 

 
Motivator 
participant 

Chi-square 18.690 

df 1 

Sig. .000
*
 

 
Table 76 CHCP 

 

Motivator participant 

Total Yes No 

No. % No. % No. % 

East Glasgow 437 9% 30 20% 407 9% 

East Dunbartonshire 636 13% 2 1% 634 14% 

East Renfrewshire 513 11% 27 18% 486 10% 

North Glasgow 546 11% 19 13% 527 11% 

Other areas 69 1% 3 2% 66 1% 

South East Glasgow 547 11% 13 9% 534 11% 

South Lanarkshire 376 8% 2 1% 374 8% 

South West Glasgow 721 15% 11 7% 710 15% 

West Glasgow 666 14% 36 24% 630 14% 

West Dunbartonshire 286 6% 6 4% 280 6% 

Total 4797 100% 149 100% 4648 100% 

 

Pearson Chi-Square Test 

 
Motivator 
participant 

Chi-square 73.417 

df 9 

Sig. .000
*
 

Results are based on nonempty 
rows and columns in each 
innermost subtable. 

*. The Chi-square statistic is 
significant at the 0.05 level. 
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Table 77 Does patient have physical or mental limitations? 

 

Motivator participant 

Total Yes No 

No. % No. % No. % 

Does patient have any 
physical or mental 
limitations which would 
make exercise programs 
difficult? 

Yes 2580 60% 87 78% 2493 60% 

No 1688 40% 25 22% 1663 40% 

Total 4268 100% 112 100% 4156 100% 

 

Pearson Chi-Square Test 

 
Motivator 
participant 

Does patient have any physical 
or mental limitations which would 
make exercise programs 
difficult? 

Chi-square 14.280 

df 1 

Sig. .000
*
 

Results are based on nonempty rows and columns in each innermost 
subtable. 

a. More than 20% of cells in this subtable have expected cell counts less 
than 5. Chi-square results may be invalid. 

b. The minimum expected cell count in this subtable is less than one. Chi-
square results may be invalid. 

*. The Chi-square statistic is significant at the 0.05 level. 

 
Table 78 Does patient have joint pains or conditions? 

 

Motivator participant 

Total Yes No 

No. % No. % No. % 

Does patient have joint 
pains or conditions? 

Yes 1012 21% 47 32% 965 20% 

No 3901 79% 102 68% 3799 80% 

Total 4913 100% 149 100% 4764 100% 

 

Pearson Chi-Square Test 

 
Motivator 
participant 

Does patient have joint pains or 
conditions? 

Chi-square 11.255 

df 1 

Sig. .001
*
 

Results are based on nonempty rows and columns in each innermost 
subtable. 

a. More than 20% of cells in this subtable have expected cell counts less 
than 5. Chi-square results may be invalid. 

b. The minimum expected cell count in this subtable is less than one. Chi-
square results may be invalid. 

*. The Chi-square statistic is significant at the 0.05 level. 
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Table 79 Employment (Grouped) 

 

Motivator participant 

Total Yes No 

No. % No. % No. % 

Employed/student 1376 41% 28 19% 1348 42% 

Il health/disabled/retired medical 754 23% 49 33% 705 22% 

Retired age 618 19% 51 34% 567 18% 

Other non-working 578 17% 21 14% 557 18% 

Total 3326 100% 149 100% 3177 100% 

 

Pearson Chi-Square Test 

 
Motivator 
participant 

Chi-square 47.926 

df 3 

Sig. .000
*
 

Results are based on nonempty rows and columns in each innermost subtable. 

*. The Chi-square statistic is significant at the 0.05 level. 
 

 
Table 80 Stage of Change (Grouped) 

 

Motivator participant 

Total Yes No 

No. % No. % No. % 

Baseline Stage of Change Not regularly physically active 3164 95% 131 88% 3033 95% 

Regularly physically active 173 5% 18 12% 155 5% 

Total 3337 100% 149 100% 3188 100% 

 

Pearson Chi-Square Test 

 
Motivator 
participant 

Baseline Stage of Change Chi-square 15.090 

df 1 

Sig. .000
*
 

Results are based on nonempty rows and columns in each 
innermost subtable. 

*. The Chi-square statistic is significant at the 0.05 level. 

a. More than 20% of cells in this subtable have expected cell counts 
less than 5. Chi-square results may be invalid. 

 
Table 81 Participants at each consultation stage 

 

Motivator participant 

Total Yes No 

No. % No. % No. % 

Baseline attendees (includes 6 and 12 month 
consultation attendees) 

3339 100% 149 100% 3190 100% 

Attended 6 month consultation (includes 12 
month consultation attendees) 

1137 34% 91 61% 1046 33% 

Attended 12 months consultation  522 16% 50 34% 472 15% 
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Participants at each consultation stage – Pearson Chi-Square Tests 

 Motivator participant 

Chi-square 50.710 

df 1 

Sig. .000
*
 

Results are based on nonempty rows and columns in each innermost subtable. 

*. The Chi-square statistic is significant at the 0.05 level. 

 

Telephone survey on the impact of the Motivator enhancement 
 
Table 82 Do you feel the Scheme has had an impact on your physical health? 

 No. % 

Yes 30 100% 

No 0 0% 

Total 30 100% 

 
Table 83 Do you feel the Scheme has had an impact on your confidence to be 

independently physically active? 

 No. % 

Yes 25 86% 

No 4 14% 

Total 29 100% 

 
Table 84 Since you completed the scheme six months ago would you say your physical 

activity levels have: 

 No. % 

Stayed the same 9 30% 

Decreased 12 40% 

Increased 9 30% 

Total 30 100% 

 
Table 85 Do you feel the Scheme has had an impact on your mental health? 

 No. % 

Yes 20 67% 

No 10 33% 

Total 30 100% 

 
Table 86 Do you feel the scheme has had an impact on how you feel about yourself? 

 No. % 

Yes 21 70% 

No 9 30% 

Total 30 100% 
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Database analysis of participants who experienced both First Steps and 
Motivator enhancements 
 
Table 87 Physical Activity Recall  

 

Participant type 

Total Both Motivator only First Steps only 

Mean Total N Mean Total N Mean Total N Mean Total N 

This week you have been active for...BASELINE 351 303 406 46 351 173 321 84 

This week you have been active for... 6 MONTHS 460 303 698 46 438 173 379 84 

This week you have been active for... 12 MONTHS 492 303 823 46 441 173 465 84 

 
Comparisons of Column Means

a
 

 

Participant type 

Both Motivator only First Steps only 

(A) (B) (C) 

This week you have been active 
for...BASELINE    

This week you have been active for... 
6 MONTHS 

C   

This week you have been active for... 
12 MONTHS 

B   

Results are based on two-sided tests assuming equal variances with 
significance level 0.05. For each significant pair, the key of the smaller 
category appears under the category with larger mean. 

a. Tests are adjusted for all pairwise comparisons within a row of each 
innermost subtable using the Bonferroni correction. 

 
Table 88 HADS Depression 

 

Participant type 

Total Both Motivator only First Steps only 

Mean Total N Mean Total N Mean Total N Mean Total N 

Baseline HADS D 4.13 303 3.57 46 3.93 173 4.88 84 

Month 6 HADS D 2.73 303 1.00 46 3.06 173 3.29 84 

Month 12 HADS D 2.08 303 1.00 46 2.40 173 1.94 84 

 
Comparisons of Column Means

a
 

 

Participant type 

Both Motivator only First Steps only 

(A) (B) (C) 

Baseline HADS D    

Month 6 HADS D  A A 

Month 12 HADS D    
Results are based on two-sided tests assuming equal 
variances with significance level 0.05. For each significant 
pair, the key of the smaller category appears under the 
category with larger mean. 

a. Tests are adjusted for all pairwise comparisons within a 
row of each innermost subtable using the Bonferroni 
correction. 
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Appendix 3 Questionnaires 
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Contract No: 2615 
Contract Name: Live Active Referral Scheme 
Type of survey:  Participants’ Telephone Questionnaire - Final 
 

Introduction 
 

READ OUT   

“Good morning/afternoon/evening, my name is     from FMR Research.  I am 
undertaking a survey on behalf of the NHS Greater Glasgow and Clyde on the Live Active exercise 
referral scheme.  Thanks for agreeing to help.  Could you please spare 10-15 minutes to give me your 
views now?  All your answers will be in strict confidence.” 
 

COLLECT RESPONDENT DETAILS: 
EXPLAIN THAT THERE IS A ONE IN TEN CHANCE THAT A SUPERVISOR MAY PHONE 
TO CONFIRM THE ACCURACY OF THE INTERVIEW. 
 

Respondent Name 
 
 

Address 

 
 
 
 

Full Post Code 
 

 

Telephone Number 
 
 

email address 
 
 

 
 

Scheme ID No. 
 

Centre attended 
 

 
CLOSE INTERVIEW BY READING OUT STATEMENT: 
 
"Thank you very much for your help.  Can I assure you once again that the information 
you have given will be treated as absolutely confidential and will only be used for the 
purposes of evaluation of the programme." 
 

INTERVIEWER DECLARATION: 
I declare that this interview was carried out according to instructions, within the Market 
Research Society's Code of Conduct, and that the participant was not previously known 
to me. 
 

Interviewer Name  

Signature  

Date  

 
 
 



 

FMR RESEARCH LTD PAGE  77 

Section 1 - How you first found out about the scheme 
 
1.  How did you hear about the Live Active exercise referral scheme? 
 

Recommended by GP 1 

Recommended by practice nurse 2 

Recommended by physiotherapist 3 

Recommended by friend/relative 4 

Asked my GP for advice or help 5 

Saw advertising/posters/leaflets 6 

Recommended by cardiology departments 7 

Other (please state below) 8 

 

 
2.  Who booked your first appointment on the Live Active exercise referral scheme? 
 

You  1 

Your GP 2 

Your physiotherapist 3 

Practice nurse 4 

Doctor’s receptionist 5 

Other (please state below) 6 

 

 

Section 2 
 
This part of the questionnaire is designed to help us know how you feel.  You may remember 
answering these questions during your exercise consultations.  Don’t take too long over your replies: 
your immediate reaction to each item will probably be more accurate than a long thought out 
response. 
 
(For our information only – questions to anxiety are indicated by an ‘A’ while those relating to 
depression are shown by a ‘D’.  Scores of 0-7 in respective subscales are considered normal, with 8-
10 borderline and 11 or over indicating clinical ‘caseness’.) 
 
 
1. I feel tense or ‘wound up’: A 
 

Most of the time 3 

A lot of the time 2 

Time to time, occasionally 1 

Not at all 0 

 
3. I get a sort of frightened feeling like 
something awful is about to happen: A 
 

Very definitely and quite badly 3 

Yes, but not too badly 2 

A little, but it doesn’t worry me 1 

Not at all 0 

 

 
2. I still enjoy the things I used to enjoy: D 
 

Definitely as much 0 

Not quite so much 1 

Only a little 2 

Not at all 3 

 
4. I can laugh and see the funny side of 
things: D 
 

As much as I always could  0 

Not quite so much now 1 

Definitely not so much now 2 

Not at all 3 
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5. Worrying thoughts go through my mind: 
A   

A great deal of the time  3 

A lot of the time 2 

From time to time but not too often 1 

Only occasionally 0 

 
7. I can sit at ease and feel relaxed: A 
  

Definitely  0 

Usually 1 

Not often 2 

Not at all 3 

 
9. I get a sort of frightened feeling like 
‘butterflies in the stomach’: A   
 

Not at all 0 

Occasionally 1 

Quite often 2 

Very often 3 

 
11. I feel restless as if I have to be on the 
move: A    
 

Very much indeed 3 

Quite a lot  2 

Not very much 1 

Not at all 0 

 
13. I get sudden feelings of panic: A  
 

Very often indeed 3 

Quite often 2 

Not very often 1 

Not at all 0 

 
 
 
 
 
For interviewer to complete after:  
 
HADS Summary  
 

A/D Number 

A  

D  

 

6. I feel cheerful: D 
 

Not at all 3 

Not often 2 

Sometimes 1 

Most of the time 0 

 
8. I feel as if I am slowed down: D 
 

Nearly all of the time 3 

Very often 2 

Sometimes 1 

Not at all 0 

 
10. I have lost interest in my appearance: D
    

Definitely 3 

I don’t take as much care as I should 2 

I may not take quite as much care 1 

I take just as much care as ever 0 

 
 
12. I look forward with enjoyment to things: D 
 
 

As much as I ever did  0 

Rather less than I used to  1 

Definitely less than I used to 2 

Hardly at all 3 

 
14. I can enjoy a good book or radio or TV 
programme: D 
 

Often  0 

Sometimes 1 

Not often 2 

Very seldom 3 
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Section 3 
 
15. How much physical activity SHOULD you do in a week to gain health benefits? DO NOT 

PROMPT – the correct answer is ‘accumulate 30 minutes of moderate physical activity 
most days’ – record people’s closeness to this answer. 

 
Length of activity ______________________________________________________________ 
 

Intensity of activity  ______________________________________________________________ 
 

Frequency of activity  ______________________________________________________________ 
 

Other response  ______________________________________________________________ 
 
7 day PAR 
 
Physical activity is any activity which raises your heart rate enough to make you feel warm and slightly 
out of breath.  At this intensity you should still be able to talk without feeling too breathless. 
 
Regularly physically active relates to: 
 Exercise e.g. aerobics, gym, activities etc for 2-3 times per week, hillwalking for at least 2 

hours/once per week 
 Sport e.g. golf, hockey, football, netball etc for 2-3 times per week for at least 20 minutes. 
 General activity e.g. walking, gardening etc accumulating to at least 30 minutes, 4-5 times per 

week 
 
16.  Which of the following categories best describes how physically active you have been 

over the last six months? 
 

I am not regularly physically active and do not intend to be so in the next 6 months 1 

I am not regularly physically active but am thinking about starting to be in the next 6 
months 

2 

I do some physical activity but not enough to meet the description of regular 
physical activity 

3 

I am regularly physically active but only began in the last 6 months 4 

I am regularly physically active and have been so for longer than six months 5 

 
17.  The following questions relate to your physical activity over the previous week.  Please 

try to think carefully and be as accurate as possible with your answers.  In the past 
week, how many minutes did you spend each day…? 
ENTER NO. OF MINUTES IN RELEVANT BOX 

  Mon Tues Wed Thur Fri Sat Sun 

a Activity at work: walking at work        

b Activity at work: manual labour        

c 
Walking outwith work: e.g. walking the dog, 
walking for pleasure, to the shops, up and down 
stairs etc 

       

d 
Active housework: hoovering, scrubbing floors, 
making beds, hanging washing etc 

       

e 
Gardening and DIY: cutting grass, decorating, 
washing car, digging etc 

       

f Dancing        

g Cycling (to work or for pleasure)        

h 
Sport, leisure activity or training – ‘Centre’ based 
activity 

       

i 
Sport, leisure activity or training – home based 
exercise 

       

j 
Any other activities – please state what:  
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WE ARE NOW GOING TO ASK YOU SOME QUESTIONS USING A SCALE OF 0 TO 100   
0 IS THE LOWEST OR WORST STATE YOU CAN IMAGINE AND 100 IS THE HIGHEST OR BEST 

STATE YOU CAN IMAGINE 
 
18a.  On a scale of 0 to 100 how do you feel about your physical health  today?  
 
18b. Do you feel the scheme has had an impact on your physical health? 
 

Yes 1 

No 2 

 
18c.  If yes, in what way?  DO NOT PROMPT 
 

Lost weight 1 

Lowered blood pressure 2 

Increased physical fitness/stamina 3 

Increased mobility/flexibility 4 

Increased strength 5 

Sleeping better 6 

Feel healthier 7 

Helped with a particular physical health problem 8 

Changed eating habits 9 

Improve body shape 10 

More energy 11 

Other (please specify below) 12 

 

 
19a. On a scale of 0 to 100 how do you feel about your mental health today?  
 
19b. Do you feel the scheme has had an impact on your mental health? 
 

Yes 1 

No 2 

 
19c. If yes, in what way? DO NOT PROMPT 
 

Less depressed 1 

Feel less isolated 2 

More positive outlook 3 

Less stressed 4 

Less anxious 5 

Other (please specify below) 6 

 

 
20a. On a scale of 0 to 100 how confident do you feel that you could be 

independently physically active? 
 
20b. Do you feel the scheme has had an impact on your confidence to be independently 

physically active? 
 

Yes 1 

No 2 
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20c. If yes, in what way? DO NOT PROMPT 
 

Encouraged/enabled/motivated to do more/other 
forms of exercise 

1 

Increased self confidence 2 

Fitter/stronger 3 

Knowledge/apprehension/embarrassment 
removed 

4 

Other (please specify below) 6 

 

 
21a. Do you feel the scheme has had an impact on your relationships with others? 
 

Yes 1 

No 2 

 
21b. If yes, in what way? DO NOT PROMPT 
 

Mood 1 

Made new friends 2 

More sociable 3 

Getting out of the house 4 

Happier/positive outlook 5 

Other (please specify below) 6 

 

 
 
22a. Do you feel the scheme has had an impact on how you feel about yourself? 
 

Yes 1 

No 2 

 
22b. If yes, in what way?  DO NOT PROMPT 
 

Increased self confidence 1 

More positive outlook  2 

Sense of achievement 3 

Improved feeling of wellbeing/relaxation/health 4 

Less self conscious 5 

More self respect 6 

Feeling better about my body 7 

Other (please specify below) 8 

 

 
23a.  Do you feel there have been other benefits from participating in the scheme?  
 

Yes 1 

No 2 
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23b.  If yes, what are they?  DO NOT PROMPT 
 

Enjoyed the company/working in a group/meeting 
others 

1 

Meeting participants with the same problem 2 

Introduced me to different types of exercise 3 

Saved money 4 

The structure of the scheme 5 

Other (please specify below) 6 

 

 
24. What helped you to continue/complete the scheme? DO NOT PROMPT 
 

Consultation with Physical Activity Counsellor 1 

Support from Counsellors 2 

Support from people you met at the leisure centre 3 

Support from GP 4 

Support from health professionals 5 

Information from health professionals 6 

I wanted to get healthy 7 

Support from family/friends 8 

Other (please specify below) 9 

 

 
 
25a. Do you feel there have been any disadvantages to participating in the scheme? 
 

Yes 1 

No 2 

 
25b. If yes, what are they?  DO NOT PROMPT 
 

Depending on family/friends to attend at the same 
time 

1 

Not enough contact between appointments 2 

Referral Officer changed to often 3 

Other (please specify below) 6 

 

 



 

FMR RESEARCH LTD PAGE  83 

MOTIVATOR PARTICIPANTS ONLY 
 
Interviewers -  Questions 26a/b/c  should only be asked of the people who have been identified 
as part of the Live Active Motivator section of the research 
 
27a. Do you remember the Motivator element of the Live Active scheme? 
 

Yes 1 

No 2 

 
 
26b. What were the benefits (if any) of the Live Active Motivator’s help? 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
 
 
26c. What improvements (if any) do you recommend to the Live Active Motivator 

assistance? 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
 
 
FIRST STEPS PARTICIPANTS ONLY 
Interviewers – Questions 27a/b/c should only be asked of the people who have been identified 
as part of the Social Support (First Steps) section of the research 
 
INTERVIEWER PLEASE READ OUT THE FOLLOWING 
 
First Steps is the easy exercise class that you will have attended at the leisure centre.  The 
exercise counsellor would have been there at the start of the class and also at the end to sit 
down and have a chat with everyone. 
 
 
27a. Do you remember the First Steps element of the Live Active Scheme? 
 

Yes 1 

No 2 

 
27b. What were the benefits (if any) of the First Steps programme ? 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
 
27c. What improvements (if any) do you recommend to the First Steps programme ? 
 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
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28. Since you completed the scheme six months ago would you say your physical activity 
levels have: 

 

Stayed the same 1 Go to Q29 

Decreased 2 Go to Q30 

Increased 3 Go to Q31 

 
If physical activity levels are the same as those recorded at the 12 Month stage of scheme 
 
29. What has helped you to stay physically active since you completed the scheme 6 

months ago?   
 

Concern for health 1 

Socialising 2 

The routine of exercise 3 

Interest 4 

Enjoyment 5 

Other (please specify below) 6 

 

 
If physical activity levels are less than those recorded at the 12 Month stage of scheme 
 
30. What has caused your physical activity levels to decrease since you completed the 

scheme 6 months ago? 
 

Injuries 1 

Not making the time (work commitments etc.) 2 

Lack of support 3 

Other (please specify below) 4 

 

 
If physical activity levels are greater than those recorded at the 12 Month stage of scheme  
 
31. What has motivated you to increase your physical activity levels since you completed 

the scheme 6 months ago?   
 

Enjoyment of the Live Active Process 1 

Appreciating the health benefits 2 

Concerns for own health 3 

Understanding the importance of being fit 4 

Other (please specify below) 5 

 

 
32. Do you intend to maintain your present levels of physical activity? 
 

Yes – do more 1 

Yes – stay the same 2 

No – do less 3 

No – stop all activity 4 

 
33. Are there any other comments or suggestions that you would like to make with regard 

to the Live Active Exercise Referral scheme? 
 
____________________________________________________________________ 
 
____________________________________________________________________ 
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Section 4 
 
More about you 
 
34. Gender 
 

Male 1 

Female 2 

 
35. Into which of these age bands do you fall? 
 

16-24 1 

25-34 2 

35-44 3 

45-54 4 

55-64 5 

65+ 6 

 
36. How would you describe your cultural or ethnic background? 
 

White – Scottish 1 

White – Irish 2 

White – other British 3 

White – other background 4 

Mixed background 5 

Chinese 6 

Indian  7 

Pakistani 8 

Bangladeshi 9 

Other Asian 10 

Black Caribbean  11 

Black African  12 

Other Black 13 

Other (please specify below) 14 

 

 
37. Do you consider yourself to have a disability? 
 

Yes 1 

No 2 

 

COLLECT RESPONDENT DETAILS AND CLOSE INTERVIEW BY READING OUT 
STATEMENT: 
 
"Thank you very much for your help.  Can I assure you once again that the information you have given 
will be treated as absolutely confidential and will only be used for the purposes of reporting on the 
evaluation of the Live Active Referral Scheme." 
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Contract No: 2615 
Contract Name: Live Active Exercise Referral Scheme 
Type of survey  Non Adherers Patients Telephone Questionnaire FINAL 
 

Introduction 
 

READ OUT   

“Good morning/afternoon/evening, my name is     from FMR Research.  I am 
undertaking a survey on behalf of the Greater Glasgow and Clyde NHS Board on the Live Active 
exercise referral scheme.  Could you please spare 10 minutes to give me your views?  All your 
answers will be in strict confidence.” 
 

COLLECT RESPONDENT DETAILS: 
EXPLAIN THAT THERE IS A ONE IN TEN CHANCE THAT A SUPERVISOR MAY PHONE 
TO CONFIRM THE ACCURACY OF THE INTERVIEW. 
 

Respondent Name 
 
 

Address 

 
 
 
 

Full Post Code 
this must be given 

 

Telephone Number 
 
 

email address 
 
 

 
CLOSE INTERVIEW BY READING OUT STATEMENT: 
 
“Thank you very much for your help.  Can I assure you once again that the information 
you have given will be treated as absolutely confidential and will only be used for the 
purposes of evaluation of the programme.” 
 

INTERVIEWER DECLARATION: 
I declare that this interview was carried out according to instructions, within the Market 
Research Society’s Code of Conduct, and that the respondent was not previously known 
to me. 
 

Interviewer Name  

Signature  

Date  
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Section 1 
 

How you first found out about the scheme 
 
1.  How did you hear about the Live Active exercise referral scheme? 
 

Recommended by GP 1 

Recommended by practice nurse 2 

Recommended by physiotherapist 3 

Recommended by friend/relative 4 

Asked my GP for advice or help 5 

Saw advertising/posters/leaflets 6 

Talk to cardiology departments 7 

Other (please state below) 8 

 

 
2.  Who booked your first appointment on the Live Active exercise referral scheme? 
 

You  1 

Your GP 2 

Your physiotherapist 3 

Practice nurse 4 

Doctor’s receptionist 5 

Other (please state below) 6 

 

 
 
3. Did you attend any of the following exercise consultations? 
 

Initial appointment 1 

6 months appointment 2 

12 month appointment 3 

 
 
4. When did you stop attending the Live Active Scheme (interviewer probe for month/year) 
 
_________________________________________________________________________________ 
 

 
Section 2 
 
This part of the questionnaire is designed to help us know how you feel.  You may remember 
answering these questions during your exercise consultations.  – don’t take too long over your replies: 
your immediate reaction to each item will probably be more accurate than a long thought out 
response. 
 
(For our information only – questions to anxiety are indicated by an ‘A’ while those relating to 
depression are shown by a ‘D’.  Scores of 0-7 in respective subscales are considered normal, with 8-
10 borderline and 11 or over indicating clinical ‘caseness’.) 
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5. I feel tense or ‘wound up’: A 
 

Most of the time 3 

A lot of the time 2 

Time to time, occasionally 1 

Not at all 0 

 
7. I get a sort of frightened feeling like 
something awful is about to happen: A 
 

Very definitely and quite badly 3 

Yes, but not too badly 2 

A little, but it doesn’t worry me 1 

Not at all 0 

 
9. Worrying thoughts go through my mind: 
A   

A great deal of the time  3 

A lot of the time 2 

From time to time but not too often 1 

Only occasionally 0 

 
11. I can sit at ease and feel relaxed: A
   

Definitely  0 

Usually 1 

Not often 2 

Not at all 3 

 
13 I get a sort of frightened feeling like 
‘butterflies in the stomach’: A   
 

Not at all 0 

Occasionally 1 

Quite often 2 

Very often 3 

 
 
15. I feel restless as if I have to be on the 
move: A    
 

Very much indeed 3 

Quite a lot  2 

Not very much 1 

Not at all 0 

 
17. I get sudden feelings of panic: A  
 

Very often indeed 3 

Quite often 2 

Not very often 1 

Not at all 0 

6. I still enjoy the things I used to enjoy: D 
 

Definitely as much 0 

Not quite so much 1 

Only a little 2 

Not at all 3 

 
8. I can laugh and see the funny side of 
things: D 
 

As much as I always could  0 

Not quite so much now 1 

Definitely not so much now 2 

Not at all 3 

 
10. I feel cheerful: D 
 

Not at all 3 

Not often 2 

Sometimes 1 

Most of the time 0 

 
12. I feel as if I am slowed down: D 
 

Nearly all of the time 3 

Very often 2 

Sometimes 1 

Not at all 0 

 
14. I have lost interest in my appearance: D
    
 

Definitely 3 

I don’t take as much care as I should 2 

I may not take quite as much care 1 

I take just as much care as ever 0 

 
 
16. I look forward with enjoyment to things: D 
 

As much as I ever did  0 

Rather less than I used to  1 

Definitely less than I used to 3 

Hardly at all 2 

 
 
18. I can enjoy a good  book or radio or TV 
programme: D 
 

Often  0 

Sometimes 1 

Not often 2 

Very seldom 3 
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For interviewer to complete after:  
 
HADS Summary  
 

A/D Number 

A  

D  

 
Section 3 
 
7 day PAR 
 
Physical activity is any activity which raises your heart rate enough to make you feel warm and slightly 
out of breath.  At this intensity you should still be able to talk without feeling too breathless. 
 
Regular physically active relates to: 
 Exercise e.g. aerobics, gym, activities etc for 2-3 times per week, hillwalking for at least 2 

hours/once per week 
 
 Sport e.g. golf, hockey, football, netball etc for 2-3 times per week for at least 20 minutes. 
 
 General activity e.g. walking, gardening etc accumulating to at least 30 minutes, 4-5 times per 

week 
 
19.  Which of the following categories best describes how physically active you have been 

over the last six months? 
 

I am not regularly physically active and do not intend to be so in the next 6 months 1 

I am not regularly physically active but am thinking about starting to be in the next 6 months 2 

I do some physical activity but not enough to meet the description of regular physical activity 3 

I am regularly physically active but only began in the last 6 months 4 

I am regularly physically active and have been so for longer than six months 5 

 
20.  The following questions relate to your physical activity over the previous week.  Please 

try to think carefully and be as accurate as possible with your answers.  In the past 
week, how many minutes do you spend each day…? 
ENTER NO. OF MINUTES IN RELEVANT BOX 
 

 Mon Tues Wed Thur Fri Sat Sun 

Activity at work: Walking at work        

Activity at work: Manual Labour        

Walking outwith work: e.g. walking the dog, walking 
for pleasure, to the shops, up and down stairs etc 

       

Active housework: hoovering, scrubbing floors, 
making beds, hanging washing etc 

       

Gardening and DIY: cutting grass, decorating, 
washing car, digging etc 

       

Dancing        

Cycling (to work or for pleasure)        

Sport, leisure activity or training – ‘Centre’ based 
activity 

       

Sport, leisure activity or training – home based 
exercise 

       

Any other activities – please state what:  
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We are now going to ask you some questions using a scale of 0 to 100. 
0 is the lowest or worst state you can imagine and 100 is the highest or best state you can 
imagine 
 
21.  On a scale of 0 to 100 how do you feel about your physical health today?  
 
 
Do you feel the involvement you had with the scheme had an impact on your physical health? 
 

Yes 1 

No 2 

 
If yes, in what way? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
 
22. On a scale of 0 to 100 how you feel about your mental health today?  
 
 
Do you feel the involvement you had with the scheme had an impact on your mental health? 
 

Yes 1 

No 2 

 
If yes, in what way? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
 
23a. On a scale of 0 to 100 how confident do you feel that you could be/are 
 independently physically active? 
 
 
Do you feel the scheme (would have) had an impact on your confidence to be independently 
physically active ? 
 

Yes 1 

No 2 

 
23b. If yes, in what way? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
25a. Do you feel the scheme (would have)  had an impact on your relationships with others? 
 

Yes 1 

No 2 

 
25b. If yes, in what way? 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
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26a. Do you feel the scheme (would have)  had an impact on how you feel about yourself? 
 

Yes 1 

No 2 

 
26b. If yes, in what way? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
27a.  Do you feel there have been any benefits from participating in the scheme? 
 

Yes 1 

No 2 

 
27b.  If yes, what are they? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
28a. Do you feel there have been any draw backs from participating in the scheme? 
 

Yes 1 

No 2 

 
28b. If yes, what are they? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
29.  How long did you attend the Live Active scheme for? 
 
_________________________________________________________________________________ 
 
30.  What were your barriers to attending the 12 month appointment? 
 

Work commitments 1 

Family commitments 2 

Travel to gym 3 

No one to go with 4 

Lacking confidence 5 

Not enough time 6 

Other (please specify below) 
7 

 
_________________________________________________________________________________ 
 
31. What was the main reason you stopped going? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
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32. How could your experience with the Live Active scheme have been improved? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
33. Are there any other comments or suggestions that you would like to make with regard 
 to the Live Active Exercise Referral scheme? 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
 

Section 4 
 
More about you 
 
34. Gender 
 

Male 1 

Female 2 

 
35. Into which of these age bands do you fall? 
 

16-24 1 

25-34 2 

35-44 3 

45-54 4 

55-64 5 

65+ 6 

 
36. How would you describe your cultural or ethnic background? 
 

White – Scottish 1 

White – Irish 2 

White – other British 3 

White – other background 4 

Mixed background 5 

Chinese 6 

Indian  7 

Pakistani 8 

Bangladeshi 9 

Other Asian 10 

Black Caribbean  11 

Black African  12 

Other Black 13 

Other (please specify)                                   14 
 

 
37. Do you consider yourself to have a disability? 
 

Yes 1 

No 2 
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COLLECT RESPONDENT DETAILS AND CLOSE INTERVIEW BY READING OUT 
STATEMENT: 
 
"Thank you very much for your help.  Can I assure you once again that the information you have given 
will be treated as absolutely confidential and will only be used for the purposes of reporting on the 
evaluation of the Live Active exercise referral scheme." 
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Topic guide for focus group on central administration enhancement 
with local authority staff 
 
Introductions and background to research. 
 
1. What do you know about the Live Active Referral Scheme? 
 
2.  What are your thoughts around the Live Active Referral Scheme? 
 
Prior to January 2007, bookings for the Live Active Referral Scheme used to be taken 
by reception staff at the local leisure centres.  This has moved to a central 
administration point and one dedicated telephone number for bookings across the city. 
 
3. What are your thoughts around the move to the central administration point for 

booking appointments for the Live Active Referral Scheme? 
 
4. What impact has this change had on you and your role?    
5.  What do you see as your role within the Live Active Referral Scheme? 
 
6. Do you feel the exercise counsellor links well with you and other 

admin/reception staff?   
 
7. If so, in what way?   
 
8. If not what could be done to make this better? 
 
9. What would you suggest are the main positives of the new system when 

comparing it to the old system?  
 
10. What are the main negatives of the new system? 
 
11.  What recommendations would you make for the further development of the 

Live Active administration system? 
 
12.  What recommendations would you make to the Live Active Referral Scheme 

generally? 
 
13.  Do you have any further comments or suggestions on the changes to the 

central administration or on the Live Active Referral Scheme? 
 
Thanks and close 
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Topic guide for focus group on central administration enhancement 
with participants 
 
Introductions and background to research. 
 
1a. What are your thoughts around the Live Active Referral Scheme? 
 
1b. In general, what has your experience been of booking appointments for the 

Live Active Referral Scheme?   
 
Prior to January 2007, bookings for the Live Active Referral Scheme used to be taken 
by reception staff at the local leisure centres.  This has moved to a central 
administration point and one dedicated telephone number for bookings across the city. 
 
2a. Have you had experience of both booking systems?  When did you make the 

appointments? 
 
2b. What are your thoughts around the move to the central administration point for 

booking appointments for the Live Active Referral Scheme? 
 
2c. What impact has this change had on your experience of booking an 

appointment?   
 
3. What would you suggest are the main positives of the new system when 

comparing it to the old system? What are the main negatives of the new 
system? 

 
4.  What recommendations would you make for the further development of the 

Live Active administration system? 
 
5a. Thinking of the referral process, is there any way in which this should be 

changed/improved? 
 
5b. Are there any barriers to accessing the Live Active Referral Scheme?   
 
5c. What do you think could be done to improve clients’ attendance and encourage 

them to ‘stay with’ the Live Active Referral Scheme? 
 
6.  What recommendations would you make to the Live Active Referral Scheme 

generally? 
  
7.  Do you have any further comments or suggestions on the changes to the 

central administration or on the Live Active Referral Scheme?   
 

Thanks and close 
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Topic guide for focus group on central administration enhancement 
with exercise counsellors 
 
Introductions and background to research. 
 
 
1. What do you think about the Live Active Referral Scheme in general? 
 
2. What do you think about your roles and responsibilities within the Live Active 

Referral Scheme in general? 
 
 
Prior to January 2007, bookings for the Live Active Referral Scheme used to be taken 
by reception staff at the local leisure centres.  This has moved to a central 
administration point and one dedicated telephone number for bookings. 
 
 
3. What are your thoughts around the move to the central administration point for 

booking appointments for the Live Active Referral Scheme? 
 
 
4. What impact has this change had on you and your role?    
 
 
5. Do you feel the exercise counsellor’s link well with admin/reception staff?   

If so, in what way?  If not, what could be done to make this better? 
 
 
6. What differences are you aware of with the change to one central administration 

point and a dedicated telephone number for bookings?   
 
 

7. In comparison to the old system and way of working what are the main 
positives/benefits of the change? 
 
 

8. In comparison to the old system what are the challenges or negative points to 
the new system and new way working?   

 
 
9. What recommendations would you make for the further development of the Live 

Active administration system? 
 
 
10. What recommendations would you make to the Live Active Referral Scheme 

generally? 
   
 
11. Do you have any further comments or suggestions on the changes to the central 

administration or on the Live Active Referral Scheme? 
 
 
 

Thank and close 
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Topic guide for focus group on First Steps and Motivator 
enhancements with exercise counsellors  
 
Introductions and background to the research. 
 

 
1. Overall, how would you rate the effectiveness of the Live Active Exercise 

Referral Programme?  Why do you say that? 
 
 

2. What is your view of the Live Active First Steps programme (social support 
enhance scheme)?  Why do you say that? 

 
 

3. What impact have the Live Active First Steps (social support enhanced scheme) 
had on the scheme? 

 
 

4. What impact has First Steps had on –  
 

a.  you and your work? 
b.  the patients/clients? 
 
 

5. What could be further improved with regards to Live Active First Steps? 
 
 

6. What is your view of the Live Active Motivator project?  Why do you say that? 
 
 

7. Overall what impact or benefits has the Live Active Motivator project had on 
a. You and your work? 
b. The patients/clients? 
c. The motivators themselves? 

 
 

8. What negative points or disadvantages are there to the introduction of the Live 
Active Motivator project on 

a. You and your work? 
b. The patients? 
c. The motivators themselves? 
 
 

9. What recommendations would you make (if any) with regard to the Live Active 
Motivators? And what difference would these recommendations make? 

 
 

10. One of the issues for Live Active is the drop-off in the number of participants 
from referral to baseline, and beyond.  What else could be done to reduce this? 

 
 

11. What are your comments on the way that the Live Active Exercise Referral 
Scheme is organised and managed? 

 
 

12. Are there any further improvements that could be made to the Live Active 
Scheme? 

 
 

 

Thank and close 
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Topic guide for focus group with Motivators  
 
Introductions and background to the research. 
 

 
1. Why did you decide to become a Live Active Motivator?  What influenced your 

decision to become a Live Active Motivator? 
 
2. How did you get involved as a Live Active Motivator? 
 
3. What is your current role as a Live Active Motivator and how do you see your 

role within the Live Active Referral Scheme?  Role model?  Support?  A good 
example?   

 
4. Do you feel confident in your role?  
 
 
5. Do you feel you are provided with adequate support to be a Live Active 

Motivator?  Could this be improved? What type of support would you like, if 
any? 

 
 
6. What impact do you feel you make as a Live Active Motivator? (Facilitator probe 

for examples) 
 
 
7. Has being a Live Active Motivator had an impact on your own health or lifestyle?  

Or on you personally?  Has it made a difference to your physical activity 
levels/eating habits etc.? 

 
 
8. Are there any benefits to being a Motivator?  If so, what are they? 
 
 
9. Are there any disadvantages to being a Live Active Motivator?  If so, what are 

they?  
 
 
10. What recommendations would you make (if any) about: 

 
a. Your role as a Motivator 
b. The Motivator training 
c. Your interaction with clients (initial introductions etc.) 
d. Your interaction with other exercise professionals 

 
 
11. What difference would these recommendations make? 
 
12. Do you have any further comments or suggestions about Live Active in general 

or the Live Active Motivator role specifically? 
 

 
Thank and close 
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Topic guide for discussions on Motivator enhancement with 
exercise instructors  
 
Introductions and background to the research. 
 
 
1. What do you think about the Live Active Exercise Referral Scheme in general? 
 
 
2. Tell us a bit about your role and your responsibilities with clients and how your 

role fits in with the Motivators? 
 
 
3. Has the introduction of the motivators made a difference to your role?  If so, in 

what ways (facilitator probe for examples) 
 
 
4. What, if any, benefits do the Motivators bring? 
 
 
5. Are there any disadvantages to the Motivators?  If so, what are they?  
 
 
6. What recommendations would you make (if any) about: 

 
e. The Motivator role 
f. The Motivator training 
g. Their interaction with clients (initial introductions etc.) 
h. Your interaction with the Motivators 

 
 
7. What difference would these recommendations make? 
 
 
8. Do you have any further comments or suggestions? 
 

 
 

Thank and close 
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Topic guide for health professionals interviews 
 
Introductions and background to the research. 
 
The Live Active Referral Scheme in general 
 
1. What are your thoughts on the Live Active Referral Scheme in general? 
 
2. How frequently do you refer to the Live Active Referral Scheme in an average 

month? 
 
3. What prompts you to refer a patient?  Do you have certain criteria that they have 

to meet?  What are the main reasons you refer patients? 
 
4. Is there anything that prevents you from referring patients?   
 
5. Apart from the Live Active Referral Scheme, are you aware of other physical 

activity services/opportunities which you can recommend to your patients such 
as classes, gyms or walking groups etc? 

 
6. Do you refer to other services (not exercise related), i.e. smoking cessation 

courses, food or weight management services? If so which services? 
 
7. What recommendations would you make for the further development of the Live 

Active Referral Scheme? 
 
8. Any other comments or suggestions with regard to the Live Active Referral 

Scheme? 
 
The referral process 
 
9. How do you find the referral process for Live Active Referral Scheme?  Length of 

the forms etc.?  Probe for improvements/good points 
 

10. Do you feel there are any barriers to accessing the scheme in relation to the 
referral process?  If so what are these and how could these be overcome? 

 
11. How long does it take from your referral to the patient getting involved in 

physical activity?  Is this length of time acceptable? 
 
12. On average, how long would you say it takes (from referral) to see a change 

(physical/mental etc.) in your patient’s on the Live Active Referral Scheme? 
 
13.  What rating would you give the process as a whole out of 10? 

 
14. In your opinion, would you say the Live Active Referral Scheme works for the 

majority of the patients that you refer? 
 
Central admin system 
 
Prior to January 2007, bookings for the Live Active Referral Scheme used to be taken by 
reception staff at the local leisure centres.  This has moved to a central administration 
point and one dedicated telephone number for bookings. 
 
15. What differences are you aware of with the change to one central administration 

point and a dedicated telephone number for bookings?  (probe for positive and 
negative effects). 

 
16. What effect has this change had?   
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17. Do you make the bookings for Live Active patients yourself? If not, who does?  
 
18. How do you feel about the appointment booking system for the Live Active Referral Scheme? 

(is it easy, convenient etc?)   
 
19. Have you ever been faced with any problems or difficulties in booking an appointment for Live 

Active Referral Scheme or getting information about the Live Active Referral Scheme? 
 
20. Are you aware of any issues that patients may have had with the new system of booking 

appointments? 
 
21. Could you rate the booking system before the change and after the change, out of 10? 

 
22. Are there any comments or recommendations you could make for booking appointments for 

patients onto the Live Active Referral Scheme easier? 
 

Thank and close 
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