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Executive Summary 

Aims 

This report is an evaluation of the Glasgow GP Exercise Referral Scheme. The scheme 

was established in 1997 and aims to 'increase physical activity levels amongst sedentary 

adult patients identified in Primary Care practices and to support physical activity adherence 

for patients completing Phase Ill cardiac rehabilitation .' 

The three aims of this evaluation project were to: 

1. create a database to analyse data gathered on paper files; 

2. carry out an accurate and extensive evaluation of the Glasgow GP Exercise Referral 

Scheme ; 

3. create a database for daily use by the PACs. 

Background 

The Glasgow GP Exercise Referral Scheme was established in July 1997 after significant 

joint planning between Greater Glasgow NHS Board (GGNHSB) and Glasgow City Council 

Cultural and Leisure Services Department (GCC). The scheme has been running for over 

four years, during which time over 10,000 patients have been referred onto it. Seventy six 

percent of Greater Glasgow NHS Board's 636 GPs have embraced the scheme by referring 

one or more of their patients . The scheme is delivered by a specifically recruited , dedicated 

group of physical activity counsellors (PACs). 

The initial pilot scheme, which ran in five of the city's areas, was evaluated in 2000 for the 

first year of participation. 

This summary document reports on the evaluation of the Glasgow GP Exercise Referral 

Scheme (the scheme) carried out by FMR Research Ltd on behalf of Greater Glasgow NHS 

Board . The evaluation comprises analysis of 5,173 patients' files, surveys of 518 patients 

and 76 GPs, and focus groups: five with patients and two with current and former physical 

activity counsellors (PACs). 
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The referral process 

The introduction of a 'high risk referral' process, in addition to the original 'low risk' route, 

has provided patients with established Coronary Heart Disease (CHO) access to the 

scheme. CHO patients referred by their GP attend the local hospital cardiology unit for an 

exercise tolerance test (ETT) and are then referred onto the scheme . Patients who have 

recent ly completed their Phase Ill cardiac rehabilitation programme can be referred directly 

onto the scheme by their cardiac physiotherapist. The figure below summarises the scheme 

referral procedures, the grey shading denotes the 'high risk' referral processes. 

The referral procedure 

GP or Practice Nurse/Physiotherapist (PAM) identifies Cardiac rehabilitation physiotherapist identifies 
patient who would benefit from increasing patient in Phase Ill programme who would benefit 

ohvsical activ itv from enrolling on the scheme 
I J., • .. 

Patients with established 

I 
Patients free from Cardiac rehabilitation physiotherapist & patient 

CHO CHO complete and sign 'Exercise Referral Scheme 

J,, t 
Phase IV Cardiac Rehabilitation' referral form 

GP completes a 'CHO 

patient' referral form and GP/PAM & patient 
complete and sign 

" forwards form to local ETT 'low-risk' referral 

Site form One copy of form is sent to local PAC 

I 
One copy is kept in patient's file (copy forwarded to 

I 

... ... ~ patient's GP if applicable) , 
One copy of form given to patient 

If unsuitable If SU itable for GP/PAM/reception staff (or patient) books 
for referral, referral, 

~ 

patient may cardiolog ist notes , appointment for patient with local PAC and issues 
attend ETT result& patient with appointment card 

hospital based agrees referral 
Cardiac onto scheme 

Rehabilitation 
where 

appropriate 

Patient attends exercise consultation at local leisure centre with PAC and 

enrols on scheme for 12 months 

Patients receive a one to one physical activity counselling session following recommended 

guidelines . They jointly agree the ir activity goals with the PAC and enrol onto the scheme 

for 12 months, receiving 12 months reduced price access to any of the local authority leisure 

centres should they choose to take part in leisure-based activities. Patients with CHO can 

attend specific classes led by staff qualified with the British Association of Cardiac 
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Rehabilitation Certificate (BACR) . Patients can also get support and advice on following a 

home-based activity programme. 

Patients are invited back for follow-up exercise consultat ions at 3 month intervals, (3, 6, 9 

and 12 months) during which baseline information is revisited and recorded. 

Evaluation results 

1. From July 1997 to June 2000 (the period being evaluated) at least 5,173 patients were 

referred onto the scheme . Overall , referrals to the scheme have increased since it 

was launched, and continue to increase. Of the 5,173 people who were referred onto 

the programme, 78% attended baseline interviews. Of those referred, 46% did not 

return for a further assessmen t. Of the 31 % who continued on the programme, 12% 

of referrals attended until the 3 month assessment, 5% of referrals attended until the 

6 month stage, 5% of referrals attended until the 9 month stage and 9% of referrals 

returned at the final 12 month assessment (percentages rounded to the nearest whole 

number). 

2. At baseline , around 96% of patients were classified as low risk, with the remainde r 

high risk (ETT and post cardiac). The latter were more likely to complete the twelve 

months than the low risk participants. 

3. The data suggested that those who stayed with the scheme for its full 12 months 

duration were more likely to : 

be older; 

be non-smokers; 

be at a more advanced 'stage of change' (hierarchical stages of pre

contemplation, contemplation, preparation, action and maintenance in relation to 

exercise); and 

have started the programme in the latter part of its existence. 

In addition to the above, those attending the scheme for the full 12 months were also 

likely, but to a lesser degree , to be male , have a lower anxiety and depression rating 

and lower systolic blood pressure . Not attending the scheme for the full twelve 

months does not necessarily indicate the scheme has 'failed' . Some participants 

decided to leave the scheme for reasons such as deciding to buy equipment and 

exercise at home or finding alternative forms of exercise, which they preferred to 
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pursue. Some ceased to participate part way through because they felt they had been 

'cured' and their health returned . On occasions, other medical conditions prevented 

people continuing . The data also showed significant incidences of missing or outdated 

patient phone and address details, which would have prevented follow up contact by 

the PAC being made. 

4. All stakeholders and all data embraced with in the evaluation indicated the scheme had 

positive benefits to personal health. 

4 .1 GP perception 

GPs saw the scheme as improving health in their area, rating the scheme 7 .1, 

on a scale where 1 is 'not at all helpful', and 1 O is 'essential.' This figure was 

higher for those GPs who were enthusiastic referrers to the scheme, but still 

higher than 5 for those GPs categorised as 'non-referrers'. 

4 .2 Stage of change 

Analysis of the information within patients' data files showed the scheme to have 

a significant impact on patients' stage of change. This was reinforced by 

patients' own perceptions of how their stage of change had altered. 

4.3 Duration of patients' physical activity 

The duration of physical activity per week increased with participation on the 

programme. The main increase in the minutes of physical activity per week 

came between baseline and the three month stage, as might be expected. 

4.4 Blood pressure 

Data from patients' files showed changes in blood pressure in relation to 

participation on the scheme . There were reductions in systolic blood pressure 

for those participating beyond baseline stage, and reductions in diastolic blood 

pressure for those participating for at least six months. 

4.5 Anxiety and depression 

Using the Hospital Anxiety and Depression Score data from the patient files, the 

scheme contributed to a reduction in depression and anxiety for those who 

moved beyond baseline stage . 
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4.6 Patients' perception of their health 

Sixty percent of patients (292 respondents) saw their general health improving, 

67% (317 respondents) of patients saw their general fitness level improving 

and 68% (325 respondents) saw how they felt about themselves improving . 

Along the duration of the programme the biggest change in patients' perceptions 

about their health came between the baseline and three months stages of 

participation. 

4 .7 Additional benefits of the scheme for patients 

Over two thirds of patients cited additional benefits in the scheme . The most 

frequently mentioned additional benefit to the programme was its social side: 

the company of others and the chance to meet others in a similar situation . The 

social contact was praised by participants as a welcome consequence of the 

scheme and a motivator. Included in this were activities that were group based 

and those that, whilst individual, facilitated meeting other people at the same 

time. 

4.8 Confidence in exercising independently 

Over two thirds of patients felt that participation in the scheme had given them 

the confidence to exercise independently. Confidence to exercise independently 

increases with length of time on the programme , with three quarters of those 

completing the scheme to the 12 month stage having the confidence to exercise 

independently. 

4 .9 Propensity to continue exercising 

Nearly eighty percent of scheme participants stated they had continued to 

exercise after attending the programme. Of these, twenty-two percent stated 

they were exercising to the same extent , and half stated they were still 

exercising, but to a lesser extent than whilst on the programme . Twenty-two 

percent of participants stated they had not continued to exercise after leaving 

the programme. 

5. The evaluation resulted in twelve recommendations, the first three of these being the 

most fundamental areas to address . The recommendations were as follows: 

5.1 GGNHSB and GCC to continue to support the exercise referral scheme . 
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5.2 Make the decision about whether the scheme focuses on 'processing people 

efficiently' with a 'one size fits all approach', or whether a greater level of 

individual attention can be given to patients who need it. 

5.3 Aim to move more of the patients to beyond baseline level as, based on the data 

available for the evaluation , the main impacts on actual health and wellbeing 

appear to happen if people move to any point in the scheme beyond baseline 

stage. 

5.4 Consider conducting an evaluation of the scheme from a health economy 

perspective. 

5.5 Give consideration to the salary levels and career progression for the PACs. 

5.6 Tighten scheme administration, including aiming for more of the referrals to be 

made by GP/PAMs, reducing the proportion of patients not receiving 

appointments cards. 

5.7 Look at augmenting PAC capabi lity , by providing other health related advice and 

input (for example, diet and healthy eating, complementary therapies and 

smoking cessation). 

5.8 Build the social dimension of the scheme , seeking to enhance the range and 

format of activities where social interaction is a part. 

5.9 Reduce the 'embar rassment factor' for participants , recognising that one of the 

barriers to continued participation for some participants is feeling self conscious . 

5.10 Encourage leisure centre staff to give more support to participants. 

5.11 Focus more effort on the GPs who aren't referring people onto the scheme. 

5.12 Promote the scheme more strongly, using the outputs of this evaluation . This 

would provide comfort and 'brand reinforcement' about the scheme to referring 

GPs, existing participants and thei r friends/fa milies. 
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Terminology 

This is an explanation of some of the terminology used in the Glasgow GP Exercise Referral 

Scheme, and in this report. 

Baseline 

Baseline in this context refers to the chronological stage of the scheme when patients start 

their consultation with the physical activity counsellor, after they have been referred onto it. 

The other chronological stages of the scheme are at 3, 6, 9 and 12 months. 

Patient exercise details and health related measurem ents are taken by the PAC (physical 

activity counsellor) at baseline, 3, 6, 9 and 12 month points and are held in patients' files . 

This data helps a patient's progress on the scheme to be assessed. 

CHD 

Coronary heart disease. 

Discriminant Function Analysis 

A statistical technique which enables the determin ation of the relative strength of a range of 

variables, all of wh ich may be suspected of having influence over a set of data. In short, it 

helps show wh ich variables are likely to have the biggest influence on the data. 

ETT 

Exercise Tole rance Test. This is a high risk referral route. 

EuroQOL 

EuroQOL is a health related quality of life assessme nt. This was adopted by the scheme 

part way to replace the original HADS (see below) assessmen t, as it was felt that EuroQOL 

was more relevant to physical activity/health . The scheme has since reverted back to the 

HADS assessment, recognis ing HADS qualit ies in generating data and insight around 

patients' mental/emotional state . 

FMR 

FMR Research Ltd, the social research firm commissioned to conduct this evaluation . 
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GGNHSB 

Greater Glasgow National Health Service Board . GGNHSB funds and strategically 

manages the Glasgow GP Exercise Referral Scheme. GGNHSB, Glasgow City Council , 

and more recently East Dunbartonshire Council, Glasgow Caledonian University, South 

Lanarkshire Council, West Dunbartonshire Counc il and East Renfrewshire Council are 

jointly responsible for the operational management of the scheme across the GGNHSB 

area. 

GP 

General Practitioner 

HADS 

Hospital Anxiety and Depression Scale (HADS-A anxiety, HADS-D depression). This is an 

accepted instrument for assessing dimensions of mental health and well being, with 

particular emphasis on anxiety and depression . It was built into the scheme when the 

scheme was launched and has recently been reintroduced as part of the patient assessment 

after being replaced in later years by EuroQOL . 

High Risk (HR) 

High Risk is a category of patients who have been referred onto the programme via ETT or 

post-cardiac rehabilitation . They have additional risk factors such as angina . These 

comprise a small minority of referrals. 

Low Risk (LR) 

Low Risk is the category which encompasses the majority of patients referred onto the 

scheme . Referrals are primarily made by GPs, practice nurses and physiotherapists. 

Mean 

The arithmetic average. 

Median 

The point in the middle of a series of data. Hence the same number of data either side of it. 

fmr research ltd www. researching. co . u k 2 



mmHg 

Millimetres of mercury, a measure of pressure . Used in this context in respect of blood 

pressure. 

Post Cardiac Referral (PCR) 

Post Cardiac Referral is a category of patients referred onto the scheme who have already 

undergone a cardiac rehabilitation phase. These account a small minority of referrals . 

PAC 

Physical Activity Counsellor. PACs are the people responsible for designing exercise 

programmes for patients and monitoring their progress. PACs complete the baseline, 3,6,9 

and 12 months assessments and are responsible for maintaining the patient files on the 

scheme. The majority of PACs working on the scheme are employed by Glasgow City 

Council. 

PAM 

Professions Allied to Medicine, the medical professionals (other than GPs) who refer 

patients onto the scheme. 

Patient 

This is the term used by the scheme to denote those referred to it and participating in it. 

so 
Standard deviation. A statistical measure to show the likely distance of any data point from 

the data mean. 

SPSS 

Originally, Statistical Package for the Social Sciences . SPSS is a computer database 

designed to accommodate and facilitate the analysis of arrays of numerical data. FMR used 

SPSS databases to analyse the patients' file data, patients ' survey responses and the GP 

survey responses . 
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Stage of change 

This is an assessmen t tool which looks at people and categorises thei r current behaviour 

and attitude towards physical activity. There are five stages of change : 

Pre-cont emplators (not currently active and not intending to become active in next 

6 months) 

Contem plators (not currently active but thinking about becoming so in next 6 

months) 

Preparer s (do some activity but not enough to meet definitions) 

Active (regularly active but only started within last 6 months) 

Maintainers (regular physical activ ity and have been so for longer than 6 months). 

Patient's stage of change is a transitory measure and can go down as well as up. But the 

observed result is that a patient is increasingly likely to move closer towards maintenance 

with every cycle around the stages . 
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1. Introduction 

1.1 Background 

This document reports on the evaluation of the Glasgow GP Exercise Referral Scheme (the 

scheme) carried out by FMR Research Ltd on behalf of Greater Glasgow NHS Board. 

The Glasgow GP Exercise Referral Scheme was established in July 1997 after significant 

joint planning between Greater Glasgow NHS Board (GGNHSB) and Glasgow City Council 

Cultural and Leisure Services Department (GCC) . The scheme has been running for over 

four years, during which time over 10,000 patients have been referred onto it. Seventy six 

percent of Greater Glasgow NHS Board's 636 GPs have embraced the scheme by referring 

one or more of their patients. The scheme is delivered by a specifically recruited, dedicated 

group of physical activ ity counsellors (PACs) . 

The initial pilot scheme , which ran in five of the city's areas , was evaluated in 2000 for the 

first year of participation 1
. This report gives a fuller evaluation following the subsequent 

development and expansion of the scheme . It also makes recommendations for the 

scheme's further development. 

1.2 Aim 

Recommend ations from the 2000 evaluation directed the development and delivery of the 

scheme. The revised aim of the scheme, modified to reflect scheme developments, was: 

To increase physical activity levels amongst sedentary adult patients identified in Primary 

Care practices and to support physical activity adherence for patients completing Phase Ill 

cardiac rehabilitation. 

Objectives identified were: 

• to estab lish mechanisms to allow practice nurses and physiotherapists registered within 

GGNHSB to directly refer 'low risk' patients onto the scheme; 

1 Greater Glasgow NHS Board. An Evaluation report of the Glasgow Exerc ise Referral Scheme (2000) 
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• to issue all GPs registered within GGNHSB and community based physiotherapy sites 

with a 'GP Exercise Referral Pack'; 

• to raise awareness of the scheme with GPs and professions allied to medicine (PAMs) 

and provide training where appropriate; 

• to opportunistically identify patients in Primary Care who would benefit from increased 

physical activity; 

• to provide an exercise tolerance testing (ETT) service for patients referred from Primary 

Care with coronary heart disease (CHO); 

• to establish referral procedures for patients completing the Phase Ill cardiac 

rehabilitation programme; 

• to identify participants' stage of change with regard to physical activity; 

• to inform participants of the benefits of participation in regular, moderate, physical 

activity; 

• to assess participants' motivations and barriers towards participation in regular physical 

activity; 

• to assess participants' current level of physical activity, their current mental health status 

and monitor their body mass index (BMI) and blood pressure; 

• in consultation with the patient, to identify and agree a personal programme of physical 

activity as appropriate for their health status and stage of change; 

• support participation in leisure based activities by providing reduced price access for all 

scheme participants for 12 months; 

• assess participants' adherence rates and repeat baseline measures at 3, 6, 9 & 12 

months ; 

• evaluate the scheme further in relation to participants' physical activity adherence and 

perspectives on the scheme. 

1.3 The referral process 

The overall process 

The introduction of a 'high risk referral' process, in addition to the original low risk route, has 

provided patients with established CHO access to the scheme . These patients may be 

referred onto the scheme from Primary Care or by their cardiac physiotherapist on 

completion of Phase Ill cardiac rehabilitation programme . Figure 1 summarises the scheme 
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referral procedures, the grey shading denotes the 'high risk' referral processes . The 

appendices provide further details of Primary Care and phase Ill referral processes. 

Figure 1: The referral procedure 

GP or Practice Nurse/Physiotherapist (PAM) identifies Cardiac rehabilitation physiotherapist identifies 
patient who wou ld benefit from increasing patient in Phase Ill programme who would benefit 

physical activity from enrolling on the scheme 
I i • .. 

Patients with established 

I 
Patients free from Cardiac rehabilitation physiotherapist & patient 

CHO CHO complete and sign 'Exercise Referral Scheme 

J., t 
Phase IV Cardiac Rehabilitation' referral form 

GP completes a 'CHO 

patient' referral form and GP/PAM & patient 
complete and sign w forwards form to local ETT 'low-risk' referral 

Site form One copy of form is sent to local PAC 

I 
One copy is kept in patient's file (copy forwarded to 

I 

'¥ i .... patient's GP if applicable) ,... 
One copy of form given to patient 

If unsuitable If suitable for GP/PAM/reception staff (or patient) books 
for referral, referral, ..... 
patient may cardiolog ist notes ,- appointment for patient with local PAC and issues 

attend ETT result & patient with appointment card 
hospital based agrees referral 

Cardiac onto scheme 
Rehabilitation 

where 
appropriate 

Patient attends exercise consultation at local leisure centre with PAC and 

enrols on scheme for 12 months 

General practices and cardiac rehabilitation sites receive a short briefing session on 

accessing the scheme by the exercise referral team and are requested to promote the 

scheme within their premises both personally and through display of posters and leaflets. 

GPs /PAMs opportunistically identify patients suitable for inclusion onto the scheme. For 

'low-risk' patients, the referring GP/practice nurse/physiotherapist signs each patient referral 

form, accepting clinical responsibility for referred patients. 'High risk' patients (patients with 

established CHO), identified in Primary Care, are referred directly by their GP to the local 

cardiology unit and given an ETT. Clinicians from the Trusts then make a judgement on the 

patient's suitability, accepting clinical responsibility, for inclusion onto the scheme and 

provide guidelines on appropriate prescriptions and supervision levels for the exercise 

referral staff. Patients who have recently completed cardiac rehabilitation can be referred 
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directly to the scheme via their cardiologist or cardiac physiotherapist. 'High risk' patients 

are, where necessary, supervised by exercise instructors with a British Association of 

Cardiac Rehabilitation (BACR) approved certificate. 

The referring GP or PAM forwards the signed referral form, with the patients' consent , to the 

PAC. This carbonat ed triplicate form contains the relevant health information necessary for 

an appropriate exercise prescr iption. A copy of the form is given to the patient and another 

is kept within the patient's file. The referring GP/PAM or surgery reception staff can then 

immediately phone and book an appointment for the patient with the relevant PAC based at 

the local leisure centre. The patient then receives an appo intment card, noting the time and 

venue for their exercise consultation. Copies of the referral forms can be found in the 

appendices. 

The exercise consultation 

Patients attend their initial exercise consultation with the PAC at their local leisure centre. 

The consultation follows recommended guidelines for health professionals2
. The PAC and 

patient discuss the patient's physical activity history, including whether the patient has 

ever been active in the past, what caused them to cease their activity, what activ ities they 

previously enjoyed, what activities they dislike and so on. The patient then completes a 

decision balance sheet, which is a tool used to highlight the barriers faced by the patient in 

becoming active and the perceived future benefits. Patients also complete the Scottish 

Physical Act ivity Questionnaire 3
, which identifies the patient's current stage of change in 

relation to physical activity , and assesses the amount of participation in physical activity 

(home, work and leisure based activity) via self-reported minutes of physical activity in the 

last seven days . The information obtained is used to engage the patient in a discussion 

about the health and social benefits of participating in physical activity and the scope to 

increase their own physical activity levels. The PAC and patient also complete a basel ine 

questionnaire to record basic demographic and lifestyle information including height , 

weight, BMI and blood pressure and a Hospital Anxiety and Depression Scale (HADS) 

questionnaire to indicate their current status in relation to these two mental health issues . 

2 Loughlan C, and Mutrie N. Conducting an exercise consultat ion: guide lines for health professionals. Journa l 

of the Institute of Health Educat ion, 1995 ; vol:33, no.3, 78-82. 
3 Lowther M, Mutrie N, Loghlan C, McFarlane C, Development of a Scottis h physica l activity questionnair e: a tool 

for use in physical activity interventions . British Journa l of Sports Medicine 1999; 33:244-249. 
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The PAC works with the patient to design a personalised physical activity programme which 

is relevant to the patient's needs and minimises, or overcomes, some of the perceived 

barriers . The patient and PAC jointly set physical activity goals for the next three months, 

incorporating both daily activity and appropriate leisure based/structured activity, and the 

patient receives support to embark on their physical activity programme. If appropriate, 

patients are given a target heart rate or Borg rate of perceived exertion to work to and are 

encourag ed to phone or visit the PAC should they need add itional advice or support . 

Patients enrol on the scheme for 12 months and are given reduced price access for leisure 

based activit ies for up to 12 months. 

Patients are invited back for follow-up exercise consultations at 3 month intervals, (3, 6, 9 

and 12 months) during wh ich baseline information is revisited and recorded. 

1.4 Aims of this evaluation 

The three aims of this evaluation project were to: 

4. create a database to analyse data gathered on paper files; 

5. carry out an accurate and extensive evaluation of the Glasgow GP Exercise Referral 

Scheme; 

6. create a database for daily use by the PACs . 

In support of these aims, the work had a series of specific objectives . These were to: 

• transfer all paper files onto an electronic database; 

• present data from the electronic database, using appropriate tabular and graphical 

methods and based on frequencies and cross-tabulations by key variables to be decided 

by the agency and the Senior Health Promotion Officer for Physical Activity; 

• identify baseline data to show how many people have attended the scheme and returned 

for follow up appointments at 3, 6, 9, and 12 months ; 

• establish how many clients have received letters and phone calls at 3, 6, 9, and 12 

months to arrange follow up appointments; 

• identify reasons for variation in attendance rates between baseline GP referrals and 

actual consultation appointments with clients; 
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• identify participants' stage of change with regard to physical activity at baseline 3, 6, 9, 

and 12 month follow up; 

• assess participants' motivations and barriers towards participation in regular physical 

activity at baseline 3, 6, 9 and 12 months follow up; 

• elicit opinion from GPs who have and have not used the scheme in relation to process 

and outcomes; 

• elicit opinion from clients who have and have not returned for follow up appointments; 

• elicit opinion from the physical activity counsellors working on the scheme. 

1.5 Presentation of the evaluation 

This section is followed by one outlining the methodology used to conduct the evaluation. 

This leads onto section three, which shows the findings from the evaluation data. Section 

four offers recommendations to the scheme, on the basis of these findings. Lastly, section 

five makes concluding comments as a result of this project. 

The percentages shown in the data are rounded to the nearest full percentage point in the 

majority of cases. This means that sometimes the total of a percentages table does not add 

to exactly 100%. 
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2 Methodology 

This section describes the methodology applied in this study. 

2.1 Analysis of patients ' data files 

The first element of the research involved the analysis of the data held within the patient 

files of those participating on the scheme. This relates directly to the first of the three aims 

for the project. Data from individual files were transferred to an SPSS database for the 

5,173 patients referred to the scheme during the evaluation period (mid 1997 to June 2000) . 

Each patient's files typically held a copy of the original referral form (low risk, high risk and 

post-cardiac patients) and the questionnaires completed by the PACs at the appropriate 

points on the programme (baseline, 3, 6, 9, 12 months) . 

The SPSS database held up to 490 elements of data for each of the 5,173 records. The 

analysis of this data helped inform the primary research with patients, GPs and PACs. The 

analysis of the data also provided information directly relevant to the evaluation. 

The analysis included identify ing significant differences in health related data as participants 

attend the scheme . Whilst this was forthcoming, any findings need to be put into context. 

First, it cannot be assumed that those people who decide not to attend for the full course of 

the programme no longer desire health benefits through exercise . This evaluation has no 

way of assessing this . Second, it needs to be recognised that there are many contributors 

to good health. Some of these are due to broader circumstances . Change cannot 

categorically be attributed to the participation in the scheme. 

A separate but linked database was built using Microsoft Access to hold patient details such 

as name, address and phone number, in preparation for the patients' survey later in the 

study . 

2.2 Survey of GPs 

A sample of GPs were surveyed as part of the research study . Telephone interviews were 

conducted with 76 Glasgow based GPs, using a structured questionnaire . 
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Those interviewed were randomly selected from four categories of identifiable GPs. The 

four categories were non-referring, occasional, regular and enthusiastic referring GPs. The 

categories were based on GGNHSB data over a six month period showing the level of 

referrals onto the exercise referral scheme over that time. Non-referrers had referred no

one onto the scheme, occasional referrers had referred one person, regular referrers two to 

four people and enthusiastic referrers had referred five or more. 

The interviews were evenly split with nineteen in each of the four categories, which enabled 

the differences in the perceptions and views between these types of referrer to be explored 

in the analysis. 

The questionnaire was designed by FMR in close consultat ion with the project steering 

group. The membership of the project steering group is appended (appendix 7). The 

questionnaire was piloted with sixteen GPs prior to its use in the main survey . A copy of the 

questionna ire is appended . 

2.3 Patients' survey 

The second of the two survey elements of the evaluation was a survey of 518 patients using 

the scheme. The details and profile of the patients came from the patients' files described 

earlier. 

The survey was conducted using a structured questionnaire (appended) on a postal basis. 

The questionnai re was developed by FMR in conjunc tion with the steering group. It was 

piloted on a sample of patients prior to its use in the main survey. 

The survey sample was structured to reflect the gender split of the scheme, year of entry 

onto the programme ( 1997 through to 2000) and stage reached on the programme 

(baseline, 3 months, 6 months, 9 months, 12 months) by the patient. A ll three factors had 

shown up as characterist ics accounting for variations in the data from the patients' files. 

This created forty categories around which the quota was set. The sample target numbers 

(T) and the actual structure of the sample (A) are shown in Fig. 2, below, for the year of 

entry onto the programme and gender. 
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Figure 2: Target and actual return of patients' questionnaire 

Baseline 3 months 6 months 9 months 12 months 

M F M F M F M F M F 

T A T A T A T A T A T A T A T A T A T A 

1997 4 3 9 8 4 4 9 7 4 0 9 4 4 2 9 2 4 6 9 10 

1998 10 7 19 16 10 10 19 17 10 10 19 24 10 10 19 26 10 10 19 24 

1999 10 7 20 14 10 10 20 21 10 17 20 29 10 16 20 35 10 11 20 25 

2000 9 6 19 20 9 7 19 9 9 6 19 10 9 10 19 19 9 15 19 31 

33 23 67 58 33 31 67 54 33 33 67 67 33 38 67 82 33 42 67 90 

Patients were randomly selected from each of the forty categories. Questionnaires were 

posted to them with a reply paid envelope . The questionnaires were accompanied by a 

covering letter from GGNHSB which included an incentive of entering a draw where the 

prize was either one year's free membership of Glasgow City Council's leisure facilities or 

£250 in Marks and Spencers vouchers. 

Returned questionnaires were logged and, where possible, follow up phone calls were made 

to those not returning questionnaires within fourteen days. An initial batch of 1000 

questionnaires was mailed out, followed by two booster mailings of 250 and 100 before the 

target of 500 useable returns which mirrored the target profile as closely as possible was 

met. 

The data from the patients' survey was built into an SPSS database to help facilitate 

analysis. 

2.4 Focus groups with PACs 

The evaluation included two focus groups with PACs on the scheme. One focus group was 

with five former PACs, i.e. those with experience of working on the scheme but who had 

since moved on to other jobs . The other focus group was with eleven PACs currently 

working on the scheme. 

The topic guide for both groups was developed by FMR, drawing particularly on the analysis 

of patients' files and the patients' survey. 
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2.5 Focus groups with patients 

The final research element of the evaluation was five focus groups with patients of the 

scheme . The structure of the groups was decided after studying the analysis of the patients' 

files and the patients' survey . 

The five groups were : 

one group comprising eleven people at all chronological stages on the scheme; 

one group consisting of seven people, who did not return after 3 or 6 months; 

one group consist ing of eight 'mainta iners' (stage of change) who did not return after 

6 or 9 months on the scheme or carr ied on to completion ; 

two groups (one group of five, the other of nine participants) comprising those who 

did not return after baseline or three months on the scheme. 

2.6 Access database 

This element of the work tied in with the third of the three project aims. This involved the 

creation of a Microsoft Access database for PACs to use with patients at baseline, 3, 6, 9, or 

12 months stages. The database development was started using Microsoft Access but 

extended with Visua l Basic to provide extra capability. 

2.7 Project management 

The evaluation and database related work for this project was conducted by FMR. It was 

coordinated by a steering group comprising members of FMR, the physical activity team and 

the research and evaluation team from Health Promotion withi n GGNHSB, and Glasgow 

City Counci l. This group met regularly through the course of the evaluation to review 

analyses of the various research outputs and help design the research tools for subsequen t 

stages . 
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The key project milestones were as follows: 

Activity 

Briefing meet ing 

Transfe r of files to database completed by 

GP survey 

Analysis of patients ' files data 

Patients' survey 

PAC focus groups 

Patients' focus groups 

Draft report 

Access database 

Final report 

Achieved by 

April 2001 

July 200 1 

November 2001 

November 2001 

February 2002 

February 2002 

March 2002 

April 2002 

August 2002 

August 2002 
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3 Findings 

This section documents the main findings from the various data sources used in the 

evaluation . It summarises the basis upon which the recommendations for the scheme are 

made. The data is presented under five subject headings, each concerned with a different 

aspect of the scheme. 

3.1 Participation in the scheme 

Uptake of the scheme 

From July 1997 to June 2000, available patient files suggested that at least 5,173 patients 

were referred to the scheme . Baseline data were gathered for 4,030 of these individuals. 

This suggests that 78% of those referred to the scheme, enrolled on it and became 

participants. 

Referrals to the scheme , over the life of the scheme to June 2000, is as follows . 

Figure 3: 
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Uptake of scheme since inception, in quarterly intervals (e.g. q1, q2.) 
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q3 q4 q1 q2 
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q3 q4 q1 q2 

2000 

This shows the overall increase in participan ts of the scheme since its inception. It must be 

noted that allowance in this data needs to be made for the 2000 q2 data . Analysed files for 

2000 did not account for all the 2000 q2 participants, as some people referred in that time 

were still active on the scheme and their files were still live. 
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The graph shows the overall trend of a growing participation in the scheme. There are 

fluctuations (q1 is typically higher, as a result of the 'new year-new you' effect) but the trend 

has been, and continues to be, positive. There are now around 3000 patients per year 

registering onto the scheme. 

Continuation of participation 

Of the 5,173 people who were referred onto the programme, 4,030 (78%) attended baseline 

interviews. Of these, 2,401 (46% of referrals) did not return for a further assessment. Of 

the 1,629 (31% of referrals) who continued on the programme, 610 (12% of referrals) 

attended until the 3 month assessment, 275 (5% of referrals) attended until the 6 month 

stage, 275 (5% of referrals) attended until the 9 month stage and 469 (9% of referrals) 

returned at the final 12 month assessment. 

This shows the conversion rate from referral to baseline stage to be 78% . It should also be 

noted that not returning for another appointment does not necessarily relate to the patient 

being inactive or the scheme having failed to have an impact on behaviour change. Data 

reported later in this sect ion shows that the scheme can provide positive benefits to those 

electing to leave the formal programme in advance of the full year available. 

Finding out about the scheme 

The ways that people found out about the scheme (data from the patients' survey) are 

shown in the following figure. By far the most common way of finding out was through the 

recommendation of the GP. 
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Figure 4: Ways of finding out about the scheme (overall data) 

recommended by GP 

asked my GP for advice or 
help 

recommended by practice 
nurse 

saw 
advertising/poster/leaflets 

recommended by 
friend/relative 

recommended by 
physiotherapist 

talk to cardiology 
departments 

other 

18% 

17% 

==:J 5% 

03% 

02% 

0% 10% 

117% 

112% 

20% 30% 40% 

158% 

50% 60% 70% 

Whilst the number of referrals from GPs appears to have grown, the proportion of 

recommendations by GP seems to have dropped over the life of the scheme, from 87% (40 

respondents) in 1997, to 44% (59 respondents) in 2000. This is a consequence of several 

factors. These include the likelihood of more accurate referring as GPs become more 

familiar with the scheme, the increase in word-of -mouth and self referral as the number of 

patients experiencing and benefiting from the scheme increases, and the advent of new 

methods of promotion. Recommendation by practice nurse (which was introduced in 1999) 

and seeing advertising/posters/leaflets have grown relative to other methods for people to 

find out about the scheme, over its life. 

The more patients perceived themselves to be 'exercise ready' (which equates to the higher 

levels of stage of change), the more they seemed to initiate the referring action . This 

included suggesting the scheme to the GP. The less patients were 'exercise ready' 

(equating to the lower levels on the stage of change model), the less enthusiasm they 

tended to exhibit for the scheme as something that could benefit their health. 

3.2 Scheme patients 

Figure 5 shows a profile of scheme patients and gives the details of those attending 

baseline interviews and those attending 3, 6, 9 and 12 months follow up appointments. An 

understanding of this data helps identify those more likely to stay with the formal programme 
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for its full year and the profile of those who would benefit from additional support to enable 

them to draw the full benefit from the programme. 

Figure 5: Profile of participants at baseline , three months, six months, nine months and 12 
months 

Baseline 3 months 6 months 9 months 12 months 

Gender No. % No. % No. % No. % No. % 

Male 1338 33% 562 34% 363 36% 272 37% 173 37% 

Female 2662 66% 1062 65% 651 64% 469 63% 294 63% 

not recorded 30 1% 5 0% 5 0% 3 0% 2 0% 

Age 

Under 16 17 0% 4 0% 1 0% 1 0% 1 0% 

16-24 172 4% 30 2% 20 2% 14 2% 8 2% 

25-34 626 16% 215 13% 108 11% 70 9% 39 8% 

35-44 957 24% 330 20% 194 19% 141 19% 90 19% 

45-54 914 23% 382 23% 233 23% 172 23% 103 22% 

55-64 670 17% 346 21% 235 23% 179 24% 121 26% 

65+ 463 12% 252 16% 188 18% 142 19% 93 20% 

not recorded 211 5% 70 4% 40 4% 25 3% 14 3% 

Ethnicity 

White 3779 94% 1539 94% 959 94% 702 94% 445 95% 

Pakista ni 49 1% 14 1% 9 1% 4 1% 2 0% 

Indian 30 1% 9 1% 5 1% 3 0% 1 0% 

Banglad eshi 2 0% 0 0% 0 0% 0 0% 0 0% 

Other Asian 2 0% 1 0% 0 0% 0 0% 0 0% 

Black other 3 0% 0 0% 0 0% 0 0% 0 0% 

Other 8 0% 6 0% 5 1% 5 1% 3 1% 

not recorded 167 4% 60 4% 41 4% 30 4% 18 4% 

Employment Status 

Full time employed 999 25% 401 25% 247 24% 176 24% 99 21% 

Part time employed 419 10% 165 10% 96 9% 65 9% 40 8% 

Student 102 2% 31 2% 12 1% 7 1% 5 1% 

Unemployed & seeking wo rk 785 20% 256 16% 142 14% 107 14% 71 15% 

Not working due to illness 350 9% 138 8% 83 8% 61 8% 36 8% 

Retired 702 17% 387 24% 271 27% 205 28% 142 30% 

Other non working 206 5% 73 4% 43 4% 35 5% 18 4% 

not recorded 467 12% 178 11% 125 12% 88 12% 58 12% 

fm r research I Id www. rese ar chin g .co. u k 19 



A discriminant function analysis of these and other variables from the patients' files helped 

determine the relative strength of the factors as predictors of likelihood of staying with the 

programme for its 12 months, by looking at the relative strength of each of these variables 

as causality. It suggested that those who stayed with the scheme for its full 12 months 

duration were more likely to be: 

older; 

non-smok ers; 

be at a more advanced 'stage of change' (hierarchical stages of pre-contemplation , 

contemplation , preparation, action and maintenance in relation to exercise) ; and 

started the programme in the latter part of its existence . 

Three of the above four factors are patient specific . The fourth one, started the programme 

in the latter part of its existence, is contextual. There have been changes made to the 

scheme in response to the previous evaluation. Those changes have helped in getting 

patients to more follow up appointments. 

Those attending all appointments were slightly more likely to be male, have a lower anxiety 

and depress ion rating, and lower systolic blood pressure. Weight at baseline and diastolic 

blood pressure at baseline did not predict likelihood to attend for the full 12 months . Neither 

did body mass index. 

The tab le below shows the medical cond ition profile, based on information given on the 

referral form, of those patients at baseline compared to those attending the programme at 

12 months. 

Figure 6: Medical conditions at baseline and those attending for 12 months 

Referral Route/Medical Conditions Total Baseline sample Attending for 12 
(n=4,030) months (n=469) 

LR Heart Condition 4% 6% 

LR Physical/Mental Limitations 31% 29% 

LR Chest Problems 14% 11% 

LR Diabetes 5% 4% 

LR Joint Pain 35% 38% 

LR Epilepsy 2% 2% 

LR Recovering from op/illness 8% 0% 

ETTM .I. 1% 1% 

ETT Angina 2% 4% 

PC Post M.I. 1% 3% 

PC Post CABG 1% 3% 

(LR = Low risk, ETT = Exercise Toleranc e Test, PC= Post cardiac) 
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At baseline , around 96% of patients were class ified as low risk, with the remainder high risk 

(ETT and post-cardiac) . The latter were more likely to complete the twelve months than the 

low risk participants. 

The proportion of post-cardiac patients on the scheme is low, but their ability to complete the 

duration is high. One PAC believed this to be a result of post-cardiac patients realising that 

exercising is essentia l for their future survival. 

Concern was also expressed by PACs and patients about the suitability of the scheme for 

certain types of physical condition. Inappropriate referring/enrolmen t seems to be cited as 

the issue here. 

Some PACs suggested that some patients had been referred to the scheme as the GP(s) 

had "run out of ideas" as to what to do with them . 

Some patients stated that the exercise programme suggested by their PAC actually seemed 

to aggravate rather than help the ir condition. This view emerged in the focus group 

discussions with those leaving the programme at baseline and three months stage, and the 

term they used was they 'suffered afterwards' (for example complaints like sore knees and 

an aching back) . To put this into context , only 3% (14 respondents) to the patients' survey 

felt the scheme made their general health worse. Note, it must be recognised that those 

unaccustomed to physical exercise may have experienced initial muscle soreness as their 

body responded to the effort . 

3.3 Administration of the scheme 

First appointment booking 

The patients' survey showed that the main party responsible for booking the first 

appointment onto the scheme was the GP practice/medical establishment (64%). Thirty 

four percent of patients surveyed stated that they made the first booking themselves . 
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Figure 7: Person responsible for booking first appointment 

GP 148% 

self 134% 

practice nurse I 11% 
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The percentage of GP booked appointments has fallen over the life of the programme 

(though actual numbers have risen). However, patients felt that appointments booked by 

the GP (the GP practice) carried a certain gravity which meant that the patient felt obliged to 

keep the appointment. This suggested that effort needs to be applied to encourage 

practices and other PAMs to do more of the appointment setting. 

Three quarters of participants believed they were given an appointment card for their first 

appointment, however a quarter of people believed they weren't. 

Variations between GPs 

Despite the vast majority (97%, 74 respondents) of GPs saying they knew about the 

scheme, the effectiveness of getting people onto the scheme varies greatly across GPs. 

It was useful to categorise GPs by four referrer types: 

enthusiastic (five or more referrals over a six month period) ; 

regular (two to four referrals over a six month period); 

occasional (one referral over a six month period); and 

none (no referrals over a six month period) . 
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When categorised by referrer type, variations between GPs in relation to the exercise 

referral scheme were noted. The data showed that: 

the propensity to promote the exercise referral scheme in the practice increased in 

relation to the enthusiasm of the GP as a referrer; 

GPs' rating of knowledge about the scheme increased in relation to the enthusiasm of 

the GP as a referrer; and 

the degree to which GPs felt the scheme was valuable to improving health in their area 

ranged from a mean of 6 (on a ten point ascending scale of merit) for non-referrers , to 8 

for enthusiastic referrers. 

Recognition of the above could be useful in helping target the promotion of the scheme to 

GPs, by adopting more intensive approaches outlining the benefits and characteristics of the 

scheme with the 'non' and 'occasional' referring types. 

Patients' perception about where they were on the scheme 

Comparison between the data from the patients' files and the data from the patient survey 

showed there were discrepancies between what stage of the programme (e.g. baseline, 3 

months, 6 months etc) the patients' files indicated the patients to have reached, and what 

the patients themselves believed. This is illustrated in the figure below. 

Figure 8: Comparison of actual and perceived stage reached on programme 

Stage on the scheme (from patients ' files) 
Baseline 3 months 6 months 9 months 12 months 

No. % No. % No. % No. % No. % 
Patients ' Base line 34 49% 8 10% 8 8% 14 12% 6 5% 
perceived 3 months 26 38% 23 28% 26 27% 21 18% 31 24% 
stage on the 6 months 5 7% 34 41% 30 31% 27 23% 19 15% 
scheme (from 9 months 2 3% 3 4% 12 12% 20 17% 7 6% 
survey) 

12 months 2 3% 14 17% 22 22% 35 30% 64 50% 

Ideally , there should be no difference between the perceived stage on the scheme and the 

actual one, but around a third of patients felt they had reached the same stage as indicated 

in their file, another third felt they had not participa ted as long as indicated in the files, whils t 

the final third felt they participate d longer than indicated in the files. 

Some of this variance could be accounted for by discrepancies between the scheme 

milestone and the actual date the meeting took place (given the logistical difficulties 

sometimes in arranging appointments) . Two thirds of patients had a different perspecti ve 
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about which chronolog ical milestones they had reached on the programme to what their 

records said, suggesting the milestone points had not been as strongly asserted as they 

might have been. 

3.4 Perceptions and experiences of the scheme 

What GPs most value about the scheme 

GPs gave many views as to what they saw to be the best aspects of the scheme. No single 

aspect, however, was mentioned by more than 20% of GPs . The most mentioned best 

aspects were: tailored to the individual 20% (15 respondents) ; positive way of getting people 

to exercise 16% (12 respondents); and increases motivation to exercise 16% (12 

respondents). 

Figure 9: What GPs most va lue about the scheme 
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GPs' worst aspects of the scheme 

GPs were much clearer about what they considered to be the worst aspects of the scheme . 

A quarter of GPs mentioned 'complex forms' (20 respondents). This was the only 'worst 

aspect' to score in double percentage points. 

The forms were modified in close consultation with GPs following the first evaluation of the 

scheme. It could be suggested the issue about complex forms could be heavily influenced 

by the non-referrers group of GPs who hadn't seen/used the new forms . However, there 

was little difference across the referrer types of GPs in this regard. The data might also 

reflect a latent dislike for form filling. 

Copies of referral forms are appended. 

What participants rated overall 

Seventy percent of all participants (355 respondents) enjoyed all of the scheme, and 26% 

(133 respondents) enjoyed some of the scheme . When asked, the elements most highly 

rated (good or very good, on a five point scale) by participants were consultation with the 

physical activity counsellor , enjoyment of fitness classes and organisation of appointments. 

Figure 10: Proportion rating each element 'good' or 'very good' 

Consultation with your PAC 

Enjoyment of fitness classes 

Organisation of appointments 

Swimming 

Using the gym 

Walking programme 

Range of classes available 

Timing of classes 

Home based exercise programme 
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Note : % responses based on those who responded other than 'did not use' - number of respondents varied from 235 (home 

based exercise programme) to 470 (consultation with your PAC). 
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Participants' enjoyment 

The main activities mentioned by participants (376 respondents) as the ones that they 

enjoyed the most were : 

gym and equipment (39%, 146 respondents); 

swimming (25%, 94 respondents); 

consultation with/supervision by PAC (25%, 94 respondents); and 

aerobics/exercise classes (12%, 45 respondents) . 

Patients reported that, despite knowing about (and being interested in) some of the other 

exercise opportunities on offer as part of the scheme , they tended to stick to those 

suggested by their PAC. This suggests the high degree of influence the PACs have over 

what scheme participants do. 

Two hundred and seventy three participants mentioned aspects of the scheme that they 

enjoyed the least. These were : 

lack of supervision/help/advice from centre staff or PAC (11 %, 30 respondents); 

timing of classes unsuitable/not available in the evening (9%, 25 respondents); 

embarrassment/feeling self conscious (8%, 22 respondents); 

access to or condition of centre/equipment (8%, 21 respondents); and 

centre too busy/overcrowded, couldn't use facilities (7%, 19 respondents) . 

As the data shows, PACs were mentioned as both strengths and vulnerabilities of the 

scheme. This could be due to differences in style/enthusiasm between PACs working on 

the scheme, but also due to the different expectations that exist amongst participants . 

Feeling embarrassed or self conscious was a concern, especially for those less familiar with 

exercise. Some participants were very sensitive to people older than they were exercising 

more capably. Participants seemed to feel most at ease when in the company of others like 

themselves. 

Some felt that leisure centre staff related to them in a manner not sympathetic to their 

condition and didn't make allowance for scheme participants being non-typical exercisers. 

Others felt they were 'bossed around' by people much fitter than themselves, and didn't like 

it. 
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PACs' perceptions of the scheme 

Both current and ex PACs felt that the scheme was worthwhile but there was room for 

improvement. The good points from their perspectives were that the information, advice 

and support given to participants increased the success rate and was personally rewarding . 

Having a 'friendly face', time spent on them, an opportunity to socialise with others in a 

similar situation and discounted use of facilities were seen to be the key benefits from the 

participants' perspective . Advice and motivation were also seen to be beneficial. 

Motivation to continue with the scheme 

Patients were asked which, from a list of options, motivated them to continue with the 

scheme. The most common answer was that they wanted to get healthy . 

Figure 11: Motivation to continue with the scheme 
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Participants felt that regular feedback on their improvements by the PACs was a strong 

motivator and for some having an enthusiastic PAC was the main reason they continued. 

The biggest difference between the presence of motivational aspects across the duration of 

the scheme came between baseline and the other stages, for example 43% (30 
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respondents) of those participating to baseline level felt motivated by wanting to get healthy 

in comparison to 71 % (302 respondents) of those participating beyond baseline . Sixteen 

percent (11 respondents) of those at baseline level were motivated by support from the 

PAC, compared to 41 % (171 respondents) of those participating beyond baseline. 

Participants also valued the cost savings that the scheme provided. 

Eighteen percent of participants said they were not motivated to continue exercising. Again 

there was a marked difference between baseline scores and the rest of the scheme. Forty

two percent (29 respondents) of those participating at baseline only stated they were not 

motivated to continue, while only 15% (62 respondents) of those participating in the scheme 

beyond baseline said they were not motivated to continue. 

Figure 12 Motivation to continue by stage on scheme 
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3.5 Impact of the scheme 

-+- I wanted to get healthy 

~ Consultation w ith PAC 

-1:r- Support from people you 
met at leisure centre 

,+ GP 

~ Was not motivated to 
continue 

The re are several perspectives which help eva luate the impact of the sche me: 

GPs' views of impact 

GPs saw the scheme as improv ing health in thei r area , giving the sche me a mean rating of 

7.1 out of 10, on a scale where 1 is 'not at all helpful', and 10 is 'essential' . 
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Patients' data files - 'stage of change' 

Analysis of the information within patients' data files showed the impact of the scheme on 

stage of chang e. The stage of change at each three month milestone from baseline through 

to 12 months for the patients who attended the programme for the full 12 months' duration is 

shown in the following figure . 

Figure 13: Stage of change, for those staying on the programme for 12 months 

baseline 45% 24% 15% 8% 

3 months 8% 34% 
■ pre-contemplation 

12 months 6% 16% 36% 

0% 20% 40% 60% 

44% 

55% 

33% 

80% 100% 

□ contemplation 

□ preparation 

II action 

□ maintenance 

□ missing 

The above data, which comprises one group of people as they move through the duration of 

the scheme (n=467), shows a shift up the stage of change hierarchy during the twelve 

months . 

Analysis indicated that people who completed 9 or 12 months were more likely to be at the 

preparation stage (stage 3), whereas those who only completed 6 months , 3 months or 

baseline were more likely to still be at the contemplation phase (stage 2). The difference 

between groups was significant (p<0.01 ). 

All those who had completed both baseline and 3 month questionnaires were then selected 

and stages of change for these individuals was compared at these times. The median stage 

at baseline was contemplation (stage 2) and at 3 months, the median stage had advanced 

to action (stage 4 ). Th is difference was significant (p<0 .0001 ). 
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All those who had completed up to 6 months on the programme were examined . The 

median stage at baseline was contemplation (stage 2) and the median stage for both 3 and 

6 months was action (stage 4). There was a significant difference for this group (p<0.0001). 

All those who had completed up to 9 months on the programme were examined . The 

median stage of change at basel ine was contemplation (stage 2), the median stage at 3 and 

6 months was action (stage 4) and the median stage at 9 months was maintenance (stage 

5). The difference was signifi cant (p<0.0001 ). 

Finally, the group who had completed questionnaires at all chronolog ical stages of the 

programme was examined. Differences between median scores at each stage were 

significant (p<0.0001 ). 

The stages of change model is progressive, but participants can return to earlier stages and 

repeat the process as often as necessary. However, this data seems to show individuals 

progressing from contemplation of an exercise programme, through to maintenance of a 

programme for 6 months or more. 

Patients' perceived change to 'stage of change' 

The patients' questio nnaire looked at participants' stage of change both before and after the 

programme. Half the participants (244 respondents) had moved to a higher stage, 40% 

(202 responden ts) had stayed the same, and 11 % (57 respondents) had moved to a lower 

stage. 

Minutes of physical activity per week 

Using data from the patients' files, an assessment of the number of minutes of physical 

activity was possible . The duration of physical activity completed per week did increase with 

participation on the programme but, irrespective of how long someone stayed on the 

programme, the main increase in the minutes of physical activity per week came between 

baseline and the three month stage, as might be expected. 

All those who had completed both baseline and 3 months questionnaires were selected for 

analysis. They showed an increase in the number of minutes of physical activity at 3 
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months (mean= 446.3, SD = 480.7) compared to the number of minutes of physical activity 

at baseline (mean = 354.05, SO = 433.3) . This difference was significant. 

The next group to be selected were all those who had completed baseline, 3 and 6 month 

questionnaires. There was an increase in minutes between baseline and 3 months (means 

318.4 (SD 344.4) and 450.5 (SD 517.5) respectively). The mean at 6 months was a slight 

decrease on 3 months at 437.2 (SD 486 .0). However median scores increased across the 

times measured - 240, 300 and 305 minutes respectively. Given the size of standard 

deviations, it is likely that there is a skew in the data (a small proportion of people doing a 

high amount of exercise) and the medians may be a more accurate indication. 

A similar pattern was observed in the data for all those completing at least 9 months on the 

programme, with most change occurring between baseline and 3 months, but only small 

changes between 3, 6 and 9 months. 

A final comparison examined the group who completed questionnaires at baseline, 3, 6, 9 

and 12 months. This showed that there was a significant change across the 5 

questionnaires . Again, the main change occurred between baseline and 3 months (means 

were 302.2 (SD 340.2) and 509.8 (SD 650.2) minutes respectively) . 

Blood pressure change 

Data from patients' files showed changes in blood pressure in relation to participation on the 

scheme. There were ·reductions in systolic blood pressure for those participating beyond 

baseline stage, and reductions in diastolic blood pressure for those participating for at least 

six months. 

To conduct the analysis, initially the group who had completed baseline and 3 months was 

selected (n=1627). Baseline systolic blood pressure for this group was 135 (SD 21) and 3 

months systolic blood pressure was 132 (SD 21). This drop in systolic blood pressure was 

significant (p<0.0001 ). 

When the group who had completed baseline, 3 and 6 months was selected (n=1014), the 

following differences were observed . Systolic blood pressure was 136.8 (SO 22.2) at 

baseline, 132.3 (SD 21.1) at 3 months and 131.3 (SD 19.5) at 6 months. These changes 

were significant (p<0.0001). 
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Diastolic blood pressure was also examined in this group. There was a decrease between 

baseline (mean 82.7, SO 12.3) and 3 months (mean 80.4, SO 11.6). There was a slight 

increase between 3 months and 6 months (mean 81.0, SO 12.3). The change across times 

of measurement was significant (p<0.0001 ). 

Systolic blood pressure also dropped significantly in the group who completed 9 months on 

the programme, as did diastolic. These changes were both significant. 

Finally, the group who had completed all 12 months on the programme were examined 

(n=467) . Systolic blood pressure dropped from a mean of 138 (SO 23.6) at baseline to 133 

(SO 20.2) at 12 months. This change was significant (p<0.001). 

Diastolic blood pressure dropped from a mean of 82.6 (SO 11.2) at baseline to 80.1 (SO 11) 

at 12 months. These changes over times of measurement were significant (p<0.01). 

Resting heart rate 

A significant (p<0.02) reduction in resting heart rate was noted, but only in those participants 

who had attended for the full twelve months of the scheme. The mean heart rate dropped 

from 75.6 (SO 13.7) at baseline to 72.7 (SO 15.5) at 12 months (n=467) . 

Anxiety and depression 

Using the HADS data from the patient files, the scheme contributed to a reduction in 

depression and anxiety for those who moved beyond baseline stage. 

Both anxiety and depression at baseline were examined across the groups who completed 

12 months, 9 months only, 6 months only, 3 months only and baseline only. Differences 

between the groups for both anxiety and depression scores can be seen in the table below. 
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Figure 14: HADS score throughout scheme 

HADS score at Mean HADS Standard Mean HADS Standard 
baseline Depression Deviation Anxiety score Deviation 

score 
Baseline only 7.18 3 .95 9.14 4.6 
3 months only 6.75 4 .02 8.80 4.5 
6 months only 6.28 3.84 8.47 4.3 
9 months only 6.37 3.68 8.21 4.5 
12 months only 6.04 3.87 8.43 4.9 

The higher score for the baseline group compared to the other groups for both depress ion 

and anxiety were significantly different (p<0.0001). The HADS depression score was a 

predictor of attending the programme for 12 months. Higher depression scores at the 

outset may make it more difficult to comply with the scheme . 

Decreases in HADS scores over time were also examined. Sticking with the scheme for 

only 3 months resulted in a significant improvement in both anxiety and depression scores. 

HADS-A scores at baseline were 8.52 (SO 4.6), dropping to 7.1 (SO 4.4) at month 3. This 

drop was significant (p<0.0001). Similarly, HADS-D scores at baseline were 6.3 (SO 3.8) 

dropping to 4.3 (SO 3.7) at month 3, again a significant drop (p<0.0001 ). 

Similar drops over time were observed in the group who had completed 6 months on the 

scheme and the group who had completed 9 months on the scheme. 

The group who attended the scheme for 12 months showed a decrease over time in both 

HADS-A and HADS-D scores. Anxiety scores dropped from 7.2 (SO 4.8) at baseline, 

through 5.3 (SO 4 .3) at 3 months, 5.2 (SO 4.2) at 6 months, 4.5 (SO 4.1) at 9 months and 

5.1 (SO 4.5) at 12 months. The result shows that this change is significant (p<0.0001) . 

Similarly , depression scores dropped significantly. The mean baseline depression score for 

this group was 5.0 (SO 4.0), dropping to 3.2 (SO 3.1) at 3 months, 3.0 (SO 2.6) at 6 months, 

3.3 (SO 3.1) at 9 months and 2.8 (SO 2.8) at 12 months. These were , again, significant 

reductions (p<0.0001 ). 

Patients' perceived level of health and fitness 

Sixty percent of patients (292 respondents) saw their general health improving , 67% (317 

respondents) of patients saw their general fitness level improving and 68% (325 

respondents) saw how they felt about themselves improving. The scheme was perceived 

to be more impactive with men than women, and perceived impact increased with length of 

fmr resea rch ltd www. researching. co . u k 33 



time on the programme . Along the duration of the programme the biggest change in 

patients' perceptions about their health came between the baseline and three months 

stages of participation. 

Patients' 'other' benefits from participating 

Sixty eight percent of participants (324 respondents) felt there were other benefits to their 

general health, general fitness level and how they felt about themselves. Significantly, the 

biggest difference in the presence of other benefits came between the baseline and other 

stages of participation. Fifty two percent (38 respondents) of patients participating to 

baseline level only saw other benefits from participating, compared to 71 % (286 

respond ents) for those participating on the programme for three months and beyond. 

Two hundred and seventy-nine people mentioned aspects of the scheme which they 

enjoyed the most. The five most enjoyed aspects were: 

22% (61 respondents) said they liked the company/working in a group/meeting others; 

16% (46 respondents) commented that they benefited from improved mobility/fitness/ 

health; 

12% (33 respondents) said they valued the feeling of wellbeing afterwards; 

12% (33 respondents) stated that the scheme helped with, or was suited to a particular 

health condition; and 

10% (29 respondents) said the part of the scheme they enjoyed the most was meeting 

people with the same problem and not feeling self conscious . 

Social aspect of the scheme highly valued 

The most frequently mentioned additional benefit to the programme was its social side : the 

company of others and the chance to meet others. This was mentioned (unprompted) by 

24% (78 respondents) . 

The social contact was praised by participants as a welcome consequence of the scheme 

and a motivator . Included in this were activities that were group based and those that, whilst 

individual, facilitated meeting with other people at the same time . 
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Other benefits mentioned by patients 

The other additional benefits of the scheme were mentioned as: 

confidence boost 

- weight loss 

awareness of own health/fitness. 

Confidence to exercise independently 

Sixty eight percent (342 responden ts) felt that participation in the scheme had given them 

the confidence to exe rcise independently . Confidence to exercise independently was higher 

for males (77%, 126 respondents) than females (64%, 216 respondents). The reasons for 

this aren't clear, and no significant data emerged from the focus groups to illuminate this 

point. Confidence to exercise independently increases with the length of time on the 

programme, with 75% (98 respondents) of those completing the scheme to the 12 month 

stage having the confidence to exercise independently. 

Fourteen percent (70 respondents) claimed to have the confidence to exercise 

independently before they started the scheme . 

Propensity to continue exercising 

Seventy eight percent (393 respondents) of scheme participants stated they had continued 

to exercise after attending the programme . Of these, twenty nine percent (147 respondents) 

stated they were exercising to the same extent, and half (246 respondents) stated they were 

still exercising, but to a lesser extent than whilst attending the programme. 

Twenty two percent (114 respondents) of participants stated they had not continued to 

exercise after leaving the programme . Likelihood of not continuing to exercise was fifty 

percent higher in females than males. 

Ninety three percent (452 respondents), however, claimed that they intended to maintain 

exercising. This could suggest a latent acceptance of exercise as a 'good thing', despite 

actual exercising behaviour . 
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The data also reinfo rced the point that not attending the scheme for the full twelve months 

does not necessarily indicate the scheme has 'failed' . Some participants decided to leave 

the scheme for reasons such as deciding to buy equ ipment and exercise at home or finding 

alternative forms of exercise which they preferred to pursue. Some ceased to partic ipate 

part way through becaus e they felt they had been 'cured' and their health returned . On 

occasions, other med ical conditions (for exampl e pregnancy , breaking an arm [in an un

related incident], being hospitalised , etc.) prevented peop le cont inuing . The data also 

show ed sign ificant incidences of missing or outdat ed patient phone and address details , 

wh ich wou ld have prevented follow up contact by the PAC being made . 

3.6 Improvements to the programme 

The follow ing brings together the sugg estions for improv ing the schem e. 

Patients' perspectives on improvement 

The most mention ed sugg estion s by parti cipants for improving the scheme were: 

more contact, better communi cation w ith PAC (16%, 33 respondents); 

more supervision/ad vice/encou rage ment while using equ ipment (14%, 29 respondents); 

more convenient times for classes/consul tation, more frequent classes (11 %, 23 

respondents) ; and 

better advertising/promotion , encourage GPs to refe r more (9%, 18 respondents) . 

Othe r suggestions included: 

mak ing Glasgow Club membership available to people referred to the scheme at a 

reduced rate - reduction not specified (some had joined the Glasgow Club without 

discount after they finished on the scheme); 

a group meeting at the start of the scheme for those starting at the same time; 

a wider range of activities (for example, line dancing) to be suggested by PACs; and 

additional services such as dietary advice and complementary therapies to be available 

as part of the scheme (some participants were disappointed at the start of the scheme 

when healthy eating advice was not provided by their PAC) . 
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How GPs think the scheme could be improved 

The top five ways that GPs considered the scheme could be improved were : 

more publicity and advertising to improve awareness (25%, 19 respondents); 

patients able to refer themselves (13%, 10 respondents); 

improve feedback to GPs/hospitals/patients (12%, 9 respondents); 

improve access to centres (9%, 7 respondents); and 

improve forms (9%, 7 respondents) . 

How PACs think the scheme should be improved 

PACs and ex PACs felt that the scheme had improved over time and is continuing to do so . 

There is still room for improvement, howev er. The key improvements suggested by PACs 

from the participants' perspective were: 

a bigger discount to participants (this in essence included both 'free' facilities and 

subsidies for a greater length of time); 

more time and contact between patients and their PACs (this should be flexible to allow 

more support to be offered where needed); 

managing expectations regarding addit ional advice, personal training; 

perceived unsafe or poor quality gym instructors (this was particularly an issue amongst 

ex-PAC s, which may suggest the situation has improved}; and 

providing creche facilities . 

From thei r own perspectives, PACs made the fo llowing suggestions : 

change the emphasis on recalls to avoid the banality of the 'numbers game', i.e. give the 

flexibility to do more with those who need more support and vice versa; 

there is a need to raise the profile of the scheme and highlight achievements ; 

improve the relationships between GPs and PAMs to encourage more appropr iate 

referrals , and improve communications on forms regarding mental health issues ; 

develop better networks of referral options, e.g. dieticians, complementary therapies; 

more involvement in organis ing support/social groups (this includes providing assistance 

with rooms and refreshments, canvassing initial support, source guest speakers, e.g. 

dieticians, similar to the 50 plus mornings); 
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reducing admin time, possibly with an admin assistant; 

providing job prospects and better salaries/bigger annual increments; 

providing a proper handover/training as people leave/new people start, as well as 

holiday cover to ensure the scheme can continue seamlessly when PACs are on leave; 

increasing the number of high risk consultations by seeing them in groups in hospital; 

regular phone calls in the first 6 - 10 weeks to improve adherence rates; 

improving the health profile forms; 

adopt the East Dunbartonshire Council booking system (this system was preferred by 

some PACs although the particular aspects of this need to be explored more 

thoroughly); 

drop in times at health centres and leisure centres; 

training on things like blood pressure, osteoporosis, osteoarthritis, counselling, health 

promotions , back pain, etc.; 

debrief sessions to address stress/fatigue from counselling; and 

consider the personal safety of PACs more fully. (The ex-PACs' focus groups revealed 

two instances where PACs found themselves in closed spaces with potentially 

dangerous people and with no method of informing the reception areas at their centres 

about this . Neither incident resulted in harm, though the PACs were concerned they 

were personally at risk.) 
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4 Recommendations 

The recommendations follow ing the evaluation of the GP Exercise Referral Scheme are: 

4.1 Cont inue supporting the scheme 

The data on impact shows the scheme is seen to have a positive impact on health. This 

view comes from participants ' perceptions, the analysis of participants' health, the views of 

GPs with a knowledge of the scheme and the views of PACs working on the scheme. 

4.2 Decide about the level of individual attention PACs can devote 

The biggest decision that needs to be made about the scheme relates to the amount of time 

or attention that PACs are able to devote to participants. As the uptake of the scheme 

increases there can be increasing pressure on PACs to 'process' people efficiently. The 

decision facing the running of the scheme is one of quality of service or quantity of service. 

This is a key aspect that needs to be considered. 

The more motivated and exercise attuned participants require less support from a PAC than 

some of the others . At the moment these are the people more likely to continue 

participating in and benefiting from the scheme. Those less intrinsically motivated and less 

exercise attuned need more support from their PAC. 

4.3 Move people beyond baseline 

The data available for this evaluation suggest the scheme has positive impacts on actual 

and perceived health and wellbeing if people participate to any point beyond the baseline 

stage. At the moment, too high a proportion of those referred to the programme do not 

move beyond baseline stage . The reasons for this were believed to include insufficient PAC 

resources to meet demand, inflexibility in PAC approach (at the moment 'one size fits all') 

and inappropriate referrals (pre-contemplators) onto the programme. 

For it to be worthwhile referring people onto the scheme, it is important to move patients 

beyond baseline stage. This could mean targeting the scheme more tightly at those 
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patients the scheme was designed to benefit , in that way ensuring sufficient PAC resources 

are available for all patients joining the scheme, or exploring additional support mechanisms 

for patients who require it. 

4.4 Consider a 'value for money' oriented study 

This evaluation has examined the processes and the impact of the scheme. It results in 

support from all of the scheme's stakeholders and different dimensions on how the scheme 

has made an impact on participants' health. This work could be followed by a health 

economist's view on the overall value for money of the programme. This would involve 

linking the benefits and impacts obtained from the programme with the costs of running it. 

4.5 Consideration of PAC salary and career prospects 

There is considerable turnover bf staff within the scheme. This is due to two factors: pay 

levels for highly qualified individuals; and the lack of a natural career path within Glasgow 

City Council, the current employer (so PACs see their future in Health Board roles, 

primarily). This is a difficult issue to address, but there appear to have been significant 

changes to the role since the inception of the scheme, yet the title of the post, job 

description and salary grading have not been revised . Addressing this may assist in 

retaining staff in some capacity and not losing the investment in training and expertise. 

4.6 Tighten scheme administration 

The data suggests there are administration areas which need improving . Too many 

participants (the majority) seemed unsure of which stage they were on the scheme, and a 

quarter believed they didn't receive initial appointments cards. Effort should also be 

focussed on reducing the number of patients who are called upon to book their first 

appointment themselves. 

Linked to this is the resource for PACs to carry out more follow up work, as this is seen as a 

strong motivator by participants. 
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4.7 Augment PAC capability 

The data shows the appetite for the scheme to include other health related advice and input. 

This means advice about diet and eating, complementary therapies and for some, smoking 

cessat ion. 

This could mean that the role of the PAC is increased to provide this input, or that this input 

is available from others within the umbrella of the scheme. 

Another option is to more clearly explain from the outset that the scheme is concerned with 

exercise only and to signpost people towards sources of the augmented services. However, 

the data shows that participants would prefer these to be part of the scheme, as a 'one stop 

shop'. 

4.8 Build social dimensions of the scheme 

Participants value the social interaction the scheme provides . The range and format of 

exercising could be extended to include more activities where social interaction is an integral 

part. This generates a task for the PACs to be aware of these activities and promote them 

to participants, as participants seem to follow PAC recommendations when it comes to 

exercise. 

4.9 Reduce the 'embarrassment factor' for participants 

One of the barriers to continued participation for some participants is feeling self conscious 

or embarrassed about thei r own condition compared to other people in the facilities . 

Suggestions include starting people on the scheme together, in groups comprising others in 

a similar physical condition , and separate/smalle r gym areas where people who feel 

intimidated can exercise with confidence . 

4.10 Encourage leisure centre staff to give more support to participants 

There are two dimensions to this. The first is that exercise referral participants, as non

typical exercisers , seem to need more help with equipment and encouragement than more 

usual centre users. Second is the view that centre staff are more comfortable relating to 
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people who are 'young and fit' . Participant feedback suggested there could be a 

comprehension gulf between centre staff and the participants, and leisure centre staff may 

need to be encouraged to be more sympathetic and support ive to referral scheme 

participants. This is a training issue. 

4.11 Focus on non-referring GPs 

There is a significant variation in referral rates across GPs. Further effort could be directed 

at non and occasionally referring GPs in order to help stimulate interest in the scheme . The 

outcomes of this evaluation could be used as part of the information/evidence in support of 

the scheme . 

4.12 Promot ing the scheme more strongly 

This is a call for stronger communication of the scheme . This could involve using the 

findings of this evaluation as part of the message in support of the scheme . The promotion 

would provide comfort about the scheme to referring GPs, existing participants and their 

friends/families ('brand reinforcement') . It would also encourage possible new participants 

to be interested in the scheme as something that could have a benefit to their health and 

wellbeing. If Glasgow's scheme is doing well in comparison to others around the country, 

this should also be public ised more widely to the public and relevant professionals . 
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5 Conclusions 

The Glasgow GP Exercise Referral Scheme has grown strongly since its inception . All 

stakeholders involved in this evaluation (patients, GPs, PACs) and the analysis of the 

patients' files point to the scheme contributing to the actual and perceived health of its 

patients . This comment is made with the understanding that this methodology was unable 

to track changes in health of those people choosing to exercise independently of the 

scheme and the fact that, as health is influenced by many things, changes measured by the 

scheme may not necessarily be due to the scheme alone. 

There are issues about the scheme which need to be addressed, and these are 

documented in the previous section on recommendations . However, there are three 

particular areas to which the scheme should pay particular attention. 

First is the issue regarding whether the scheme is geared to quantity of participation or 

quality of participation . Data from the analysis of patients' files, feedback from PACs and 

feedback via the patients' survey and focus groups all pointed to the need for greater 

flexibility in support, to give more to those less likely to maintain an involvement in exercise 

and derive health benefits . This would encourage them to participate beyond baseline 

stage, which evidence suggests is beneficial to participants . This approach may run counter 

to PACs having to 'process' people efficiently to meet the demands of the scheme . 

Second relates to issues around the PACs. The PAC role is central to the effective running 

of the scheme and a determinant in the quality of the scheme's output. There are issues 

regarding the development of the· PAC role from training in medical conditions through to 

complementary therapies . However, there is a main concern regarding the high staff 

turnover of people in this role, and the lack of continuity this creates. Two key contributing 

factors were cited, namely pay levels and the perceived lack of a career path in the role. 

Third is the growing need for a full value for money oriented study of the scheme. This 

would enable the translation of the findings revealed by this evaluation into a financial 

perspective. This would in turn help determine the absolute value for money provided by the 

scheme and would also facilitate a meaningful comparison with other schemes in the 

country . 

FMR acknowledges and thanks all who have contributed to this evaluation study. 
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Appendices 

Appended to this report are: 

1. Primary Care referral process; 

2. referral forms; 

3. patients' survey questionnaire; 

4. GP survey questionnaire; 

5. PAC focus group topic guide; 

6. patient focus group topic guide; and 

7. project steering group. 
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Appendix 1 - Referral Processes 



GP Exercise Referral 
NHS 

'---.,,,_I 
Greater 
Glasgow 

Primary Care Referral Process 

♦ GP/ Profe ssions Allied to Med icine (PAM) Receive short briefing session on accessing the scheme by the 
Exer cise Refer ral Team 

♦ GP/PAM identifies patient fo r exercis e Referra l using th e fo llowing cr ite r ia 

LOW RI SK REFERRAL 
FOR PATIENTS FREE FROM ESTABLISHED CHD STEP 2 HIGH RISK REFERRAL 

FOR PATIENTS WITH ESTABLISHED CHD 

Patient should be currently INACTIVE and 
contemplating/preparing to become act ive 
Have one or more modifiable CHD risk fac t or 
No known established CHD 

Other conditions which would benefit from regular 
physical activity participation e.g. osteoporosis, anxiety 

/ depression, MILD arthritis, patients with BP<l60/90 

mmHg 
Patients with BP~160/90 mmHg will only be accepted 
if BP is being monitored / treated. 
13P~200/110 mmHg will NOT be accepted onto the 
scheme 

♦ CORONARY HEART DISEASE / ANGIN A / PREVIOUS CABG / 
PREVIOUS ANGIOPLASTY / PREVIOUS M1. 

♦ Patient should be current ly I NACTIVE and 

contemplating/preparing to become active 

♦ Patients with CHD WI LL BE REQUIR ED t o undergo an 
Exercise Tolerance Test (ETT ) 

♦ Those who have never had an ETT & those who have not 
had an ETT within the last 6 months should will be 
required to undergo an ETT 

♦ For patients who have had an ETT within t he last 6 
months and have had no increase or severity of symptoms, 
existing ETT results will be used. 

PLEASE FORWARD REFERRAL FORM TO THE SAME HOSPITAL WHERE 
THE LAST ETT TOOK PLACE. 

EXCLUSIONS 
• Unstable Angina • Unmonitored / treated BP consistently ;;:160/90mmHg 

• BP ;;:200/llOmmHg • Symptomatic Valve Disease 

• Thos e unable to per fo rm an ETT or low level exercis e progr amme due to ment al or physical limit ati ons 

:omplete LOW RISK Health Profile referral pad. 
Send white copy of the form is sent to the Exercise 

:ounsellor at the appropriate centre (pre-addressed 
'pre-paid envelopes available) 

,;ive yellow copy to the patient 
>lace pink copy in the patients file 

;p/PAM/Receptionist make an appointment for the 
1atient to receive their initial Exercise Consultation 
It the appropriate site. 

♦ Complete HIGH RISK Health Profile referral pad 
♦ GP MUST APPROVE MEDICAL HISTORY AND REFERRAL 
♦ Post 2 copies to the Cardiology Department of the 

hospital where patient had last ETT (if applicable) 
♦ Place one copy in the patients file 

STEP 4 
♦ Patient contacted by hospital and attends appointment 

for an ETT (if necessary) 

1atient issued with an appointment card (booking line 
,umbers located on reverse of card) 

♦ If appropriate, hospital sends report to Exercise Referral 
Team & makes appointment for the patient to attend 
their initial Exercise Consultation 

STEP 5 

PATIENT RECEIVES EXERCISE CONSULTATION. 
;onal Exercise Prescription agreed. 
'AM notified of patient's exercise prescription 
ent enrols on scheme for 1 year 

S'rE.:D " ,., I .. / 0 
Patient is directed to 
appropriate activities 

e Based Activities 

1 / Exercise Programme 
Independent Centre Based Activities 

1 year subsidised access 

(e.g. gym activities , swimming, exercise classes) 

STEP7 

Supervised Centre Based Activities 
1 year subsidised access 

(gym sessions & exercise classes) 

Patient is contacted at 3 monthly intervals to discuss progress and modify activity goals if necessary 



GP Exercise Referral 

Post Cardfoc Rehabilitation Referral Process 

SlEP 1 
♦ Cardiac Rehabili ta tio n Team re ceive short br ief ing session on accessing t he scheme by the Exercise Referra l Team 

s·i EP ;~ 

♦ Patient completes Phase III Exer cise Programme at one 
of the 6 acute sites (Glasgow Royal Infirmary , Victoria 

Infirmary, Gartnavel General Hospital , Southern 
General Hospital , Western Infirmary, Stobhill Hospital) 

3 

♦ Cardiac Physiotherapist / Nurse completes referral 
form - FOR POST CARDIAC REHABILITATION PATIENTS 

EXCLUSIONS 
• Unstable Angina • Unmonitored / treated BP 

consistently ;:::160/90mmHg 

• BP ;:::200/ll0mmHg • Symptomatic Valve Disease 

♦ White copy sent to Exercise Counsellor 
Yellow copy of referral form is sent to GP 

Pink copy given to patient 
(photocopy held in patients file) 

STEP4 

♦ GP/PAM/Receptionist make an appointment for the 
patient to receive their initial Exercise Consultation 
at ·the appropriate site. 

♦ Patient issued with an appointment card 
(booking line numbers located on reverse of card) 

STEP 5 

PATIENT RECEIVES EXERCISE CONS ULTATION . 

Personal Exercise Prescription agreed. 
♦ GP/PAM notified of patient's exercise prescription 
♦ Patient enro ls on scheme for 1 year 

STEP 6 
Patient is directed to 
appropriate activities 

NHS ..____,_,-; 
Greater 
Glasgow 

,e Based Activities 

1 I Exercise Programme 

Independent Centre Based Activities 

1 year subsidised access 
ER/BACR* Supervised Centre Based Activities 

1 year subsidised access 
(e.g. gym activities, swimming, exercise classes) (gym sessions & exercise classes) 

STEP 7 

Patient is contacted at 3 monthly intervals to discuss progress and modify activity goals if necessary 

* ER/BACR - Exercise Referral Staff or British Association of Cardiac Rehabilitation Phase IV Instructor 



Appendix 2 - Referral Forms 



Health Profile ro BE coMPLETEo sv GP. .(~'7 \\ 

It is important that you complete this profile so that your patient con be given on appropriate exercise prescription. • fl 
Please refer pat ients to a member of the Exercise Referral Team based at the patient's preferred exercise venue I 
(see listing on reverse of the folder). Send the completed form to the team member and telephone their 
booking line to make on appointment for the patient to attend the Exercise Referral Scheme . 

lf411illi•lit41~i 
Nome _ ___ _ _ _ _ _ _________ _ _ _ 

Address --------------------

Hospital No (if known) ______________ _ 

D.O.B _____ _ Tel No. _______ _ _ _ 

B]lltJ:IMI~· (or stomp) 

Nome ________ _ ____ __ _____ _ 

Address __ ______ ______ _____ _ 

Tel No. ________ Fox No. ________ _ 

MAIN CORONARY HEART DISEASE RISK FACTORS 
Yes No 

1. Does your pa tient hove a hea rt condition? D 
If NO, go to question 2 

If Y
I 

ESb,
I
hos your patient comphletedh o

I
full cordioch i._J □ 

re 10 i itot ion programme w it in t e c,st 6 mont s? ···- . 
If YES, go to question 2 
If NO, please use the referral fonn for patients with CHD. 

2. Does your pa tient hove 
1 
__ ~

1 
symptoma tic valvu la r heart disease? ~ .l 
If YES, please do not use the Exercise Referral Scheme. 

3. Does you r patient hove ony physical or mental limitations 
which wou ld make exercise programmes d ifficult (eg 
prev ious stroke, rheumato id arthriti s, bock pain etc). [::;)_ 
If YES, please prov ide detai ls ____ _ ______ _ 

Please note that patients must have both the mental and physica l 
abi lity to be ab le to par ticipate in class based or indiv idua l 
based exercise pro grammes. 

4. Does you r pa tient smoke cigare ttes? GJ 
If YES, how many per day? _______ _ 
If ex-smoker how long stoppe d? _________ _ 

5. Is your patient's blood pressure?: 160/90? 
If YES, ore they being monitored/ trea ted? 
Please do not use the Exercise Referral Scheme 
if blood pressure is constant ly ?: 160/90 
and is not being monitored/ treated or 
if blood pressure is?: 200/1 10. 

fUl Ul f lllll.Ai:OOW 
m;Ji~ltt llCIA.Hi:> 

6. Please ind icate current drug therapy 

D Beta Blocker O Alpha Blocker 

D Rote limiting calcium channel blocker/any vosodilator 
Other relevant drugs ____ _ ___ ___ _ _ _ 

OTHER RELEVANT INFORMATION 
Yes No 

7 . Does your patient drink alcohol? LJ Q 
If YES, please state no . of units per wee k ______ _ 

8. Does your patien t hove chest problems? ~j [:") 
Please provide details of any medication: _____ _ _ 

9. Is your i:iotient diabetic? 
If YES, LJ IDDM O N IDDM 

10. Does your patient hove any joint pa ins or 
conditions? e.g. osteoarthritis, osteoporosis 

If YES, please provide details ____ _ ____ _ _ 

1 1 . Does your patient suffer from epilepsy? 

12. Is yo ur patient curren tly on any medication 
which would affect their exercise tolerance? 

□ IQ 

□ bJ 
If YES, please provide details __________ _ 

1 3 . Is you r patient recover ing from on operation [3 c·1 
or illness? 
If YES, please prov ide details __________ _ 

Based on this health profi le, and my knowledge of the patient, 
I know of no reason why this patient should not join the Exercise 
Referral Scheme. This scheme involves o one to one physical 
activity consultation and advice on appropria te exercise and 
self monitoring (as per GGHB protoco l). 

Doctor Signature _________ _ ____ _ 

Print name _________ Dote __ _ 

I give permission for this information lo be passed 

on to the Exercise Referral Stoff. 

Patient Signature ______________ _ 

Print name _____ _ __ _ Date _ _ _ 

--··-, - - - -- -- ---



Consultant - Dr F. Dunn 

/for:. P~!ients with CflD 
Tl1is form allows access to exercise testing lo determine the safety of exercise prescription for the patient. The hospital will assume clinical responsibility 
for any recornmenda\ion lo exercise. You will be notified of the test results. 

Please post this form to - Ms A Forrest, Cardiology Department, Stobhi/1 Hospital , Glasgow G21 3UW 
Tel: 0141 201 3065 Fax: 014 15585693 

FULL REHAB PROGRAMME COMPLETED WITHIN THE LAST SIX MONTHS ? - DON'T USE THIS FORM. 
USE LOW RISK EXERCISE REFERRA L FORM UNLESS SYMPTOMS HAVE CHANGED 

ETT WITHIN LAST SIX MONTHS V U N □ 
Can this patient walk on a treadmill Y O N 0 

Which Hospital .. .. ___ •-· .. Please refer to same hospital. 
If NO please do not refer. 

PATIENT DETAILS 

Name •-- - - ---- ---- - -- -- -- -- -
Address - -- ----- -----

Hospita l Number (if known) __ _ _ _ 
D.O.B. ....... _______ TeL No. ______ ___ __ _ _ 

PAST HISTORY AND RISK FACTORS (please tick one or more) 

y N 
[] 0 Myocardial infarct ion Date of last Ml -- --- -~ 
0 0 Angina Pectoris Date of first diagnosis ____ _ 

Is chest pain frequency increas ing YD ND 
If YES, do not use t11is form. Refer to chest pain service. 

Is ches t pain severity increasing YU ND 
If YES , do not use this form . Refer to chest pain serv ice. 

y N YN 
□ D Periphera l vascu lar disease D □ Peptic ulceration 
0 0 CHF 
[l [l Angioplasty 
[] [] CABG 
O □ Arrlly thmia 

[! D Duodenal ulceration 
OD Oesop hageal disease 
OD Hiatus hernia 

Describe -------- ----- - ···- -
□□ Valve Disease Describe ---··-·-··---·--- ---
□ □ Hyperte nsion Most recent BP 

0 ;7 Diabetes If YES · IDDM □ NIDDMO 
U CJ Current smoker If YES • How many per day 

Don 't kno w y N 
□[] 

□□ 
□ Cholesterol over 5.5 
□ Family history (parent or siblings) 

of coro nary heart clisease 

Any ot he r phys ical fact o rs or med ical conditio ns whi ch 
may limit your pati ents ab ility to exer ci se 

O Asthma D Osteoporos is (low impact exerc ise) 
D Epilepsy (no water sports) OA rthrilis 
□ Other, (desc ribe) 

C3*l;l;l3~ii•l;l'1tJii#l3itJ:D 
y N 
D [J B-blocke r 
r-J [l ACE Inhibitor {Or A2 aruagonist) 

[][ ] Warfarin 
D □ Diuretics 
0 0 Asp irin 
0 0 Alpha blockers 

y N 
IJ O Anti-Arrhythmic 
□Cl Digoxin 
□ D Rate limiting 

Ca Channe l blocke r 
DO Lipid lowering 

D D GTN If Yes, no. of sprays per weeh 
Is use increas ing D decreasing Cl slaying 11,e same [.J 
D D Other nitrate Spec ify _________ _ 
Other RELEVANT drugs (please specify) ___ _ ___ _ 

QQ•l#it~lfi (or stamp) 

Name _ 
Address 

Tel. No. _______ Fax No . . 

REFERRAL TO EXERCISE COUNSELLOR POST ETT 

ETT REPORT 

Modified Bruce [] Standard Bruce □ 
Expected exercise lime _ _ ____ mins 
Achieved exercise time .................................. mins 

Reason for stopping 
y N 

0 [] Angina If Yes, onset time_ 
D D Breathlessness 
D O Syncope 
O[J Fatigue 
[l [] No BP response 

Other (please specify) 

□□ ST changes If Yes then which leads 
fv1ax ST change ----- mm 
HR at first 2mm ST depression 

mins 

beats/min 

Low risk = Expected ex;,cclso time os ~r nomogr.im ANO elt hor NO ECG 
changes or ST changes <2mm. Unsuperv ised or gym inst ructo r 
supervision . 

Poof Exercise • Less than expec ted exercise time~ less tha n 3 minut es on a Standard 
Capac it y = Bruco (9 minutes cm a mod ified Bruce• but no chest pain AND eith er 

NO ECG change& or ST changes <211101. Re for to loca l cardiac rehab 
service. 

High risk= Not In tow risk cnlegor y ~ ETT sim ilar to previ ous resu lts so 
considered stable. Requires BACR/ER staff superv lson . 
Less lha n expected exercise time bu t no chest pain ANO ollh or NO 
ECG changes or ST ctrnngos <2mm. Requires BACR/ER staff 
oupervison. 
Not in 1ho low risk category # eithe r no previ ous resul ts avallo blo or 
sig nifi can t -do'lorforntion (ETT or sv.mp toms ) from previou s. test . 
Refer back to GP rccommeodfng cardiology referral. 

RECOMMENDED PRESCRIPTION 

D No restriction 
D No water sport (epilepsy) 
□ Other 

Duration 

[] No contacl sport (valve replacement) 
O Low impact only (osteoporosis) 

20 minutes at recommended BORG and HA 
HR recommen ded .. -· ..... beats per min 
(catculated as 65-75% al achieved ETT peak heart rate; 
OR if on b-blockcr, 80% of achieved ETT peak heart rate; 
OR it 2mm ST depression, HR a1 that point) 

BORG recommenda tion 
(calculated as 213 or maximum rating during exercise test) 

Reported by: ______ _ __ Signal ure: _ __ _ _ ___ __ Date: Vim;i,;,n 3 • f"cb. ~?COO (63-37J> 



cGP lt14il1fU REFERRAL SCHEME) 

For Post Cardiac Rehabilitation Patients 
Please refer pat ients to a member of the Exercise Referral Team based at the patient's preferred 
exercise venue (see attached listing). Send the completed form to the team member and telephone 
their booking line to make an appointment for the patient to attend the Exercise Referral Scheme. 

Nome ___________________ _ 

Address ________ ___________ _ 

Age __ ____ _ ~!No _____ _____ _ 

Nome _____ ______________ _ 

Address ------- -------------

Tel No, _______ _ Fax No. ________ _ 

Current Cardiac Status 

Post Ml 

0 PostCABG 

Dole _______ _ 

Dote ___ ____ _ 

D Post Angiop lasty/Stent 

[] Angina 

Dote _______ _ 

Dare ______ _ _ 

Evidence of Angina: D Yes [J No 
If pa:ient has unstable angina please de nol use the Exerci,e Referral Scheme. 

If YES, how often? Cl > l /cloy [] > 1 /week D > 1 /month 

Evidence of Heart Failure:D Yes L] No 

D Mild Modera te 

Comments ___ ______ _________ _ 

GTl'l User: 0 Yes [ J No 
Comme nts ___ ______ _________ _ 

Other Health Problems 
[ ] Claudicolion [ ] Epilepsy 

0 COPD/ Asthma O Hypertension 

Diabe tes: 0 NIDDM O IDDM 

[] CVA 

[] Arthritis 

Comments __________________ _ 

Current Drug Therapy !please lick one or more) 

[] Belo Blockers [] Alpha Blockers Diuretics 

[] ACE Inhibitors O Nitrotes Anti Arrythmics 

D Warforin O Role limiting chann el blockers/ 
any vasod ilotor 

Other relevant d rugs ______________ _ 

Co mments --- ----------------

CARDIAC REHAB PHASE Ill INFO 

Dale of Commenced Phase Ill __________ _ 

Date Completed Phase Ill 

No of Attendanc es ____ _ _ 

Able to Self Monitor 

HR Monitoring Approp . 

D Yes No 

[] Yes [J No 
If No, comment _______________ _ 

Training HR (if opprop) ___ ______ _ reg/irreg. 

Exercise Capacity: _____ METS i LJ Low ln>eo.,1y < 5 METS I 
Regular Exerciser LJ Yes , i No D ""'-c.lnr,,.,ry~5M£JS! 
RPE _______ _ 

Exercise Limitations----- ----------

Exercise Interests----------------

Recommended Exercise 

0 BACR supervised exercise [] Unsupervised exercise 

D Non BACR supervised exercise 

At what point, (if any) , con supervision be reduced? 

Comment; ___ __________ ____ _ 

I agree that the above information may be passed onto the 
exercise staff. My participation . in the exercise sessions is totally 
voluntary. I am responsi ble for monitoring my own cond ition 
throughout the sessions, and should any unusual symptoms occur, 
I will stop exercising immed iotely and inform the instructor/GP 
of these symptoms. If I am aware of any change in my health that 
could affect my ability lo exercise, I wili get advice from my GP 
before exercising. 

Patient/C lient Signature _______ ______ _ 

Print nome. ___________ Date ____ _ 

Cardiac Rehab Specialist Signature ________ _ _ 

Print name ___________ De.le ____ _ 

Contact Tel: ___ _ ______ _ 

Ext _____ _ 

GRl:.AT(H GLASGO W 
HEALTH 80,UlD 



Appendix 3 - Patients' Survey Questionnaire 



GP EXERCISE REFERRAL SCHEME 

Patients' Survey 

fmr 
research 

1. How did you find out about the GP exercise referral scheme? 

Recommended by GP 

Recommended by practice nurse 

Recommended by physiotherapist 

Recommended by friend/relative 

D Asked my GP for advice or help 

D Saw advert ising/posters/leaflets 

D Talk to cardiology departments 

D Other (please state) 

□ 
□ 
□ 
□ 

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

You 

Your GP 

Your physiotherap ist 

Practice nurse 

Doctor 's receptionist 

Other (please say who) 

□ 
□ 
□ 
□ 
□ 
□ 

3. Were you given an appointment card for your first appointment? 

Yes 

No 
□ 
□ 

4. Did you enjoy taking part in the exercise referral scheme? 

All of it 

Part of it 

None of it 

□ 
□ 
□ 

5. How would you rate the following aspects of the GP exercise referral 
scheme? 

0 G 0 0 0 Didn't 
use 

a) Consultation with your physical □ □ □ □ □ □ activity counsellor 
b) Organisation of appointments □ □ □ □ □ □ 
c) Range of classes available □ □ □ □ □ □ 
d) Timing of classes □ □ □ □ □ □ 
e) Enjoyment of fitness classes □ □ □ □ □ □ 
f) Using the gym □ □ □ □ □ □ 
g) Home based exercise □ □ □ □ □ □ programme 
h) Walking programme □ □ □ □ □ □ 
i) Swimming □ □ □ □ □ □ 



6. Which aspects of the scheme did you enjoy most and why? 

7a. Which aspects of the scheme did you enjoy least and why? 

8 Please read the following statement: Being regularly physically active means 
taking part in sport or exercise type activities 2-3 times per week or accumulating at 
least 30 minutes of general activity , such as brisk walking or gardening, on 4-5 
days of the week. 

a. Which .Q.!lg of these five stages best describes you before taking part in the 
scheme? 

I was not regularly physically active and did not intend 
to be so in the next six months 

I was not regularly physically active but was thinking about starting 
to do so in the next six months 

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

I was regularly physically active but only began 6 months prior 
to participating in the GP Exercise Referral Scheme 

I was regularly physically active and had been so for 
longer than 6 months 

Sb. Which .Q.!lg of these five stages best describes you ~? 

I am not regular ly physically active and did not intend 
to do so in the next six months 

I am not regularly physically active but was thinking about starting 
to do so in the next six months 

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

I am regular ly physically active but only began 6 months prior 
to participating in the GP Exercise Referral Scheme 

I am regularly physically active and had been so for 
longer than 6 months 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 



9. What impact has the scheme had on .... 
worse stayed better 

the same 
a) your general health □ □ □ 
b) your general fitness level? □ □ □ 
c) how you feel about yourself? □ □ □ 

1 Oa. Do you feel there have been other benefits from participating in the scheme? 

Yes D 
No □ 

1 Ob. If so, what are they? 

11. Has your participation in the scheme given you the confidence to exercise 
independently? 

Yes 
I exercised confidently before the scheme 
No 

□ 
□ 
□ 

12. Which consultations did you attend? (tick all that apply) 

Initial consultation with physical activity counsellor D 
3 month follow up appointment D 
6 month follow up appointment D 
9 month follow up appointment D 
12 month follow up appointment D 

13. Did you have any problems getting a follow up appointmen t? 

Yes D 
No □ 

14. Did you usually receive an invitat ion to come for an appointment? 

Yes - by letter D 
Yes - by phone D 
No □ 
Made own appo intment D 



15. Which of the following motivated you to continue with the scheme? 

Consu ltation with Physical Activit y Counsellor D 
Support from Counsellors D 
Support from people you met at the leisure centre D 
Information from health professionals D 
Support from health professionals D 
GP 0 
I wanted to get healthy D 
Was not motivated to continue D 

16. Have you continued to exercise since the programme? 

Yes - to the same extent D 
Yes - to a lesser extent D 
No □ 

17. Do you intend to maintain exercising? 

Yes D 
No □ 

18a. Do you think the exercise referral scheme can be improved? 

Yes □ GO TO Q18B 

No D Thank you 

18b. If so, how can it be improved? 

Please return this questionnaire to 
FMR Market Research in the freepost envelope provided or to 

FMR Market Research Ltd 
FREEPOST SCO6052 

GLASGOW 
G36BR 

by Monday, 17th December 2001 

Thank you 



Appendix 4 - GP Survey Questionnaire 



fmr 
research 

Contract No: 2097 

Contract Name: GGHB GP Exercise Referral Scheme Evaluation: GP Survey 

COLLECT RESPONDENT DETAILS : 
EXPLA IN 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 genuine market research." 

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 

I k t prevIous1y nown o me. 

Interviewer Name 

Signature 

Date 
Back-checked by 

Date 

INTRODUCTION: 
[READ OUT] "Good morning /afternoon /evening, my name is ______ from FMR 
Market Research . I am undertaking a survey on behalf of Greater Glasgow Health Board to 
assist in the evaluation of the GP Exercise Referral Scheme. This will help ensure that 
GGHB/Glasgow City Council provide a service that meets the needs of patients and GPs. 
Could you please spare me five minutes to give me your views? All your answers will be 
held in the strict confidence." 



1. First of all, have you heard of the GP Exerc ise Referral Scheme run by Glasgow City 

Counc il and Greater Glasgow Health Board? 

Yes 1 

No 2 

2 . How did you fi rst learn about the GP exerci se referr a l schem e? 

GGHB 1 
LHCC 2 
Pract ice Manager 3 

Pra ctice Nurse 4 

Other GPs 5 
A patient 6 

Glasgo w City Council Exer cise Cou nse llo rs 7 

Other (please state) 8 

3a . Is the exercise refe rra l scheme prom oted in your practice? 

Yes 1 GO TO Q3B 
No 2 GO TO Q4 

3b. If so, how is it promoted? (CIRCLE ALL THAT APPLY) 

Posters in the wa it ing area 

Leaflet s in the wait ing area 

1 Don 't Know 88 

1 

During consul tat ion s with pat ien ts 1 

Practice nurse 1 

Physiotherapis t 1 

Other (please state) 1 

4 . Who do you think should be responsible for promoting the exercise refer ral scheme in you r 

practice? (DO NOT PROMPT) 

GGHB 1 

LHC C 2 

Practice Manager 3 

Practice Nurse 4 

GPs 5 

Glasgow City Council Exercise Counsellors 6 

Other (please state) 7 



5. How would you rate your own knowledge of the exercise referral scheme (including referral 

procedures)? 

No knowledge 1 

Aw are of it 2 

Some knowledge 3 

Full know ledge 4 

6 . Do you have a Glasgow City Council Exercise Refer ral Scheme pack? 

Yes 1 

No 2 
Don't Know 88 

7. Have you ever referred a pat ient onto the Exercise Referral Scheme? 

Yes 1 

No 2 

GO TO Q8 
GO TO Q15 

8. W hat do you th ink are the best aspects of the exer cise refer ral scheme? 

9. And what do you think are the worst aspe cts of the exer cise referra l sch eme? 

10. Who usually books the appo intments onto the exercise referral scheme? (CIRCLE ONE 
ONLY) 

You/othe r GPs 1 Don't Know 88 
The patients 2 

Receptionist 3 
Practice nurse 4 

Physiotherapis t 5 

Other (please state) 6 

11. Have you/your colleagues experienced any problems in booking appointments? 

Yes 1 GO TO Q11 
No 2 GO TO Q12 



12. If so, what problems have you/they experienced? 

13. How often do you keep a) completed cop ies of the exercise referra l forms in the patients ' 

f iles; and b) updated act ivity goals sent by Physical Activity Counsellors? (READ OUT) 

a) exercise ref forms 

All of the time 1 

Most of the time 2 

Some of the time 3 

Never 4 

b) updated activity goals 

1 

2 

3 
4 

14. After referring a patient , do you ask them about their progress on the exercise referral 

scheme? (READ OUT) 

Al l of the time 

Most of the time 

Some of the time 

Never ask 

GO TO Q16 

1 

2 

3 
4 

15. If you don't refer patients onto the scheme, why is that? 

ASK ALL 

16. How can the exercise referra l scheme be improved? 



17. How valuable do you see the GP Exercise Referral Scheme in improving health in your 

area? 

1 2 3 4 5 6 7 8 9 10 
Not at all helpful Essential 

18. Why do you say that? 

Thank you 



Appendix 5 - PAC Focus Group Topic Guide 



GP Exercise Referral Programme Evaluation 

Topic Guide - (Ex)Counsellors 

1. Introductions and background 

a. Purpose of group 

b. Ground rules 

2. Overa ll, how would you rate the effectiveness of the GP Exercise Referral 

Programme? 

Why do you say that? 

frur 

3. What are the good points of the programme a) from your perspe ctive; and b) from the 

part icipant's perspective? 

4. W hat are the areas for improvement with the programme a) from your perspective; 

and b) from the participants ' perspect ive? 

And how could these be addressed? 

Probe specifically : 

• How the week is structured - the number/ time of appointments ; should tasks be 

the same for every PAC or should you play to your strengths/interests and so be 

more flexible? 

• Is one evening per week enough from the participa nts ' perspective? Would 

there be more uptake if more evening sessions were offered? How would this 

affect you as a PAC? 

• How could the administrative systems (e.g. forms, booking appointments) be 

improved? 

• The appropriateness of the scheme in terms of the different types of client (high 

risk , low risk, ETT S, etc.) 

• What factors do you think affect the uptake of the scheme and participants ' 

"staying power"? What is the really key thing to keeping people interested? 



5. Do you feel that you have/had an appropriate level of autonomy to address some of these 

issues directly? What level of autonomy do you feel you have/had? 

6. Do you feel that you work(ed) as part of a large organisation (GCC), a large team (all 

PACs), in a small team (at your site) or do you feel that you are working /worked solo? Why 

do you say that? Is that appropriate for the role that you play(ed) as PAC? How could team 

working /commun ications be improved? 

7. How do you feel about the work ing relationship you have/had with both the Council and the 

Health Board? Has/d id this deteriorate(d), stay(ed) the same or improve(d) in the past, say, 

twelve months? If it has changed, how has/did it change(d) and who drove this change, in 

your opinion? 

8. Have you had any specific train ing to help you do your job as a Physical Activity 

Counsellor? If so, what? 

Is this appropriate to what you fee l you need(ed)? If not, what are the gaps? How could 

these be addressed? Why would th is help you to do your job better? 

9. Are there any other issues from the personal development perspective which you would like 

to (have) address(ed) to make your job more rewarding/help you to develop additional 

skills, etc? 

10. There has been a reasonably high turnover of staff, with PACs staying a short period of 

time before moving on to other jobs. What are the barriers to staying in the job/doing it 

well? What would make the job more attractive to stay in/easier to do? 

11. Any other comments? 

Thank and close 



Appendix 6 - Patient Focus Group Topic Guide 




