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0.1 Thesis Abstract

Background

Physical inactivity affects every system in the body and is associated with many chronic
diseases. This impacts on the lives of individuals and has substantial social and economic
implications. A large proportion of the UK population is insufficiently active and system-
wide approaches to promoting physical activity are required. There are over 55,000
physiotherapists in the United Kingdom, yet little is known about physical activity promotion
in this domain of healthcare. The overarching research aim is to explore physical activity
promotion in physiotherapy practice and to understand the factors that influence current
practice.

Method

This programme of research is underpinned by a philosophical position of pragmatism.
Within this methodological framework, a systematic scoping review was first undertaken to
assess the state of the existing global evidence. Following this, a mixed methods study, was
completed using a sequential explanatory design. Phase 1 involved a national, cross-
sectional survey of UK physiotherapists. Phase 2 involved a qualitative, explanatory follow-
up which aimed to further explain the quantitative findings.

Findings

Thirty-one studies were included in the systematic scoping review. Findings from Phase 1 of
the mixed methods study indicated that respondents (n=514) initiate conversations with
patients about physical activity but lack a systematic approach. Physical activity status was
not routinely assessed, signposting to other services was inconsistent, and knowledge of the
physical activity guidelines was poor. These findings were further explained in Phase 2;
participants (n=12) highlighted a lack of understanding of key concepts which underpinned
the inconsistent approach to physical activity promotion. Phase 2 also identified that
physiotherapists focus on short-term restoration of function over longer-term promotion of
health.

Conclusion

Physical inactivity is a major public health issue, and physiotherapists have the potential to
contribute to tackling inactivity. However, the current approaches identified within this
programme of research were inconsistent and unsystematic. Changes in demography
necessitate holistic physiotherapy approaches that promote long-term health and
wellbeing. Recommendations are made to improve physiotherapy practice in line with the
aspiration of orientating healthcare toward prevention.
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0.2 Article-Based Thesis

The format of an article-based thesis is substantially different to the traditional monograph
Ph.D., however the regulations and assessment criteria for the award remain the same.
Sheffield Hallam University’s guidance on article-based theses describes the approach as a
thesis format in which a number of research articles (between three and five) are produced
by the Ph.D. candidate during their period of candidature. These articles will either already
be published or will be accepted for publication in peer-reviewed journals at the time of
submission. An article-based thesis will usually comprise an introduction including an
explanation of the research question(s), the research subject, relevant literature and
methodology and a concluding chapter in which the results of the research are summarised

and discussed.

This article-based thesis comprises three articles that have published in peer-reviewed
journals. The articles report discrete, but linked, projects within the overall programme of

research, they are embedded within the thesis with an accompanying narrative.

11



0.3 Outputs, Contribution Statements and Permissions

Article A

Title

Authors

Full Reference

Contribution Statement

Permissions

Article B

Title

Authors

Full Reference

Contribution Statement

Permissions

Physical activity promotion in physiotherapy practice: A
systematic scoping review of a decade of literature.

Anna Lowe, Melanie Gee, Dr Sionnadh McLean, Dr Chris
Littlewood, Carolyn Lindsay, Simon Everett.

Br J Sports Med 2016;
doi: 10.1136/bjsports-2016-096735

This piece of work was led by Anna Lowe (AL) who oversaw and
was actively involved in all of the research processes at each
stage.

The BMJ Author Licence allows authors to use their articles for
their own non-commercial purposes without seeking
permission from the BMJ — the only condition being that a full
reference or link to the original is included.

Physiotherapy and physical activity: A cross-sectional survey
exploring physical activity promotion, knowledge of physical
activity guidelines and the physical activity habits of UK
physiotherapists.

Anna Lowe, Dr Chris Littlewood, Dr Sionnadh McLean, Dr Karen
Kilner.

BMJ Open Sport & Exercise Medicine 2017; 3:e000290.
doi: 10.1136/bmjsem-2017-000290

This piece of work was led by Anna Lowe (AL) who oversaw and
was actively involved in all of the research processes at each
stage.

The BMJ Author Licence allows authors to use their articles for
their own non-commercial purposes without seeking
permission from the BMJ — the only condition being that a full
reference or link to the original is included.

12



Article C

Title

Authors

Full Reference

Contribution Statement

Permissions

Understanding physical activity promotion in physiotherapy
practice: A qualitative study.

Anna Lowe, Dr Chris Littlewood, Dr Sionnadh McLean.

Musculoskeletal Science and Practice 2018;
doi: 10.1016/j.msksp.2018.01.009.

This piece of work was led by Anna Lowe (AL) who oversaw and
was actively involved in all of the research processes at each
stage.

Elsevier journal authors retain the right to include the article in

a thesis or dissertation whether in full or in part, subject to
proper acknowledgment.

13



0.4 Abbreviations

Terms are written in full in the text in the first instance and are abbreviated thereafter.

PA Physical Activity

Pl Physical Inactivity

NHS National Health Service

NICE National Institute of Clinical and Health Excellence
BI Brief Intervention

VBI Very Brief Intervention

UK United Kingdom

NCDs Non-Communicable Diseases

MECC Making Every Contact Count

BCT Behaviour Change Technique
AL Anna Lowe

CL Chris Littlewood

SM Sionnadh McLean

AHP Allied Health Profession/Professional
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0.5 Terminology

Physical Activity (PA)

Exercise

Physical Inactivity (PI)

PA is defined as “any bodily movement produced by the
contraction of skeletal muscle that increases energy

III

expenditure above a basal level” (Caspersen, Powell and
Christenson, 1985). Despite it being than 30 years since first
published this definition of PA still dominates the literature in
this field and concurs with other global definitions from the
World Health Organisation who define PA as any bodily

movement produced by skeletal muscles that requires energy

expenditure (World Health Organisation, 2017).

Exercise is defined as a subset of PA that is planned, structured,
and repetitive and has as a final or an intermediate objective
the improvement or maintenance of physical fitness
(Caspersen, Powell and Christenson, 1985). Physical fitness is
defined as a set of attributes that are either health- or skill-
related. The degree to which people have these attributes can
be measured with specific tests (Caspersen, Powell and

Christenson, 1985).

Pl is defined as performing insufficient amounts of PA, that is,

not meeting specified PA guidelines (Tremblay et al., 2017).
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Chapter 1: Introduction
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1.1 Introduction

This chapter sets the scene for the programme of research, it introduces key information
about the relationship between physical activity (PA) and health and outlines the scale of
physical inactivity (PI). It rationalises the need for change and explains the purpose of this
programme of research. This is followed by explicit research aims and objectives and a
visual overview of the complete programme of research. The structure of the thesis is

explained, and the anticipated contribution of new knowledge is clearly mapped out.

1.2 The Scale of Physical Inactivity

Pl is the fourth leading cause of death worldwide (Kohl et al., 2012). In 2012, global
comparisons of Pl were available for the first time, previously a lack of standardised
measurement tools had been a barrier. Hallal et al., (2012) used the World Health
Organization Global Health Observatory Data Repository to gain access to comparable data
from 122 countries (together comprising 88.9% of the world’s population). Findings
indicated that 31.1% (95% Cl 30.9-31.2) of adults worldwide were physically inactive, with
proportions ranging from 17.0% (16.8-17.2) in southeast Asia to about 43% in the Americas
and the eastern Mediterranean. Furthermore, the proportion of 13-15-year-olds doing
fewer than 60 min of PA of moderate to vigorous intensity per day was 80.3% (80.1-80.5)
(Hallal et al., 2012).

In England, 36% of adults were sufficiently active for good health in 2008 and this had risen
to 60% by 2012 showing a positive trend (Health and Social Care Information Centre, 2016).
Data on Pl is often conflicting due to the complexities of measurement and the
inconsistencies in reporting which presents an ongoing challenge for researchers and policy
makers (Ainsworth et al., 2015). Recent statistics from the Active Lives Survey classified 26%
of adults in England as inactive and 61% sufficiently active for good health (that is, achieving
150 minutes of moderate intensity PA or more per week). The Active Lives Survey is an
online survey based on a random sample of approximately 198,250 people each year (Sport

England, 2017). The representativeness of the sample is considered, and Office for National
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Statistics data is used to weight population measures for geography and key demographics.
This is the most comprehensive population-level PA surveillance and updated data is
released every 6 months (Sport England, 2017). Prior to the Active Lives Survey the best
available data was the Health Survey for England data, however this was based on a much
smaller sample (8011 adults in 2016) and although it is an annual survey, PA data is not
collected every year (Health and Social Care Information Centre, 2017). Thus, the Active
Lives Survey is the most current and credible source of information and will therefore

inform this thesis going forwards.

It is important to note that the levels of inactivity are influenced by key factors including
socioeconomic class, levels of deprivation, age, gender, disability, ethnicity and geographical
location (Physical Activity and Health Alliance, 2007). For example, the proportion of adults
with no impairments who are considered inactive is 21% but levels of inactivity amongst
people with three or more long-term, limiting impairments is 51% (Sport England, 2017). PI
is known to rise with age, levels are higher in women than in men, and are increased in high-
income countries (Hallal et al., 2012). Furthermore, both men and women who report poor

health are significantly more likely to do no PA (Hunter et al., 2015).

Thus, Pl is now being comprehensively and consistently monitored and although recent data
from England shows some positive trends, levels of Pl remain high and disproportionally so

with in certain demographic groups.
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1.3 Physiological Effects of Physical Inactivity

A lack of PA affects almost every cell, organ, and system in the body causing physiological
dysfunction and premature death (Booth et al., 2017). Pl directly contributes to the

development of over 35 chronic diseases as shown in Figure 1.

Skeletal muscle e.g.
Sarcopenia
Disuse atrophy
Digestive system Emotional/Cognitive
eg. e.g.

Colorectal cancer Depression
Anxiety

Cognitive dysfunction

Diverticulitis
Constipation

Bone

- Reproductive system
-6 . ep.
Dsteoporosis Phy5|ca|

- o Cancers
Osteoarthritis Inactivity Polycystic ovaries
Falls & Frailty Erectile dysfunction

Fragility fractures

Endocrine system o
eg Immune system e.g.

Insulin resistance

Rheumnatoid arthritis
Metabolic syndrome Bain
Cardiorespiratory Cancers

Type 2 diabetes B
Myocardial infarction
Heart disease
Stroke

Atherosclerosis

Figure 1. Impact of Pl on 35 Chronic Diseases (adapted from Booth et al., 2012).

It is estimated that Pl causes 6% of the burden of disease from coronary heart disease, 7% of

Type 2 diabetes, 10% of breast cancer, and 10% of colon cancer (Lee et al., 2012). The
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relationship between Pl and many chronic diseases is clear yet the actual mechanisms
involved are complex. Chronic diseases are generally characterised by uncertain aetiology,
multiple risk factors, a long latency period, a prolonged course of illness, noncontagious
origin, functional impairment or disability, and incurability (Goodman et al., 2013). Lee et
al., 2012) identified that Pl causes 9% of premature mortality which equates to more than
5.3 million of the 57 million deaths that occurred worldwide in 2008. More recently, Booth
et al., (2017) estimated that Pl makes at least some contribution to more than two million
(or 86%) of all deaths in the United States of America per year, based on a failure to reach
the current PA guidelines. Booth et al., (2017) went on to propose a model to illustrate the
complex interactions between Pl and chronic disease. Figure 2 shows the multiple,

interrelated causal pathways that link Pl with morbidity and mortality.

The complexity of the interactions illustrated in Figure 2, combined with prolonged periods
of latency (that is, the potentially extensive time lag between the onset of Pl and the
recognition of related physiological dysfunction) creates challenges for the research and

development of effective programmes in this field.
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Figure 2. Mechanisms that contribute to chronic disease (adapted from Booth et al.,

2017).

1.4 Social and Economic Impact of Physical Inactivity

Pl places a significant economic burden on healthcare systems and wider society. Inactive

people spend 38% more days in hospital and use significantly more healthcare resources

than active people (Sari, 2009). In the most recent global analysis of the economic burden,

it is estimated that Pl has cost health-care systems 53.8 billion international dollars (a

standard measure that allows direct comparison of the economic burden across different
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currencies) worldwide in 2013, of which $31-2 billion was paid by the public sector, $12-9
billion by the private sector, and $9-7 billion by households (Ding et al., 2016).

The most recent UK estimate suggests that over £43 billion of National Health Service (NHS)
spending (46% of total NHS costs) was due to modifiable risk behaviours (smoking, alcohol,
Pl, poor diet and overweight/obesity); of this total, £0.9 billion was due to Pl-related ill
health (Scarborough et al., 2011).

1.5 Promoting Physical Activity

It has been suggested that PA has largely been engineered out of daily life, for example
manual labour is less prevalent, levels of active transport are low and technological
solutions have contributed to a situation that has been described as “a culture of
convenience” (CBC News, 2014). Along with the successful removal of PA, longer-term
health has also been engineered out (Booth, Roberts and Laye, 2012). It has been suggested
that the only valid scientific therapeutic approach to counter the physiological dysfunction
caused by Pl is primary prevention with PA. Where primary prevention is not possible, for
example in the presence of existing Pl-related symptoms, disease or dysfunction then

secondary and tertiary prevention with PA is advocated (Booth, Roberts and Laye, 2012).

However, Pl has been described as the “Cinderella” risk factor for noncommunicable disease
prevention with a poverty of policy attention and resourcing proportionate to its
importance (Bull and Bauman, 2011) . Kohl et al., (2012) suggest that the role of PA
continues to be undervalued despite evidence of its protective effects and the cost burden
posed by present levels of Pl globally. To this end there have been widespread calls for
greater focus on PA promotion at every level in order to limit the immense and growing
impact of Pl (Hallal et al., 2012; Kohl et al., 2012; Milton and Bauman, 2015; Engelen et al.,
2017).

Approaches to the promotion of PA have evolved significantly; over a decade ago Sallis et

al., 2006) outlined limitations of approaches which, at that time, were focused on
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individuals or small groups. Limitations included the small to moderate effect sizes,
insufficient recruitment rates to programmes and poor maintenance following
interventions. This highlighted the fact that programmes with moderate and temporary
effects that reach small numbers of people will not create population-wide increases in PA

and that new approaches were required (Sallis et al., 2006).

The Social Ecological Model for Active Living described by Sallis et al., (2006) identifies the
four key domains of PA (leisure, occupations, active transport and household activity), but in
addition acknowledges peoples’ interactions with their physical and sociocultural
surroundings. This model maps levels of influence from intrapersonal factors through to the
policy environment thus enabling a broader, more evolved approach to the promotion of PA
which looks beyond individual responsibility. The complexity of PA behaviours and the
interrelated nature of influencing factors highlights the need for nuanced approaches that
recognise the role of the individual but also look more broadly to recognise the influence of

social, cultural and environmental influences (Sallis et al., 2006).

It is clear that Pl has become a global health issue and that no single approach to increasing
PA levels will be sufficient. Integrated approaches within and across systems are required
highlighting the need for joined-up thinking and cross-sector working when planning

interventions.

1.6 The Role of Healthcare in Promoting Physical Activity

Embedding approaches to increase PA within healthcare has become one of several areas of
priority in the ongoing efforts to reduce Pl. Over 30 years ago The Ottawa Charter for
Health Promotion identified that health promotion and prevention should be embedded
within health services (World Health Organisation, 1986). This is furthered in more recent
global guidance (Global Advocacy Council for Physical Activity and International Society for
Physical Activity and Health., 2010; World Health Organization, 2010) and subsequent policy

guidance, aimed at assisting governments in identifying “best bets” for PA investment
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(International Society for Physical Activity and Health and Global Advocacy for Physical
Activity, 2011).

In the UK, the focus on integrating mechanisms to address Pl into healthcare is evident in
clinical guidance (National Institute for Health and Care Excellence, 2013 and 2014),
government policy (NHS England, 2014), programmes of work lead by public health agencies
(Public Health England, 2016) and workforce education agencies (Public Health England et
al., 2016). This guidance has implications for the all of the healthcare professions, yet
despite being recognised as a public health priority in England it has been suggested that
healthcare systems to not promote PA sufficiently but instead focus on reactive treatment

of iliness (Speake et al., 2016).

There are more than 55,000 physiotherapists in the UK working across the spectrum of
health and care settings (Health and Care Professions Council, 2018). They often support
people with long-term conditions and chronic disease, a large proportion of whom are likely
to be insufficiently active and have concurrent morbidities (Bauman et al., 2012; Hallal et al.,
2012; McPhail, 2015). Thus, physiotherapists along with other healthcare professionals have
cause to consider the extent to which their practice reflects policy and to consider

opportunities for improving services in the promotion of PA.

1.7 Purpose Statement

The risks associated with Pl are well-documented and high levels of Pl at population level
contribute to it being recognised as a contemporary public health priority. Itis
acknowledged that interventions must occur across a range of systems, including healthcare
settings (Sallis et al., 2006). There is a significant opportunity to promote health through PA
within healthcare settings. However, little is known about the extent to which UK
physiotherapists integrate PA promotion into practice, the factors that influence this or how
this area of practice can be improved in line with the aspirations of current healthcare and

public health guidance.
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This programme of research explores contemporary issues in relation to the evolution of
healthcare in the light of changes in population health. It considers the needs of the
workforce to deliver more evolved services. It seeks to better understand current practice,
it considers what optimal practice might look like and it maps out key issues in moving

forwards.

This programme of work will help to expose and exploit opportunities to further integrate
PA promotion into physiotherapy practice. Insights gained have the potential to inform and
direct professional practice in this area. This in turn, has the potential to contribute to the
more distal aim of reducing the impact that Pl has on the quality of lives of individuals,

healthcare utilisation and cost to society.

1.8 Research Aim and Objectives

The overarching research aim is to explore PA promotion in physiotherapy practice and to

understand the factors that underpin patterns of current practice.

The above research aim is underpinned by several specific objectives:

1. To explore the existing evidence base related to physiotherapy and PA promotion.

2. To describe current PA promotion practice in the UK.

3. To measure and report Physiotherapists' knowledge of PA guidelines.

4, To measure and report Physiotherapists' own PA behaviours.

5. To use the quantitative findings to inform an in-depth qualitative explanatory follow
up.

6. To expand upon and explain the quantitative findings with an in-depth qualitative

exploration of the mechanisms that underpin current practice.
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7. To generate evidence-based recommendations for education, research, policy and

practice.

1.9 Scope of Research

This programme of research draws widely on relevant international literature. The
systematic scoping review identifies and maps global literature. The mixed-methods study
involves physiotherapists from across the UK. The political context is based on devolved
healthcare systems and as such the policy background is determined by country-specific
bodies including NHS England, Public Health England and Health Education England. The
complexities within, and vast differences between, healthcare systems are recognised and
therefore the implications of this programme of research are specific to English NHS
systems. It is recognised that much can be learned from the work of other health systems in
terms of their health-system-wide approaches to embedding PA, and also on their focus on
health equity. In particular, the comprehensive responsive of NHS Scotland to Pl shows a
level of integration and development that can inspire and inform widescale change
elsewhere. NHS Scotland’s National Physical Activity Pathway, in particular acts as a
blueprint for embedding evidence-based PA promotion into a complex organisation in a

systematic and meaningful way.

Having acknowledge that the primary focus of this programme of research is the English
healthcare system, it is hoped that findings will have resonance beyond England and that
the commonality and shared interest across professional networks will transcend the

organisational and geographical barriers.

1.10 Overview of Programme of Research

In order to meet the objectives outlined above and to achieve the overarching aim, a
programme of research was developed, comprising three linked studies. This is represented

graphically in Figure 3, it comprises an initial systematic scoping review, followed by a mixed
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methods study. The mixed methods study has a sequential explanatory design and is

formed of a national cross-sectional survey and a qualitative follow-up study.

Chapter 1. Introduction

A4

Chapter 2. Systematic Scoping Review

A 4

Chapter 3. Literature Review

l

Chapter 4. Methodology

l

Article A: Physical activity promotion in
physiotherapy practice: A systematic
scoping review of a decade of literature

Mixed Methods Study:
Sequential Explanatory Design

Chapter 5. Phase 1: Quantitative
Cross-Sectional Survey

Chapter 6. Phase 2: Qualitative
Study

l

Chapter 7. Discussion

l

Chapter 8. Conclusion

Article B: Physiotherapy and Physical
Activity: A cross-sectional survey exploring

physical activity guidelines and the physical
activity habits of UK physiotherapists

—» physical activity promotion, knowledge of

Article C: Understanding physical activity

——» promotion in physiotherapy practice: A

qualitative study

Figure 3. Overview of Programme of Research.
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1.11 Thesis Structure

Chapter 1 sets out the context for this programme of research. It highlights the purpose,
aims and objects of the programme of research and gives an overview of the studies in
diagrammatic form. It clearly outlines the anticipated contribution of new knowledge and it

details the content of each thesis chapter.

Chapter 2 contains the Article A “Physical activity promotion in physiotherapy practice: A
systematic scoping review of a decade of literature.” This was accepted for publication in

British Journal of Sports Medicine in December 2016.

Chapter 3 provides a comprehensive review of the relevant literature including critique of
methods and identification of gaps in the existing evidence. This situates the current

research within the wider, global evidence base.

Chapter 4 explains the methodology that underpins the mixed methods approach, and more

specifically it describes and justifies the use of a sequential, explanatory design.

Chapter 5 includes Article B, the published output from Phase 1 of the mixed methods study
“Physiotherapy and physical activity: A cross-sectional survey exploring physical activity
promotion, knowledge of physical activity guidelines and the physical activity habits of UK
physiotherapists”. This was accepted for publication in the British Medical Journal Open
Sports and Exercise Medicine in August 2017. This chapter details the ways in which the

findings from this study inform and guide the subsequent qualitative study.

Chapter 6 includes Article C, the third and final output from this programme of research
“Understanding physical activity promotion in physiotherapy practice: A qualitative study”.
This was accepted for publication in Musculoskeletal Science and Practice in January 2018.

This chapter details the meta inferences that were drawn from the mixed methods study.

Chapter 7 is the thesis discussion, it includes learning from the systematic scoping review,

the literature review and the mixed methods study. Key findings are reviewed and
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discussed, over-arching strengths and limitations are described, and implications and

recommendations are made.

Chapter 8 is the thesis conclusion; it reviews the findings from this programme of research
and summarises the relevance of these insights. The aims and objectives of the programme

of research are reviewed and the contribution of new knowledge is clearly highlighted.

References are presented at the end of the thesis in the Harvard format (cite them right
version 10). The references from the three published articles are positioned alongside the

article within their respective chapters.

Appendices are referred to throughout the thesis and are collated at the end of the thesis

document in the order in which they were cited within the thesis.

1.12 Anticipated Contribution of New Knowledge

It is anticipated that this programme of research will generate new knowledge in the several
areas, and these are mapped to the specific research objectives, phase of study and output

in Table 1.

Firstly, it will collate the global literature related to PA and physiotherapy and provide the
most up to date summary of the state of the global evidence in this area. This will highlight
trends and gaps in the evidence base that may not have been formerly recognised and can

thus inform the direction of future research.

Secondly, knowledge of the current practice of UK physiotherapists in relation to PA
promotion is opaque. It is anticipated that the picture of current practice generated by this
research will be the most comprehensive and current of its kind. As such it will identify
opportunities for improvement and areas of good practice, both of which can inform future

strategies to promote PA through healthcare.

31



Thirdly, UK physiotherapists' knowledge of PA guidelines has not previously been reported.
Developing a better understanding of knowledge of the PA guidelines will give an indication
of how well-equipped the workforce is to deliver evidence-based PA interventions and may

indicate areas for improvement in relation to education and training.

Fourthly, the PA behaviours of UK physiotherapists have not previously been reported.
Developing a better understanding of the extent to which the workforce engages in PA will

give a fuller picture of potential barriers and opportunities.

Finally, the mechanisms that underpin current UK PA promotion practice have not been
explored in a physiotherapy context. This information will allow a better understanding of
the barriers specific to physiotherapy settings and may assist in the future development of

effective interventions that are feasible and acceptable for clinicians.

These contributions will be highlighted throughout the thesis and will be comprehensively

discussed in the conclusion in Chapter 7.
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Table 1. Mapping Objectives with Study, Output and Anticipated Contribution of New Knowledge.

Objectives Study Output Anticipated Contribution of New Knowledge
1. To explore the existing evidence base related to | Scoping | Article A | The scoping review will provide the most up to date review
physiotherapy and PA promotion. Review of global literature related to PA and physiotherapy.
2. To build a picture of current PA promotion in Current practice of UK physiotherapists in relation to PA
physiotherapy practice in the UK. promotion in routine healthcare has not been explored,

Mixed Article B | documented or reported.

Methods

. . Phase 1 . . o

3. To measure and report physiotherapists' UK physiotherapists' knowledge of PA guidelines has not
knowledge of PA guidelines. been explored to date.
4. To measure and report physiotherapists' own PA The PA behaviours of UK physiotherapists have not
behaviours. previously been reported.
5. To use the quantitative findings to inform an in- Thesis
depth qualitative explanatory follow up.
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6. To expand upon and explain the quantitative Mixed Article C | Currently unexplored in relation to PA promotion in

findings with an in-depth qualitative exploration of | Methods physiotherapy practice
the mechanisms that underpin current practice. Phase 2
7: To generate evidence-based recommendations Thesis

for education, research, policy and practice based
upon the combined quantitative and qualitative
findings.
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1.13 Chapter Summary

Chapter 1 has set the scene for this programme of research. Pl has been outlined including
consideration of the scale of the problem and its implications. This creates a compelling
rationale for research which seeks to explore and understand the key issues and ultimately
engage physiotherapists in tackling Pl. The three studies within this programme of research
have been outlined and the anticipated contribution of new knowledge has been clearly
identified. In addition, the content of the subsequent chapters has been described in order

to help with the navigation this thesis.
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Chapter 2: Systematic Scoping
Review

Containing Article A: Physical activity promotion in physiotherapy practice: A systematic

scoping review of a decade of literature.
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2.1 Introduction

This chapter summarises the rationale for the systematic scoping review. It explains the
context for the review and the subsequent measurable impact. Following this, the full
published version of the review is included. The chapter concludes with a summary of key

points and a discussion of the implications for the thesis.

As identified in Chapter 1, there are clear political and economic drivers to embed PA
promotion into healthcare yet the extent to which these drivers have influenced UK
physiotherapy practice is unknown. It has been suggested that the importance of PA for
health might well be underrated and undervalued by physiotherapists (Wittink, Engelbert
and Takken, 2011). In order to ascertain the state of the evidence globally in relation to
physical activity promotion in physiotherapy practice an international, systematic scoping
review was performed. This reconnaissance of the literature aims to identify and map the
research explicitly related to PA promotion and physiotherapy and relates to research

objective 1 as detailed in Table 2.

Table 2. Research Aims and Objectives, Chapter 2.

Research Aim

The overarching research aim is to explore PA promotion in physiotherapy practice and
to understand the factors that underpin current practice.

1. | To explore the existing evidence base related to physiotherapy and PA promotion.

2. | To describe current PA promotion practice in the UK.

3. | To measure and report physiotherapists' knowledge of PA guidelines.

4. | To measure and report physiotherapists' own PA behaviours.

37



5. | To use the quantitative findings to inform an in-depth qualitative explanatory
follow up.

6. | To expand upon and explain the quantitative findings with an in-depth qualitative
exploration of the mechanisms that underpin current practice.

7. | To generate evidence-based recommendations for education, research, policy and
practice.

2.2 Context and Impact

This scoping review was accepted for publication in the British Journal of Sports Medicine in
December 2016. The British Journal of Sports Medicine British Journal of Sports Medicine
publishes authoritative, original research, systematic reviews and consensus statements. It
serves 25 sports medicine and sports physiotherapy societies who collectively have over
12,000 members. It has an impact factor of 6.6 making it a credible journal with extensive
reach across relevant workforces (British Journal of Sports Medicine, 2018). Since online
publication the abstract has been downloaded 9380 times, and the full text article has been
downloaded 971 times. Google Scholar reports 5 citations of this work. The abstract has

been shared on social media via Twitter by more than 160 individuals (accurate at 1.7.18).

2.3 Published Paper: Article A

The paper is reproduced here, with the publisher’s permission, in the format that it was
published online. Published supplementary materials to accompany the article can be

found in Appendix 1.
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ABSTRACT

Background The health benefits of physical activity
(PA) have been extensively documented. Globally PA
levels are low with only a small proportion of the
population reaching recommended levels. Insufficient PA
is seen as a major public health problem with high cost
to society. Physiotherapists work with people to manage
long-term conditions and are well placed to deliver
individual interventions to increase PA. Despite this, little
is known about the evidence that exists in this field.
Methods This scoping review comprises a
comprehensive search of key databases using
predetermined search terms. This is supplemented with a
parallel search that incorporated novel social media
strands. In line with current guidance, a robust screening
process took place using agreed inclusion and exclusion
criteria.

Results 31 studies met the inclusion criteria. The
number of studies published annually increased over the
decade. Ireland and USA yielded the largest number of
publications with only 1 study from the UK. The target
populations included physiotherapists and service users
from a range of clinical populations. The studies were
mainly quantitative and observational in design with a
predominance of studies that scoped attitudes,
perceptions, barriers and current practice.

Conclusions This reconnaissance has shown the state
of the evidence to be sparse and disparate. However,
the sharp rise in published work in recent years is
encouraging. The predominance of scoping studies and
the clear social, economic and political drivers for
change in this area highlights a need for more
pragmatic, interventional studies that can inform clinical
practice.

BACKGROUND

The positive effects of physical activity (PA) on
physical and mental health,' 2 health-related
quality of life,’ and healthy ageing® have been
extensively documented. Many of the leading
causes of ill health could be prevented if more
inactive people were to become active.’

Insufficient PA is seen as a major public health
problem, which puts a high demand on society due
to the high costs it generates.' In developed coun-
tries physical inactivity (PI) accounts for 1.5-3.0%
of total direct healthcare costs.” In the UK in
2006-2007, PI cost the National Health Service
(NHS) an estimated £0.9 billion.”

PA is described as any body movement produced
by the skeletal muscles that results in a substantial
increase over resting energy expendimre.x PI is

described as doing no or very little PA at work, at
home, for transport or during discretionary time
and not reaching PA guidelines deemed necessary
to benefit public health.”

In 2010, the WHO published global recommen-
dations on PA for health.” These were followed, in
2011, by UK guidelines for participation in PA
across the life course.’’ Despite the well-reported
health and economic benefits of PA, levels of par-
ticipation are low. Globally in 2010, around 23%
of adults aged 18+ years were insufficiently physic-
ally active.” In the UK, fewer than 40% of men and
fewer than 30% of women met the recommended
PA guidelines across England, Scotland, Wales and
Northern Ireland."!

In order to increase PA worldwide, it has been
identified that a systems approach is required that
focuses on populations and the complex interac-
tions among the correlates of PI, rather than solely
on a behavioural science approach focusing on
individuals.'?

Healthcare is part of this system and within
healthcare there is a need for organisational, envir-
onmental and individual approaches promoting PA.
Current UK guidance recommends that behaviour
change is promoted by all health and social care
professionals who have contact with the general
public.'® It has been identified that opportunities
exist to promote the benefits of healthy lifestyles
(including increasing PA) through routine contacts
that people have with health services, by engaging
individuals in conversations which support them in
the steps they wish to take towards a healthier
lifestyle.'*

However, despite these aspirations, it has been
suggested that there is little evidence that PA is
being comprehensively promoted in healthcare set-
tings."® The barriers to increasing health promotion
and preventative care in healthcare settings are con-
sistent across professional groups and include lack
of time, perceived lack of knowledge, lack of confi-
dence and lack of organisational support.'®™'*

It has been suggested that physiotherapists have a
professional and ethical responsibility to ensure
that health promotion opportunities are maximally
exploited.'” 2° The opportunities are significant
with physiotherapy outpatient contacts numbering
three million in 2012 in the UK alone.”' However,
little is known about the extent to which phy-
siotherapists embed PA promotion in routine/usual
care. This type of PA promotion has been termed
‘non-treatment’ PA promotion, highlighting that PA
is unlikely to be the main focus of the contact but
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acknowledging that the contact represents an opportunity for

PA behaviour change.””

To date, published reviews in this field have focussed on:

1. Programmes commissioned with the primary aim of increas-
ing PA (as opposed to integration of PA promotion into
existing healthcare infrastructure). Orrow et al”* concluded
that promotion of PA to sedentary adults recruited in
primary care significantly increased self-reported PA levels
at 12 months.

. Other healthcare professionals. A recent global review of PA
counselling in primary care included studies involving physi-
cians, counsellors, exercise professionals, health visitors,
nurses, activity coaches; none of the included studies
involved physiotherapists.”*

iti. Broader prevention themes of which PA is a subtheme. In a
narrative synthesis of the literature related to allied health
professionals (including physiotherapy) and health promo-
tion, Needles e al”® concluded that interventions were
focused on individuals with identified ‘target’ pre-existing
conditions rather than approaches that identify risk factors.
In 2012, Frerichs et al*® published a systematic review of
the literature exploring whether physical therapists can
effectively counsel patients for lifestyle-related health condi-
tions, the seven studies included the provision of additional
PA interventions as well as PA promotion integrated into
usual practice. The authors concluded that health counsel-
ling delivered by a physical therapist has the potential to be
effective, at least in the short term. Finally Taukobong
et al”’ performed a systematic review of the literature
related to health promotion and physiotherapy (of which
PA was a component) identifying a lack of PA promotion in
the educational literature.

To summarise, despite the compelling rationale for promoting
PA and the opportunities that physiotherapy practice presents,
little is known about the extent to which PI is addressed in
current physiotherapy practice.

The overarching aim of the review is to identify and map lit-
erature related to PA promotion in physiotherapy practice.
Specific aims were to:

1. Ascertain the extent of the literature that explicitly relates to
PA promotion in physiotherapy practice.

2. Explore the key characteristics of the body of evidence.

METHODS

Design

This review uses the scoping review design described by Peters
et al*® and is further informed by additional relevant guid-
ance.””*! Scoping reviews are indicated when the nature and
extent of the available evidence is unknown and they have been
increasingly used in response to demand for effective and timely
summaries of primary research.”

SEARCH METHODS
The search strategy was developed by principle investigator (AL)
and information scientist (MG).

The strategy was deliberately narrow, with the aim of retriev-
ing articles that explicitly mention physiotherapy and PA (and
synonymous terms) in the title or abstract. Appropriate search
terms were identified from relevant literature known to the
author and from exploring the National Library of Medicine
Medical Subject Headings. See table 1 for the search
parameters.

The search was carried out in December 2015 and the data-
base date parameters were set from 2005 to 2015. Search terms

Table 1

Descriptor

Search parameters
Where

Search term

Physiotherapy  Title physiotherap®, "physical therap*"

Exercise/PA  Title/ “physical activit*", exercis*, “general health”,
abstract wellbeing, “physical fitness”, sedentar®, inactiv™,
"exercise therap*",
Intervention  Title/ Interven*, program®, promot*, encourag®, advi*,
abstract counsel*

Date limit 2005-2015
Exclusions NOT comment or editorial or letter as publication type
Language abstract available in English

PA, physical activity.

were combined using Boolean logic and used to perform
searches of key databases (MEDLINE, CINAHL complete,
PsychINFO, Web of Science, Cochrane Central Register for
Controlled Trials, Applied Social Sciences Index and Abstracts
(ASSIA)).

A parallel search was also carried out, this included using key
search terms in Google; the top 100 results were scanned for
relevance. The allied health professions research network
CHAIN was used to circulate a request for information and an
abbreviated message was circulated on Twitter. The reference
lists of included articles were checked, publications of particular
relevance were hand searched and publication lists of key
authors were manually checked for relevant articles.

Screening

The references from the above search strands were imported
into Refworks reference management software and all duplicates
were removed. AL read all the titles and excluded overtly irrele-
vant articles. All three reviewers then conducted a small pilot
test of the inclusion/exclusion criteria; this was an iterative
process that required several amendments before an agreement
was reached. All potentially eligible abstracts were then reviewed
independently by CL and SE who applied the inclusion/exclu-
sion criteria, AL arbitrated in the event of disagreement. In line
with the aim of identifying articles explicitly relating to physio-
therapy and PA screening and data extraction were from the
abstracts only.

Inclusion and exclusion criteria

Studies that met the following criteria were included in the

review:

1. Studies focussed on the physiotherapy workforce (phy-
siotherapists, assistants, students) or physiotherapy service
users.

2. Interventions were related to PA promotion in a physiother-
apy context. Articles were excluded if they pertained only to
specific, targeted or ‘therapeutic’ exercise.

3. Studies were available in English; studies were excluded if
the abstract was not available in English.

4. Primary research of any design. Secondary research, includ-
ing reviews were excluded but relevant studies from these
reviews were included if they met the criteria. Editorials and
commentaries were excluded.

5. Published 2005 onwards. This date was chosen because it
corresponds with increased global interest in PA following
the adoption by WHO of the global strategy on diet, PA and
health.*” It also allowed for mapping of a full decade of
activity.
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Table 2 Summary of included studies (full details of data extraction can be seen in online supplementary table 3)
Author Year Title
1 Aweto HA et al” 2013 Knowledge, attitude and practice of physiotherapists towards p of physically active lifestyles in patient management.
2 Bodner MEetaf® 2013  Benchmarking curriculum content in entry-level health professional education with special reference to health promotion practice in
physical therapy: a multi-institutional international study
3 Christian AetaP’ 2015  Designing a wellness programme for rural community physical therapy clinics based on a needs assessment
4 devriesNMetal™ 2013  Development and acceptability of an individually tailored physical therapy strategy to increase activity levels in older adults with
mobility problems
5  deVries NM etal® 2015a Personalized physiotherapy in frail older adults with mobility problems is (cost)-effective in improving physical activity and frailty: a RCT
6 deVries NMetal® 2015b Patient-centred physical therapy is (cost-) effective in increasing physical activity and reducing frailty in older adults with mobility
problems: a randomized controlled trial with 6 months follow-up
7 Franz M et af"' 2013 Physical activity and health promotion gies among physiotherapists in Rwand
8 Healey WE et al”” 2013  Creating a community-physical therapy partnership to increase physical activity in urban African-American adults
9  Holm |, et al® 2015  Does outpatient physical therapy with the aim of improving health-related physical fitness influence the level of physical activity in
patients with long-term musculoskeletal conditions?
10 Langhammer B 2014 Physiotherapy and physical functioning post-stroke: exercise habits and functioning 4 years later? Long-term follow-up after a 1-year
etal long-term i ion period: a randomized controlled trial
11 lauCetal® 2015  Facilitating community-based exercise for people with stroke: a cross-sectional e-survey of physical therapy practice and perceived needs
12 McPhail 5*° 2015a tI;Ilulti(-iemorbidity, obesity and quality of life among physically inactive Australians accessing physiotherapy clinics for musculoskeletal
isorders
13 McPhail 2015b  Patient-perceived barriers and facilitators to increasing physical activity among patients with musculoskeletal disorders receiving
outpatient physiotherapy: a qualitative investigation
14 Messner T* 2012 Change in the activity behavior in the context of outpatient physiotherapy treatments Effects of planning and action control
intervention
15 Mulligan H et a/*® 2012 Promoting physical activity for people with neurological disability: perspectives and es of physiotherapist
16 O'D%r;oghue G 2011 Physical activity and exercise promotion and prescription in undergraduate physiotherapy education: content analysis of Irish curicula
eta
17 0'Donoghue G 2012 Contemporary undergraduate physiotherapy education in terms of physical activity and exercise prescription: practice tutors’ knowledge,
etal” attitudes and beliefs
18 0'Donoghue G 2014a  Assessment and management of risk factors for the prevention of lifestyle-related disease: a cross-sectional survey of current activities,
et af? barriers and perceived training needs of primary care physiotherapists in the Republic of Ireland
19  0’Donoghue G 2014b  Physical activity and exercise promotion and prescription: recommendations for contemporary professional entry-level physiotherapy
et af? education
20 RadezPetal** 2015  The physiotherapy and physical activity components within the antenatal classes in Slovenia
21 Sandstrom K etal®® 2009  Prerequisites for carrying out physiotherapy and physical activity—experiences from adults with cerebral palsy
22 Sheridan Cetal® 2008 Do physiotherapy-led exercise classes change activity levels and weight parameters in children attending a weight management clinic?
23 Shirley D et al”’ 2010  Physical activity promotion in the physical therapy setting: perspectives from practitioners and students
24 Smith CM et al’® 2013 Participant perceptions of a novel physiotherapy approach (“Blue Prescription”) for increasing levels of physical activity in people with
multiple sclerosis: a qualitative study following intervention
25 Snodgrass S) etal” 2014  Weight management including dietary and physical activity advice provided by Australian physiotherapists: a pilot cross-sectional survey
26 Soundy A et al® 2014a Barriers to and facilitators of physical activity among persons with schizophrenia: a survey of physical therapists
27 Soundy A et al' 2014b  The value of social support to encourage people with schizophrenia to engage in physical activity: an intemational insight from
specialist mental health physiotherapists
28  Stretton C et al® 2013 Activity coaching to improve walking is liked by rehabilitation patients but physiotherapists have concems: a qualitative study
29 Tovin M et af® 2014 Parent perspectives on physical activity and the role of physical therapy in children with autism spectrum disorder
30 Walkeden Setal® 2015  Perceptions of physiotherapists about their role in health promotion at an acute hospital: a qualitative study
31 Zalewski K et a*® 2014 Identifying barriers to remaining physically active after rehabilitation: differences in perception between physical therapists and older

adult patients

Search outcome

Articles that met the above criteria were included in the review.
The process of identification, screening, eligibility and inclusion
has been documented in accordance with PRISMA guidance
and is represented in figure 1.*

Quality appraisal

In line with current guidance, as this is a preliminary reconnais-
sance, quality appraisal was not considered necessary to achieve
the aims of the study.”®

Data extraction

A database in Microsoft Excel was created for data entry and man-
agement; it was developed iteratively. When consensus was reached
on database design, CL and SE extracted data from all studies

independently. Data were extracted from abstracts only as this was

deemed suffident to gain the required information based on the
: : : e e 3435

pilot exercise and with reference to other similar reviews.

Collation and synthesis

The data extraction spreadsheets were collated by AL. All studies
meeting the inclusion criteria were summarised numerically in
the first instance. This included the overall number of studies,
year of publication, geographical location of study, study design,
aims and study populations used, which can be seen in table 3.

RESULTS
A total of 2050 records were identified through the searches.
Following the screening process, 31 records met the study

Lowe A, et al. Br J Sports Med 2016;52:122-127. doi:10.1136/bjsports-2016-096735

41

3of7



Downloaded from http://bjsm.bmj.com/ on January 15, 2018 - Published by group.bmj.com

I3
S
"8‘ Records identified through Additional records
= fied through other
§ (n=2050) sources (n=6)
2
0
£ Records screened
c
g (n=2056) > Records excluded (n=808)
3
4
z
% Titles/abstracts assessed Titles, abstracts excluded
® for eligibility(n=1242) (n=1211)
w ﬁ—
Reasons for Exclusion
1. Not related to physiotherapy.
A 4

2. Not related to physical activity
promotion for general health.
Studies included in the

mapping exercise (n=31) 3. Not primary research.

Included

4. Outside of date parameters

(2005-2015).
Figure 1 Flow chart of the study selection process.
Year of Publication
10

. s Number of Articles /
¢ 4
,, /
: /
0 P —————

&SP PP PP TS

Figure 2 Year of publication of records.

inclusion criteria, these are summarised in table 2. Reasons for
exclusion are listed in figure 1.

Year of publication

Figure 2 shows the results by year of publication. It demon-
strates a steady increase from 2008 onwards with more than
50% (n=17) of the studies published in 2014 and 2015.

Geographic location

[reland and USA have produced the largest volume of the litera-
ture with five studies each per country. This is followed by
Australia which yielded four studies; there were also three inter-
national studies where data collection occurred in more than
one country. Only one study from the UK met the inclusion
criteria.

Populations

The focus populations in the included studies were physiothera-
pists, students, associate/support works, service users and a
number of literature-based educational studies. Several of the
included studies focussed on more than one population.

The service users included in the studies were from a variety
of clinical groups including musculoskeletal, older adults,
stroke, general adults, cerebral palsy, and children with obesity,
multiple sclerosis, autistic spectrum disorder and long-term
neurological conditions.

Study design

The design of the included studies was categorised according to
a research design framework by Littlewood and May.*
All included studies were primary research as per the inclusion
criteria. The most frequently employed design was quantitative,
observational studies, followed by mixed-methods and qualita-
tive studies. The smallest category was quantitative interven-
tional studies.

Focus/theme of the studies

The included studies fell broadly into five categories:

i.  Scoping of barriers, current practice, knowledge and atti-
tudes. This included scoping of physiotherapists and/or
service users (n=17).

i. Identifying the need for PA promotion (n=1).

iii. Development or evaluation of a specific PA promotion ini-
tiative (n=2).

iv. Educational studies (n=3).

v. PA promotion intervention (n=8).

DISCUSSION

The key aims of this review were to identify and map the body
of literature related to physiotherapy and PA promotion. To the
best of our knowledge, this is the most up to date published
review of existing literature that explicitly relates to PA promo-
tion in physiotherapy practice thus providing an important
springboard for discussion and research.

This study returned 31 studies globally from the previous
decade; it is important to recognise that this is not a large body
of the literature. This could be due to the way in which PA pro-
motion is recorded in the research literature; it may be ‘pack-
aged’ as part of a broader ‘health promotion” or ‘making every
contact count’ approach, for example, and may therefore not
have been returned in the search. It was the intention of this
research to identify articles in which there was explicit reference
to physiotherapy and PA either in the title or abstract. The vast
majority of studies were excluded because of a lack of specific
reference to physiotherapy. It is also important to note that
some studies were excluded despite having a physiotherapy and
PA component. Reasons for this include (1) usual physiotherapy
being compared with a non-physiotherapy PA intervention (2)
PA approaches were developed with physiotherapists involved
but were not explicitly labelled as physiotherapy. The above
points raise questions for the physiotherapy profession about
the terminology used and the visibility of PA promotion within
professional practice.

The search strategy incorporated novel social media strands;
although the additional strands did not yield any included
studies, they highlighted a number of relevant protocols and
helped develop international networks. The impact of this is
hard to measure but Twitter impressions can be used as a guide-
line for reach within the Twitter community. Basic analytics on
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the original tweet show that it was retweeted 21 times and had
8388 ‘impressions’ (ie, was seen by 8388 Twitter users). This
suggests that incorporation of Twitter may be a useful, cheap
and accessible means of increasing the reach of a search.

The overall trend shows an increase in research outputs over
time; this is consistent with the increased awareness of the
impact of PI globally and the corresponding increase in focus on
PA in public health policy, and consequently, as a research prior-
ity. The overall volume of the literature, however, remains small
and the geographical location of the studies shows that large
areas of the global physiotherapy community were not
represented.

Fewer than half of the included studies focussed on service
users, with most focussing on physiotherapists; this may be indi-
cative of an immature field of research or may be a reflection of
the fact that accessing healthcare professionals for research pur-
poses can be quicker and more straightforward than accessing
service users.

In terms of the aims of the included studies, over half of all
included studies focussed on scoping, which may suggest that
there is an appetite for development in this area and a rationale
for further interventional research. Only eight interventional
studies were identified, these included testing the acceptability of
PA interventions®” and the effectiveness of specific physiotherapy-
related PA promotion programmes.*® 0 43 44 48 3¢ This includes
examples of projects that have been developed specifically with
the purpose of increasing PA in a specific population, (eg, a
physiotherapy-led service for obese children®®) and examples of
existing physiotherapy services that have evolved to incorporate
effective PA promotion interventions.” Both are important and
viable future research strands.

One notable study focussed on highlighting the need for PA
promotion (and other lifestyle interventions) among physiother-
apy service users by quantifying the prevalence of comorbidities
among inactive musculoskeletal service users.*® This Australian
study provides an important rationale for physiotherapy action
in this area suggesting that:

Interventions in ambulatory hospital clinics for people with mus-
culoskeletal disorders primarily focus on their presenting muscu-
loskeletal complaint with cursory attention given to lifestyle risk
factors; including physical inactivity. This missed opportunity is
likely to have both personal costs for patients and economic costs
from downstream healthcare utilisation.

Only two studies described the development of physiother-
apy/PA interventions and both were community partner-
ships.”” ** This highlights an important area for future research;
it is essential that physiotherapy PA promotion interventions

Research Design
16
14 = }
12 + [
|
10 I
: |
6 r A
p | [ ]
2 [ ’ ' I .
| [
. L ! L
Quantitative Quantitative Qualitative Mixed methods
Observational Interventional

Figure 3  Study type by research design.

dovetail with community services and meet the needs of local
populations. Without this any benefit from physiotherapy inter-
ventions is likely to be short lived.

Three studies focussed on pre-registration physiotherapy edu-
cation.”® °° °* None of the educational literature focuses on
postregistration education highlighting a gap concerned with the
educational needs of the current workforce.

Despite the small volume of identified research, these studies
add to the body of literature around barriers to change, and
provide examples of physiotherapy-led PA promotion initiatives
and examples whereby PA promotion is integrated into existing
practice.

Physiotherapists are part of the multiagency workforce
required to influence system-wide PA change. It is essential that
physiotherapists recognise their potential contribution, particu-
larly in relation to using PA as a way of reducing and managing
long-term health conditions.”’ Access to this growing and
increasingly costly population of people with long-term condi-
tions should be viewed as a significant health promotion oppor-
tunity. To have impact, physiotherapists need to be equipped to
capitalise on these opportunities at scale. This requires recogni-
tion of PA promotion opportunities, knowledge skills and confi-
dence to deliver PA promotion that is acceptable and effective
in a PT context and robust recording and evaluation processes.

STRENGTHS AND LIMITATIONS
This comprehensive and systematic scoping review followed
good practice guidance and robust, clearly reported methods.

Novel, social media strands were incorporated into the search
strategy to increase the reach of the search.

The aim of identifying and mapping the literature that expli-
citly relates to PA promotion and physiotherapy meant that the
focus of the search was relatively narrow and information was
extracted from titles and abstracts only.

CONCLUSION

This is the most up to date scoping review that identifies, col-
lates and maps the literature on physiotherapy and PA promo-
tion. The review shows an increasing research interest in
physiotherapy and PA although it remains an immature field of
research. This review highlights an appetite for engagement in
this area; this should be cultivated to increase the impact on PI
through individual approaches. In addition to individual
approaches highlighted in this review, there is scope for phy-
siotherapists to be involved in more systems-based approaches
including promoting healthy environments, healthy workforces
and creating connections with community assets. This would
enable physiotherapists to promote PA on a much larger scale
and thus increase their impact on PL

What are the findings?

» Research in the area of physiotherapy and PA promotion has
increased significantly in the past few years.

» More interventional studies are needed to understand the
best way for PA promotion to be effectively integrated into
practice in a way that is acceptable and effective.

» Educational research in this field focuses on pre-registration
curricula. The educational needs of the current workforce
warrant further investigation.

Lowe A, et al. Br J Sports Med 2016;52:122-127. doi:10.1136/bjsports-2016-096735

43

5of7



Downloaded from http://bjsm.bmj.com/ on January 15, 2018 - Published by group.bmj.com

21 Quality Watch. Focus on allied health professionals. 2014 http:fwww.nuffieldtrust.
2 s nd s ) org.uk/node/3629 (accessed 15 Jul 2016).
How might it impact on clinical practice in the future? 22 Aweto HA, Oligho CN, Fapojuwo OA, et . Knowledge, atitude and practice of
physiotherapists towards promotion of physically active lifestyles in patient
' ; i i management. BMC Health Serv Res 2013;13:21.
2 E:SP e tmhe 9U|I':i amle thactﬁphyﬁ:t:‘empl.s‘? s:?#h.j p:omOte 23 Orow G, Kinmonth AL, Sanderson S, et al. Effectiveness of physical activity
" INIo m? € 'n!ca practice yet there is insuttiden promotion based in primary care: systematic review and meta-analysis of
evidence to identify the best approaches. randomised controlled trials. BM/ 2012;344:21389.

» As this field of research grows Physiotherapists should be 24 Lin J, O'Connor E, Whitlock EP, et al. Behavioral counseling to promote physical
supported to deliver PA interventions that are based on the activity and a healthful diet to prevent cardiovascular disease in adults: update of
best available evidence the evidence for the U.S. preventative services task force. (Evidence Synthesis 79)

. AHRQ publication o. 11-05149-EF-1). Rockville, MD. Agency for healthcare
research and quality, December 2010.

Twitter Follow Anna Lowe @annalowephysio 25  Needles J, Petchey R, Benson J, et al. The allied health professions and health

Contributors AL, MG, SE and CL were involved in the process as described in the 'S)r °”.'°”g:|:" systegvan( I”.erat.we e i ";6’1‘71"‘: sy;nhes:s. Flal repo:/i];\lleR

manuscript. SM and CL oversaw the entire research process and ensured ethical f.'e"sl,'(e 'ecZ;')yoanFR o(r)gsa;n;‘;t:;o;;ro\gﬂr)a1mme. Se;t;:.smge;sccac‘u it

govemance as doctoral supervisors. All authors contributed to the development of res’prol o EI, s ; ul 201 ) .

the manuscript for publication. 26 Frerichs W, Kaltenbacher E, Leur VD, et al. Can physical therapists counsel patients
with lifestyle-related health conditions effectively? A systematic review and

Competing interests None declared. implications. Physiother Theory Practice 2012;28:571-817.

Provenance and peer review Not commissioned; extenally peer reviewed. 27 Taukobong NP, Myezwa H, Pengpid S, et al. The degree to which physiotherapy
literature includes physical activity as a component of health promotion in practice
and entry level education: scoping systematic review. Physiother Theory Pract

REFERENCES 2014;30:12-19.

1 Kruk J. Physical activity and health. Asian Pac J Cancer Prev 2009;10:721-8. 28  Peters MDJ, Godfrey CM, Khalil H, et al. Guidance for conducting systematic

2 Reiner M, Niermann C, Jekauc D, et al. Long-term health benefits of physical scoping reviews. Int J Evid Based Healthc 2015;13:141.
activity—a systematic review of longitudinal studies. BMC Public Health 29  Arksey H, O'Malley L. Scoping studies: towards a methodological framework.
2013;13:813. Int J Soc Res Meth 2005;8:19-32.
3 Bize R, Johnson JA, Plotnikoff RC. Physical activity level and health-related quality 30  Colquhoun HL, Levac D, O'Brien KK, et al. Scoping reviews: time for clarity in
of life in the general adult population. A systematic review. Prev Med definition, methods, and reporting. J Clin Epidemiol 2014;67:1291-4.
2007;45:401-15. 31 Daudt HM, van Mossel C, Scott S. Enhancing the scoping study methodology: a
4 Chodzko-Zajko WI, Proctor DN, Fiatarone Singh MA, et a/. Exerdise and physical large, inter-professional team's experience with Arksey and O'Malley's framework.
adtivity for older adults. Med Sci Sports Exerc 2009;41:1510-30. BMC Med Res Meth 2013;13:48.
5  World Health Organization. Global recommendations on physical activity for health. 32 World Health Organisation 2004 Global Strategy on Diet, Physical Activity and
Geneva, Switzerland: WHO Press, 2010. Health. http/www.who.int/dietphysicalactivity/strategy/eb11344/strategy_english_
6 Oldridge NB. Economic burden of physical inactivity: healthcare costs assodated web.pdf?ua=1 (accessed 15 Jul 2016).
with cardiovascular disease. Fur J Prev Card 2008;15:130-9. 33 Moher D, Liberati A, Tetzlaff J, et al., The PRISMA Group. Re-print preferred
7 Saarborough P, Bhatnagar P, Wickramasinghe KK, et a/. The economic burden of ill reporting items for systematic reviews and meta-analyses: the PRISMA statement.
health due to diet, physical inactivity, smoking, alcohol and obesity in the UK: an PLoS Med 2009;89:873-80.
update to 2006-2007 NHS costs. J Public Health 2011;33:527-35. 34  King K, Meader N, Wright K, et al. Characteristics of interventions targeting

8 Bouchard C, Shephard RJ. Physical activity, fitness, and health: the model and key multiple lifestyle risk behaviours in adult populations: a systematic scoping review.
concepts. In: Bouchard C, Shephard R, Stephens T, eds. Physical activity, fitness PloS ONE 2015;10:e0117015.
and health: intemational proceedings and consensus statement. Champaign, IL: 35 Goertzen L, Halas G, Rothney J, et al. Mapping a decade of physical activity
Human Kinetics, 1994:77-88. interventions for primary prevention: a protocol for a scoping review of reviews.

9 Bull FC, Armstrong TP, Dixon T, et al. Chapter 10 physical inactivity. In: Ezzati M, JMIR Res Protoc 2015;4:e91.
Lopez AD, Rodgers A, Murray CIL, eds. Comparative quantification of health risks: 36 Bodner ME, Rhodes RE, Miller WC, et al. Benchmarking curriculum content in
global and regional burden of disease attributable to selected major risk factors. entry-level health professional education with spedal reference to health promotion
Vol 1. Switzerland, WHO Press, 2004:729-881. practice in physical therapy: a multi-institutional international study. Adv Health Sci

10  Department of health. Start active, stay active: A report on physical activity for Educ Theory Pract 2013;18:645-57.
health from the four home countries’ chief medical officers. 2011. http:fwww. 37  Christian A, Bonomo A, Dickover A, et al. Designing a Wellness Program for Rural
england.nhs.uk/ourwork/futurenhs/ (accessed 16 Jul 2016). Community Physical Therapy Clinics Based Upon a Needs Assessment. Utica College,

11 Townsend N, Bhatnagar P, Wickramasinghe K, et al. Physical activity statistics 2012. 2015 http://gradworks.umi.com/36/89/3689882.html (accessed 15 Jul 2016).
London, England: British Heart Foundation and Oxford, England: University of 38  de Vries NM. The Coach2Move approach: development and acceptability of an
Oxford, 2012. individually tailored physical therapy strategy to increase adtivity levels in older

12 Kohl H, Craig C, Lambert E, et al. Physical activity 5: the pandemic of physical adults with mobility problems. J Geriatr Phys Ther 2015;38:169-82.
inactivity: global action for public health. Lancet 2012;380:294-305. 39 de Vries NM, Staal JB, van der Wees PJ, et al. Personalized physiotherapy in frail

13 National institute for health and care excellence. Behaviour change: individual older adults with mobility problems is (cost)-effective in improving physical activity
approaches. https:fwww.nice.org.uk/guidance/ph49 (accessed 15 Jul 2016). and frailty: a RCT. Physiotherapy 2015;101:21089-90.

14 Public Health England Making Every Contact Count (MECC): Consensus statement. 40  de Vries NM, Staal JB, van der Wees PJ, et al. Patient-centred physical therapy is (cost)
https:fwww.gov.uk/government/uploads/system/uploads/attachment_data/file/ effective in increasing physical activity and reducing frailty in older adutts with mobility
515949/Making_Every_Contact_Count_Consensus_Statement.pdf (accessed 15 Jul problems: a randomized controlled trial with 6 months follow-up: patient centred
2016). physical therapy in older adults. J Cachexia Sarcopenia Musde 2016;7:422-35.

15 Speake H, Copeland R, Till SH, et al. Embedding physical activity in the heart of 41 Frantz JM, Ngambare R. Physical activity and health promotion strategies among
the NHS: the need for a whole-system approach. Sports Med 2016;46:939-46. physiotherapists in Rwanda. Afr Health Sa 2013;13:17-23.

16  Lobelo F, de Quevedo IG. The evidence in support of physicians and health care 42 Healey WE, Huber G, Reed M. Creating a community-physical therapy partnership
providers as physical activity role models. Am J Lifestyle Med 2016;10:36-52. to increase physical activity in urban African-American adults. Prog Community

17 Rubio-Valera M, Pons-Vigués M, Martinez-Andrés M, et al. Barriers and facilitators Health Partnersh 2013;7:255-62.
for the implementation of primary prevention and health promotion activities in 43 Holm I, Tveter AT, Moseng T, et al. Does outpatient physical therapy with the aim
primary care: a synthesis through meta-ethnography. PLoS ONE 2014;9:e89554. of improving health-related physical fitness influence the level of physical activity in

18  Hébert ET, Caughy MO, Shuval K. Primary care providers’ perceptions of physical patients with long-term musculoskeletal conditions? Physiotherapy
adtivity counselling in a clinical setting: a systematic review. Br J Sports Med 2015;101:273-8.

2012;46:625. 44 Langhammer B, Lindmark B, Stanghelle JK. Physiotherapy and physical functioning

19  Dean E. Physical therapy in the 21st century part |: toward practice informed by post-stroke: exercise habits and functioning 4 years later? Long-term follow-up after
epidemiology and the crisis of lifestyle conditions. Physiother Theory Pract a 1-year long-term intervention period: a randomized controlled trial. Brain Injury
2009;25:330-53. 2014;28:1396.

20 Dean E. Physical therapy in the 21st century part II: evidence-based practice within 45  Lau C, Chitussi D, Elliot S, et al. Fadlitating community-based exerdse for people
the context of evidence-informed practice. Physiother Theory Pract with stroke: goss-sectional e-survey of physical therapist practice and perceived
2009;25:354-68. needs. Phys Ther 2016;96:469.

60f7 Lowe A, et al. Br J Sports Med 2018;52:122-127. doi:10.1136/bjsports-2016-096735



46

47

49

51

52

53

55

Downloaded from http://bjsm.bmj.com/ on January 15, 2018 - Published by group.bmj.com

McPhail S. Multi- morbidity, obesity and quality of life among physically inactive
Australians accessing physiotherapy clinics for musculoskeletal disorders.
Physiotherapy 2015;101:e986-7.

McPhail S, Schippers M, Marshall AL, et al. Patient-perceived barriers and
facilitators to increasing physical activity among patients with musculoskeletal
disorders receiving outpatient physiotherapy: a qualitative investigation.
Physiotherapy 2015;101:986.

Messner T. Change in the activity behavior in the context of outpatient
physiotherapy treatments. Effects of planning and action control intervention.

Z Physiotherapeuten 2012;64:6-17. (12p)

Mulligan H, Fjellman-Wiklund A, Hale L, et a/. Promoting physical activity for people
with neurological disability: perspectives and experiences of physiotherapists.
Physiother Theory Pract 2011;27:399-410.

0'Donoghue G, Doody C, Cusack T. Physical activity and exercise promotion and
presaription in undergraduate physiotherapy education: content analysis of Irish
arricula. Physiothermpy 2011;97:145-53.

0'Donoghue G, Cusack, T, Doody C. Contemporary undergraduate physiotherapy
education in terms of physical activity and exercise prescription: practice tutors’
knowledge, attitudes and beliefs. Physiotherapy 2012;98:167-173.

0'Donoghue G, Cunningham C, Murphy F, et al. Assessment and management of
risk factors for the prevention of lifestyle-related disease: a coss-sectional survey of
current activities, barriers and perceived training needs of primary care
physiotherapists in the Republic of Ireland. Physiotherapy 2014;100:116-22.
0'Donoghue G, Doody C, Cusack T. Physical activity and exercise promotion and
prescription: recommendations for contemporary professional entry-level
physiotherapy education. Physiother Pract Res 2014;35:55-63.

Radez A, Cepanovic D, Jurican AB. The physiotherapy and physical activity
components within the antenatal classes in Slovenia. Physiotherapy 2015;101:
e100-1.

Sandstrom K, Samuelsson K, Oberg B. Prerequisites for carrying out physiotherapy
and physical activity—experiences from adults with cerebral palsy. Disabil Rehabil
2009;31:161-9.

56

57

58

59

60

61

62

63

64

65

66

Sheridan CB, Curley AE, Roche EF. An evaluation of physiotherapy-led exerdse
classes on physical activity levels and weight parameters in paediatric obesity.
Physiother Ireland 2009;30:53-4. (2p).

Shirley D, van der Ploeg HP, Bauman AE. Physical activity promotion in the physical
therapy setting: perspectives from pradtitioners and students. Phys Ther 2010;90:1311.
Smith CM, Hale LA, Mulligan HF, et al. Participant perceptions of a nowel
physiotherapy approach (Blue prescription) for increasing levels of physical activity in
people with multiple sclerosis: a qualitative study following intervention. Disabil
Rehabil 2013;35:1174-81.

Snodgrass SJ, Carter AE, Guest M, et al. Weight management including dietary and
physical activity advice provided by Australian physiotherapists: a pilot
cross-sectional survey. Physiother Theory Pract 2014;30:409-20.

Soundy A, Stubbs B, Probst M. Barriers to and fadilitators of physical activity among
persons with schizophrenia: a survey of physical therapists. Psychiatr Serv
2014;65:693-6.

Soundy A, Freeman P, Stubbs B, et al. The value of sodal support to encourage
people with schizophrenia to engage in physical activity: an international insight
from specialist mental health physiotherapists. / Ment Health 2014;23:256—60.
Stretton C, Mudge S, Kayes NM, et al. Activity coaching to improve walking is liked
by rehabilitation patients but physiotherapists have concerns: a qualitative study.
Physiotherapy 2013;59:199-206.

Tovin M. Parent perspectives on physical activity and the role of physical therapy in
children with autism spectrum disorder. Faculty Proceedings, 2014 Paper 362.
http//nsuworks.nova.edu/hpd_pt_facpres/362 (accessed 15Jul 2016).

Walkeden S, Walker KM. Perceptions of physiotherapists about their role in health
promotion at an acute hospital: a qualitative study. Physiotherapy
2015;101:226-31.

Zalewski K, Alt C, Arvinen-Barron M. Identifying barriers to remaining physically
adtive after rehabilitation: differences in perception between physical therapists and
older adult patients. J Orthop Sports Phys Ther 2014;44:415-24.

Littlewood C, May S. Understanding physiotherapy research. Cambridge Scholars
Publishing, 2013.

Lowe A, et al. Br J Sports Med 2016;52:122-127. doi:10.1136/bjsports-2016-096735

45

70f7



*Erratum

Figure 1 “Flowchart of the study selection process” on page 4 of 7 in the above published
paper contains an error. In the screening section of the flowchart the right-hand box reads

“Records excluded (n=808)”. This is incorrect and should read “Records excluded (n=814)".

2.4 Summary and Implications for Thesis

The systematic scoping review achieved its aim of identifying and mapping a decade of
global literature in order to better understand the current state of the evidence. It was
carried out using appropriate, robust methods and was reported in a transparent manner in

line with current reporting standards for systematic reviews.

The findings from this exploratory work extend current understanding of the global
literature by identifying that the available evidence is sparse yet increasing over time.
Included studies are disparate in that they cover various related areas with no obvious
convergence on the most viable avenues for future enquiry. The research methods
employed are largely observational with a paucity of interventional studies resulting in little
evidence being available to guide practice in this area. The interventional studies that were
included were based on high-intensity interventions that may not be compatible with

routine practice.

Since publication this article has been shared broadly, and it has informed the subsequent
phases within this programme of research. It has also confirmed a need for a focus on
pragmatic interventions that can be integrated into practice. In line with current guidance
on scoping reviews, evidence was identified and mapped but findings were not
comprehensively explored. Chapter 3 builds on the scoping review with a broader

exploration of the findings from this body of literature and other related areas.
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Chapter 3: Literature Review
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3.1 Introduction

This chapter provides an in-depth review of the relevant literature, and it further explores
the literature identified in Chapter 2 and supplements the systematic scoping review by
including the most recent publications. Key contextual factors are considered, and
international literature is drawn upon, however the focus is on UK physiotherapy practice.
This chapter critically reviews specific aspects of the existing evidence base and provides a
rationale for the proposed programme of research. Together with Chapter 2, it contributes

to the first objective in this programme of research as highlighted in Table 3.

Table 3. Research Aims and Objectives, Chapter 3.

Research Aim

The overarching research aim is to explore PA promotion in physiotherapy practice and
to understand the factors that underpin current practice.

1. | To explore the existing evidence base related to physiotherapy and PA promotion.

2. | To describe current PA promotion practice in the UK.

3. | To measure and report physiotherapists' knowledge of PA guidelines.

4. | To measure and report physiotherapists' own PA behaviours.

5. | To use the quantitative findings to inform an in-depth qualitative explanatory
follow up.

6. | To expand upon and explain the quantitative findings with an in-depth qualitative
exploration of the mechanisms that underpin current practice.

7. | To generate evidence-based recommendations for education, research, policy and
practice.
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3.2 Physical Activity Promotion and Healthcare

The rationale for embedding PA promotion into healthcare was introduced in Chapter 1 and
is further developed here. In 1986, the Ottawa Charter called for health services to be

reoriented to support a broader definition of health. It described health as;

“..being created and lived by people within the settings of their everyday life; where
they learn, work, play and love. Health is created by caring for oneself and others, by
being able to take decisions and have control over one's life circumstances, and by
ensuring that the society one lives in creates conditions that allow the attainment of
health by all its members.”

The charter championed a move towards healthcare systems which actively contribute to
the pursuit of health, rather than focusing solely on the eradication of disease. It advocated
for the inclusion of health promotion in healthcare in addition to maintaining its traditional

responsibility for providing clinical and curative services (World Health Organisation, 1986).

Promoting PA is an integral part of promoting health and Kohl et al., (2012) recommended
that addressing Pl is a priority for any NCD strategy. The later Toronto Charter (2010)
focused specifically on PI; it identified that there is no one, single solution to increasing PA
and that effective approaches would require multiple concurrent strategies. It highlighted
many actions that are required to make significant and sustainable changes in global PA
levels. This included the integration of screening for PA levels at every healthcare
consultation, and the delivery of brief, structured counselling and referral to community
support for all insufficiently-active patients (Global Advocacy Council for Physical Activity

and International Society for Physical Activity and Health, 2010).

In a further development, approaches that were considered to be the best investments for
reducing Pl were identified and published by global PA advocacy agencies. Integrating PA
promotion into healthcare systems was described as one of the “seven best investments"
for reducing PI (International Society for Physical Activity and Health and Global Advocacy
for Physical Activity, 2011). The authors acknowledged that healthcare professionals are

important influencers of patient behaviour. Furthermore, as key initiators of NCD
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prevention actions within the healthcare systems, they can influence large proportions of
the population. They recommended that healthcare systems should include PA as an
explicit element of regular behavioural risk factor screening for NCD prevention, patient
education and referral (International Society for Physical Activity and Health and Global

Advocacy for Physical Activity, 2011).

In the UK, it is widely recognised that the health, public health and social care systems are
unsustainable without radical transformation. A recent report on the long-term

sustainability of the NHS and social care system concluded:

“Our conclusion could not be clearer. Is the NHS and adult social care system
sustainable? Yes, it is. Is it sustainable as it is today? No, it is not. Things need to
change.” (House of Lords, 2017)

This has led to urgent calls for a shift in focus to prevention and the seminal strategy
document, the Five Year Forward View, clearly outlines the need for a radical upscale in
preventative care (NHS England, 2014). Investment in public health is seen as essential in
reducing the burden of avoidable ill health in the future. The idea that public health is
everyone's business and not the responsibility of the small public health workforce was
articulated in 2012 (NHS Future Forum, 2012). This idea has gained traction as
understanding of the wider public health workforce has grown (Royal Society of Public

Health, 2015).

Thus, the moral imperative to increase PA as a conduit to improve the lives of individuals is
met with a financial imperative to embed prevention into healthcare, in order to reduce
downstream healthcare costs and improve the long-term sustainability of health and social
care systems. This is borne out in UK national, clinical guidance from the National Institute
for Health and Clinical Excellence (NICE); they recommend that all inactive adults accessing
NHS services should be identified and should receive advice on increasing their activity

levels (National Institute for Health and Care Excellence, 2013).
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3.3 Physiotherapy and Physical Activity

There are more than 55,000 physiotherapists registered in the UK (Health and Care
Professions Council, 2018). Physiotherapists work across the spectrum of healthcare
settings and have a major role to play in helping people to manage long-term conditions and
maintain function. In 2015-16 there were over five million outpatient physiotherapy
contacts (comprised of over one million new patient contacts and over three million follow
up appointments). For each first physiotherapy clinical contact, the average number of
follow up appointments is three, meaning that a physiotherapist could expect to have
approximately four contacts with every new patient (NHS Digital, 2016). Each contact is an
opportunity to influence a patient’s long-term health & wellbeing in addition to the

assessment and management of the complaint with which a patient presents.

Physiotherapists work extensively with people with long-term conditions, and health status
is recognised as a key correlate of physical activity, meaning that people who have
healthcare needs are more likely to be inactive than those who experience good health
(Bauman et al., 2012; Hallal et al., 2012). Low levels of PA have been reported in many
clinical populations, including patients following orthopaedic injury (Ekegren et al., 2018),
brain injury (Driver et al., 2012), spinal cord injury (Rauch et al., 2016), stroke (West and

Bernhardt, 2012) and musculoskeletal disorders (Moseng et al., 2014).

Evidence suggests that a large proportion of inactive patients accessing outpatient
physiotherapy services have multiple comorbid health conditions. McPhail (2015) identified
a sample of 110 inactive patients attending outpatient physiotherapy for a musculoskeletal
complaint. Of this sample 73% were overweight (24%), or obese (49%), and in addition to
their presenting condition, 21% of patients reported comorbid diabetes, 23% reported
hypertension and 13% reported an existing heart condition. This suggests that patients
attending physiotherapy might have an increased risk of being inactive and an increased risk

of having related co-morbidities.
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The changing demography of the UK combined with financial constraints on the health and
social care services, means that physiotherapists need to consider their ability to respond to
contemporary healthcare needs. Physiotherapists have been encouraged to consider the
balance in their practice between the traditional "diagnose and treat" paradigm and a more

contemporary "predict and prevent" paradigm (Needle et al., 2011).

Public health priorities have been identified and are categorised in different ways; in 2014,
Public Health England identified seven overarching, national public health priorities
including obesity, smoking, harmful-drinking, ensuring that every child has the best start in
life, dementia, antimicrobial resistance and tuberculosis (Public Health England, 2014). The
Making Every Contact Count (MECC) approach, identifies health behaviours that are
modifiable in nature. It highlights mental health, PI, harmful drinking, smoking and poor

nutrition as priorities (Public Health England et al., 2016).

Physiotherapy might have a role to play in addressing all of these priorities but it has been
postulated that physiotherapists have a particular role in addressing PI. "Exercise and
movement" is one of the four pillars of practice as described by the Chartered Society of
Physiotherapy and physical rehabilitation is firmly embedded in the identity of the
profession (Chartered Society of Physiotherapy, 2013). It has been suggested that
physiotherapists should take a lead role in the prevention and management of all conditions
that are associated with low levels of PA (Dean, 2009). Physiotherapists have been
described as experts in functional ability, movement, exercise, the pathophysiology of
inactivity and its effects on all systems (Wittink, Engelbert and Takken, 2011). Furthermore,
physiotherapists are considered to be experts in PA and credible messengers of PA advice by

patients with long-term conditions (Macmillan Cancer Support, 2014).

3.4 Physical Activity Guidelines

The UK Department of Health describes the rationale for government PA guidelines and the
duty that governments have to inform their citizens about the relationship between lifestyle

and health. This includes the need for people to be aware of the levels of PA that deliver
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health benefits and the health impacts of leading an inactive lifestyle (Department of

Health, 2011).

PA guidelines have evolved significantly since their first iteration in 1975 (American College
of Sports Medicine., 1975). In 1995, American adults were advised to accumulate at least 30
minutes of moderate to vigorous PA on preferably every day each week (Pate, Pratt and
Blair, 1995). In 1996, in England, the Department of Health followed a similar approach and
recommended 30 minutes of moderate to vigorous PA on at least five days per week
(Department of Health, 2004). Since then, there has been a shift towards more concordant
guidelines. In 2008, the first guidelines to be issued by the Federal Government in the
United States of America were published following a comprehensive scientific review of the
evidence. These guidelines were the first to state recommendations as specifically 150
minutes of moderate or vigorous PA per week (US Department of Health and Human
Services., 2008). In 2010 global recommendations on PA for health were published and

contained the following guidance:

"For physical activity, it is recommended that individuals engage in adequate levels
throughout their lives. Different types and amounts of physical activity are required
for different health outcomes: at least 30 minutes of reqular, moderate-intensity
physical activity on most days reduces the risk of cardiovascular disease and

diabetes, colon cancer and breast cancer. Muscle strengthening and balance training
can reduce falls and increase functional status among older adults. More activity may
be required for weight control." (World Health Organization, 2010)

In the UK up to that point, guidelines had been produced and disseminated separately in the
four home countries, and in 2011 the Chief Medial Officers from all four nations published
the first UK-wide PA guidelines (Department of Health, 2011). The Department of Health
described how the guidelines could assist with the work of policy makers, healthcare
professionals and others who support health improvement, in addition to helping
individuals to take responsibility for their own lifestyle choices (Department of Health,
2011). The current UK guidelines include specific age-related guidance for early years
(under 5s), children and young people (5—18 years), adults (19-64 years) and older adults

(65+ years). The guidance contains recommendations on aerobic exercise, strength
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exercise, sedentary behaviour, frequency, intensity, time and types of suitable PA. The adult
and older adult guidelines were updated and formatted into a combined infographic in 2015

(see Figure 4).

54



Physical activity benefits for
adults and older adults

| MAINTAINS HEALTHY WEIGHT 5
| @ MPROVES QUALITY OF LIFE o
What should you do?
For a healthy To keep your muscles, To reduce your
heart and mind bones and joints strong chance of falls

Sit Build Improve

Less Strength  Balance

VIGOROUS MODERATE

COMPUTER

MINUTES PER WEEK gﬁ_Er.;-\hll(GUP
2 e

75z 150 ™

VIGOROUS MODERATE
INTENSITY INTENSITY

( BREATHING FAST ) (mcmsm BHEATHING)

Something is better than nothing.

DIFFICULTY TALKING ABLE TO TALK

Start small and build up gradually:
just 10 minutes at a time provides benefit.

(1]i] A COMBINATION OF BOTH
MAKE A START TODAY: it’s never too late!

UK Chief Medical Officers’ Guidelines 2011 Start Active, Stay Active: http:bit.ly/startactive

Figure 4. Physical Activity Infographic (Public Health England, 2015).
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Evidence suggests that these guidelines are not being successfully disseminated (Knox et al.,
2013; Hunter et al., 2014). Psychological theories such as the protection motivation theory
suggest that individuals must be accurately aware of their current actions in order to be able
to intimate a change to more desirable actions (Knox et al., 2013). The protection
motivation theory suggests that individuals balance the appraisal of a threat (for example
threat of cardiovascular disease due to inactivity) with an appraisal of their ability to cope
(consideration of tools and skills to build coping strategies). This coping appraisal is
influenced by the belief that a certain behavioural response can reduce the threat.
Therefore, understanding the response required (that is, the amount of PA) to reduce the

threat (cardiovascular disease) is a key factor in success (Bui, Mullan and McCaffery, 2013).

A lack of knowledge of PA guidelines has been identified in trainee doctors (Dunlop and
Murray, 2013). A recent study explored knowledge of the PA guidelines amongst GPs in
England and found that 30% (n = 301) said that they had not heard of the guidelines and
51% (n=514) had heard of the guidelines, but were broadly unfamiliar or very unfamiliar

with their content (Chatterjee et al., 2017).

The awareness and knowledge of UK physiotherapists in relation to the PA guidelines has
not been explored. A survey-based study from the Republic of Ireland reported that 51%
(n=45) of physiotherapists were able to accurately state the current minimal PA guidelines
for healthy adults. Where recall was inaccurate physiotherapists tended to report PA levels
that were below the recommended minimum suggesting that PA promotion may fall short
of the actual recommendations (Barrett, Darker and Hussey, 2013). More recently, (Freene
et al., 2017) reported that only 10% of physiotherapists accurately recalled all aspects of the
current Australian guidelines. Furthermore, they report that when healthcare professionals
had knowledge of the PA guidelines it doubled the likelihood of them encouraging patients
to increase their PA (odds ratio 2.01, 95% confidence interval 1.18-3.43).

This creates a rationale, as a starting point, for ensuring that healthcare professionals know

the current guidelines, yet the existing evidence suggests that healthcare professionals have
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insufficient knowledge. To date, no studies have been identified that assess UK

physiotherapists' knowledge of the PA guidelines.

3.5 Making Every Contact Count

The Making Every Contact Count (MECC) approach is currently one of the key mechanisms
for achieving the aspiration to embed health promotion into healthcare. This approach has
highlighted how a relatively low-cost programme that capitalises on the opportunity that
practitioners in health care settings have to support behaviour change in their patients can
improve population level behaviour change. It is endorsed by Public Health England, NHS
England and Health Education England who have programmes to support its uptake and

adoption into practice.

MECC focuses on five key modifiable health behaviours one of which is Pl (Public Health
England et al., 2016). It is an approach to behaviour change that uses existing clinical
contacts to encourage and support service users to make positive changes to their physical

and mental health and wellbeing. It is described as follows:

"MECC supports the opportunistic delivery of consistent and concise healthy lifestyle
information and enables individuals to engage in conversations about their health at
scale across organisations and populations. For staff, MECC means having the
competence and confidence to deliver healthy lifestyle messages, to help encourage
people to change their behaviour and to direct them to local services that can
support them." (Public Health England et al., 2016)

The implications for physiotherapists include the expectation that routine appointments will
be used to address health behaviours that influence long-term health and wellbeing, in
addition to addressing the primary issue for which a patient was referred. Issues that
predicate a need for physiotherapy are frequently accompanied by other comorbidities and
the prevalence of multimorbidity in the general population is increasing over time (Barnett
et al., 2012; McPhail, 2015). Thus, a strong rationale exists for equipping clinicians with a

pragmatic approach for addressing health behaviours.
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The MECC approach advocates the use of brief interventions (Bls) or very brief interventions

(VBIs) during routine clinical contacts as described in Table 3 (Public Health England et al.,

2016). It differentiates Bls and VBIs from specific, high-intensity behaviour change

interventions which are more time and resource intensive. Brief advice does not feature in

the MECC model although it forms the foundation of current, PA specific, NICE guidance

(National Institute for Health and Care Excellence, 2013).

Table 3. Behaviour Change Terminology (adapted from National Institute for Health and

Care Excellence, 2013, 2014)

Brief Advice Verbal advice, discussion, negotiation or encouragement, with or
without written or other support or follow-up. It can vary from basic
advice to a more extended, individually focused discussion.

Very Brief A very brief intervention can take from 30 seconds to a couple of

Intervention

minutes. It is mainly about giving people information, or directing them
where to go for further help. It may also include other activities such as
raising awareness of risks, or providing encouragement and support for
change. It follows an 'ask, advise, assist' structure. For example, very
brief advice on smoking would involve recording the person's smoking
status and advising them that stop smoking services offer effective
help to quit. Then, depending on the person's response, they may be
directed to these services for additional support.

Brief
Intervention

A brief intervention involves oral discussion, negotiation or
encouragement, with or without written or other support or follow-up.
It may also involve a referral for further interventions, directing people
to other options, or more intensive support. Brief interventions can be
delivered by anyone who is trained in the necessary skills and
knowledge. These interventions are often carried out when the
opportunity arises, typically taking no more than a few minutes for
basic advice.

Extended Brief
Intervention

An extended brief intervention is similar in content to a brief
intervention but usually lasts more than 30 minutes and consists of an
individually-focused discussion. It can involve a single session or
multiple brief sessions.

58



High Intensity Typically last more than 30 minutes and are delivered over a number of
Interventions sessions.

MECC interventions are based on an ‘Ask, Advise, Assist’ model but there is not explicit
guidance on what actions should occur within the intervention (Public Health England, NHS
England, 2016). Whilst this gives flexibility for the approach to be tailored to suit individual

clinicians and practice settings, it can also be problematic as discussed in the next section.

3.6 The Effectiveness of Healthcare-based Physical Activity
Interventions

As the scale and impact of Pl has become increasingly apparent, there has been a

corresponding increase in interest in the field of PA behaviour change. Behaviour change is
complex and vast, in order to reflect the focus of this Ph.D. this section is not an exhaustive
discussion of PA behaviour change approaches, rather an overview of the evidence related

to specific PA behaviour change approaches within healthcare.

3.6.1 High-Intensity Interventions

The PA interventions that have dominated to date have largely been resource-intensive
programmes that would be classified as high-intensity behaviour change programmes by
NICE (National Institute for Health and Care Excellence, 2014). There are examples of such
interventions in a physiotherapy setting; in a cohort study, Holm et al., (2015) integrated a
comprehensive PA and exercise programme into physiotherapy care for 190 people with
chronic musculoskeletal conditions. They reported positive findings including a significant
increase in activity levels from baseline to the end of the treatment period (P =0.021), a
12% reduction in the proportion of patients with a low level of PA and an increase in the
proportions with moderate and high levels of PA (of 4% and 8%, respectively). These
findings are initially encouraging however, the mean number of additional, physiotherapy-

led, exercise intervention sessions per patient was 17.5. With finite healthcare resources it
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may be difficult to justify the incurred costs and this model may not be scalable within
current healthcare systems. Additionally, measurement was taken at baseline and at the
end of the 12-week treatment period. The self-report measures used require recall over a
two-week period which suggests that participants may have included their intervention
exercise in the post-test measurement. Longer-term follow up would be required to show
any meaningful change in activity after an intervention ended. It is also important to note
the pre-test post-test design and limited detail on recruitment make it difficult to establish

and meaningful intervention effects.

Despite these limitations Holm et al., (2015) provides an example of a model whereby
physiotherapy practice becomes a provider of PA opportunities. This is an important
differentiation from a model in which PA is promoted during physiotherapy and integrated

into treatment.

A systematic review of PA interventions in primary healthcare included 15 randomised
controlled trials, 13 of which were included in a meta-analysis (Orrow et al., 2012). Small to
medium positive intervention effects were seen at 12 months (odds ratio 1.42, 95%
confidence interval 1.17 to 1.73; standardised mean difference 0.25, 0.11 to 0.38). The
authors reported that the number needed to treat with a PA intervention for one sedentary
adult to meet PA guidelines at 12 months was 12 (7 to 33). This result has been widely
reported, and a comparison to estimates of the number needed to treat with smoking
cessation interventions has been made into an infographic; this has become campaign

material for initiatives to promote PA in healthcare (see Figure 5).
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Figure 5. Number Needed to Treat Comparisons (reproduced with permission from Totes

Health 2016).

Similarly, in a review of systematic reviews of the evidence for the effectiveness of PA
promotion interventions in primary care, Sanchez et al., (2015) reported that high-quality
causal evidence of a positive effect was shown in five of the included systematic reviews
(Foster et al., 2005; Lin et al., 2010; Conn, Hafdahl and Mehr, 2011; Campbell et al., 2012;
Orrow et al., 2012).

In a physiotherapy-specific systematic review, Kunstler et al., (2017) concluded that
physiotherapy-led PA interventions are effective at increasing PA in adults, although
improvements did not last for more than one year. They report that interventions increased
the odds of achieving the minimum recommended PA levels at final follow-up (OR = 2.15,
95% Cl, 1.35-3.43, P = 0.001) (Kunstler et al., 2017). The eight included studies varied
significantly in terms of the time/cost burden of the interventions, for example one included
intervention involved 18, 30-minute sessions within the first 12 weeks followed by an
additional seven sessions delivered in weeks 18-55 (Pisters et al., 2010). This has a
significant cost burden and may not be feasible to fund such extensive interventions within

stretched healthcare systems. Whilst Kunstler et al., (2017) extends available knowledge by
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systematically collating and reviewing physiotherapy-led PA interventions, it does not
differentiate between pragmatic and high-intensity interventions. Thus, it includes a wide
range of delivery models from brief interventions to lengthy face-to-face interventions over

protracted time frames.

In fact, the majority of the included PA promotion interventions are high-intensity
interventions which might not be compatible with integration into routine healthcare
contacts in the UK. For example, in Sanchez et al's., (2015) review of reviews, the inclusion
criteria for the PA intervention was “any intervention performed or initiated in a primary
care setting with the goal of increasing the PA level or participation of sedentary or
insufficiently active adults.” Thus, no time or resource limitations were applied through the
inclusion/exclusion criteria meaning that many of the individual studies included in the

reviews were high-intensity.

3.6.2 Pragmatic Interventions

There is a need for cost-effective, scalable interventions to enhance the adoption and
maintenance of regular PA (Lamming et al., 2017). Failure to integrate PA interventions into
routine clinical practice is a missed opportunity that warrants further attention. Sanchez et
al., (2015) highlighted the fact that the majority of evaluated PA interventions were difficult
to integrate into routine primary care services and thus the desired “scaling-up” failed to

occur.

In order to be compatible with integration into healthcare, it is essential that brevity is
acknowledged, alongside effectiveness, as a key requirement. Integrating pragmatic
interventions for PA into routine practice has been identified as the most feasible and
acceptable form of PA promotion for physiotherapists in principle (Shirley, van der Ploeg
and Bauman, 2010; Aweto et al., 2013). Identifying pragmatic PA interventions that
demonstrate clinical effectiveness represents an opportunity to achieve levels of integration

within healthcare that have remained elusive thus far.
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Pragmatic interventions are central to MECC approaches (Public Health England et al., 2016)
and NICE recommends that primary care practitioners deliver tailored, brief PA advice to
inactive adults, and follow this up at subsequent appointments (National Institute for Health
and Care Excellence, 2013). Much of the academic literature that supports pragmatic
interventions is actually based on interventions that are up to 30 minutes in duration
(Lamming et al., 2017). Consensus has been called for, and Pears et al., (2016) suggests five
minutes as a threshold for what could reasonably be integrated into healthcare. Given the
assumption that physiotherapy contacts are approximately 25 minutes in duration across an
average of four sessions per episode of care (NHS Digital, 2016), it could be reasonable to
suggest that a five-minute tailored intervention is feasible within the confines of routine

practice as suggested by Pears et al., (2016).

The most comprehensive systematic review of the evidence for pragmatic interventions to
date was carried out in 2012, using the term “brief advice” to describe pragmatic
interventions in healthcare (Campbell et al., 2012). Within this review a narrative synthesis
reported that six studies (including five randomised controlled trials) found a significant
positive effect of brief advice in promoting physical activity; seven studies (including four
randomised controlled trials) found a non-significant benefit of brief advice over usual care

and two studies found no difference between brief advice and usual care.

In the same study, meta-analysis of continuous PA data (including eight effectiveness
studies six of which were randomised controlled trials and two non-randomised controlled
trials) identified that brief advice produced a small effect size (SMD 0.17, 95% CI 0.06 to
0.28). Furthermore, meta-analysis of dichotomous PA data revealed that the relative risk of
meeting recommended PA levels was 1.30 (Cl 95% 1.12 to 1.50) in favour of brief advice

(Campbell et al., 2012).

In a recent review of reviews, Lamming et al., (2017) concluded that Bls increased self-

reported physical activity in the short-term (4-12 weeks), but evidence for their
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effectiveness beyond this time frame is inconclusive. Lamming et al., (2017) highlighted the
need for future reviews, as well as future individual studies, to evaluate different methods
of tailoring Bls and the use of different tailoring variables, to compare Bls that use different
behaviour change techniques, and for the effects of different types of providers and settings

to be considered (Lamming et al., 2017).

Only one physiotherapy-specific study investigating pragmatic PA interventions was
identified. The intervention consisted of one single five-minute counselling session in
addition to receiving treatment for a musculoskeletal issue, followed by encouragement in
two additional follow-up sessions (Sheedy et al., 2000). The study found significantly
greater likelihood of the intervention group increasing PA levels by 60 minutes or more per
week, compared with the control group, based on PA performed in an average week (OR
2.97, 95% Cl 1.36- 6.46). High risk of bias is acknowledged in relation to lack of

randomisation and small sample size in this pilot study.

To summarise this section, the research evidence to date suggests that healthcare
interventions directed at increasing PA are promising. However, these interventions largely
focus on high-intensity interventions that might not be compatible with routine healthcare.
This, along with many other factors might explain the lack of uptake of such programmes.
Physiotherapy-related studies are largely absent from this body of evidence despite the
particular features of physiotherapy practice that position it well to contribute to addressing

PI.

3.7 Content of Interventions for PA

A review of pragmatic interventions for PA concluded that the content and delivery of
interventions was generally poorly specified with a lack of detail and consistency regarding

the actual behaviour change techniques (BCTs) included (Lamming et al., 2017).

A BCT is described as an observable, replicable, and irreducible component of an

intervention designed to alter or redirect causal processes that regulate behaviour; that is, a
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technique is proposed to be an “active ingredient”, and these have been mapped in a
comprehensive taxonomy (Michie et al., 2013). For example, “specific goal setting” is a BCT
identified as important in PA behaviour change, this might include a detailed plan of exactly
what a person might do and a detailed description of the behaviour including the frequency,
intensity and duration of a planned activity. Details such as where, when, how and with
whom would also be included. It is acknowledged that many behaviour change
interventions fail to give such details of the actual BCTs involved rendering them hard to

describe, measure and repeat (Michie et al., 2013).

Foster et al., (2005) identified a series of BCTs (exploring beliefs about the costs and benefits
of PA, bolstering confidence to engage in PA, prompting goal setting, encouraging self-
monitoring and providing reinforcement of change) which were more frequently found in
effective PA interventions. Further to this, a 40-item taxonomy of BCTs to help people

change their PA and eating behaviours was published in 2011 (Michie et al., 2011).

A more recent meta-analysis of PA interventions indicated that the following BCTs that are
effective in increasing PA; intention formation, self-monitoring, goal setting and review of

behavioural goals (Pears et al., 2016).

The BCTs used in physiotherapy-led interventions were mapped out and of the possible 93
BCTs identified by Michie et al., (2013), 32 were used across both experimental and
observational studies (Kunstler et al., 2017). Thirty of these BCTs were used by
physiotherapists in experimental studies, compared to only seven in observational studies.
Social support was the most frequently identified BCT across all included studies (Kunstler,
Cook, Freene, Finch, Kemp, OHalloran, et al., 2017). Conversely, a recent descriptive study
identified seven BCTs (goal setting (behaviour), goal setting (outcome), feedback on
behaviour, instruction on how to perform the behaviour, information about health,
prompts/cues and behavioural practice/rehearsal) were used clinically by physiotherapists

when prescribing exercise for pain management (Emilson et al., 2016).
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This evidence highlights the lack of consensus on the content of pragmatic PA interventions.
Whilst it is identified that the actual BCTs are likely to be dependent on contextual factors
(Kunstler et al., 2017) further exploration of the BCTs that are present within existing
effective PA interventions could lead to consensus on a core set of BCTs that should be

included in pragmatic PA interventions.

3.8 Current Physiotherapy Practice

A number of international studies report on how PA promotion is integrated into routine
physiotherapy practice. O’'Donoghue et al., (2014) reported high levels of PA promotion
amongst physiotherapists working in primary care in the Republic of Ireland, with 76%
"always" assessing PA levels at either initial assessment or follow up appointments and 96%
reporting that they give written PA advice to patients. Similarly, in Rwanda, 65% of
physiotherapists described their own PA promoting practice as "good" (Frantz and

Ngambare, 2013).

Conversely, Barrett, Darker and Hussey, (2013) reported that only 34% of physiotherapists
screened for levels of PA in all of their patients in the Republic of Ireland. Levels of PA
promotion amongst Nigerian physiotherapists are described as “low” (Aweto et al., 2013), a
finding echoed in studies from Slovenia (Radez, S¢epanovi¢ and Juri¢an, 2015), Canada (Lau

et al., 2015) and Australia (Shirley, van der Ploeg and Bauman, 2010).

These studies are largely questionnaire-based and therefore rely on self-report which may
be subject to recall bias and social desirability bias. Self-selection bias might also influence
findings, with engaged physiotherapists more likely to respond than non-engaged peers
(Althubaiti, 2016). Sample sizes are generally small, and areas of practice are diverse in
terms of location and clinical speciality. Finally, some of the measurements and judgements
are arbitrary with little commonality between studies. For example, what constitutes high
levels, low levels or indeed sufficient levels of PA promotion, is unclear making comparison

between studies difficult. To summarise, the findings are mixed, and studies show
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consistent limitations, with a notable absence of studies exploring current practice in the

UK.

Many barriers to PA promotion within general healthcare have been cited in the literature
(Mckenna, Naylor and Mcdowell, 1998; Douglas et al., 2006; Rubio-Valera et al., 2014).
Further to this, physiotherapy-specific barriers have also been identified. Professional
identity is a recurrent theme and findings suggest that physiotherapists may not see PA
promotion as part of their role. For example, O’Donoghue, Doody and Cusack, (2011a)
report that following their qualitative investigation, the majority of the physiotherapists did
not agree that health promotion and disease prevention are within the remit of the

physiotherapists' existing role.

Conversely, in a qualitative study Smith et al., (2013a) report feelings of moving away from a
traditional physiotherapy identity and becoming broader and more holistic in their
approach. Mouton et al., (2014) reported that 99% of physiotherapists agreed that they
should contribute to the promotion of PA with their patients. Similarly, Shirley, van der
Ploeg and Bauman, (2010) reported that 96% (n=305) of physiotherapists surveyed agreed
with the following statement; "Discussing the benefits of a physically active lifestyle with

patients is part of the physical therapist's role".

A lack of knowledge is a frequently-cited barrier (O’'Donoghue, Doody and Cusack, 2011b;
Aweto et al., 2013; Smith et al., 2013b; Mouton et al., 2014; Walkeden and Walker, 2015;
Lau et al., 2016). Mouton et al., (2014) also highlighted a lack of knowledge of the definition
of PA and a lack of awareness of the various dimensions with a predominance of answers
relating to sport. Furthermore, a survey of physiotherapy practice tutors in the Republic of
Ireland found that 66% were unhappy with their own knowledge and felt that they required
further training in the areas of changing PA behaviour, exercise promotion and prescription

(O’Donoghue, Doody and Cusack, 2011b).

A lack of time is identified as a barrier in a number of studies (Shirley, van der Ploeg and

Bauman, 2010; Aweto et al., 2013; Walkeden and Walker, 2015). A lack of perceived patient
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interest and feelings that PA promotion is not acceptable to patients were both reported as
barriers to PA promotion (O’'Donoghue et al., 2014; Soundy et al., 2014; Walkeden and
Walker, 2015). In addition, a lack of belief by clinicians in the effectiveness of PA
interventions was identified (Shirley, van der Ploeg and Bauman, 2010; Walkeden and
Walker, 2015). Finally, barriers specific to the acute setting were identified, including the
acutely unwell nature of the patients and the immediate focus on discharge (Walkeden and

Walker, 2015).

3.9 Physical Activity Levels of Healthcare Professionals

Interacting with patients about PA in a way that will facilitate behaviour change is complex
and is influenced by many factors. One factor that has been identified in the literature as
having a significant influence on this interaction is the PA habits of the healthcare
professionals. A number of studies report consistent findings of significant positive
association suggesting that clinicians' PA habits are a consistent and independent correlate

of PA (Lobelo and de Quevedo, 2016).

This suggests that any initiatives aimed at increasing clinicians’ PA habits (in itself a critical
current issue for the NHS) may influence the amount that those clinicians promote PA
within their clinical roles. The relationship between PA habits and PA promotion is
explained in part by Rogers et al., (2005, 2006) who reported that when healthcare
professionals were physically active on a regular basis, they were more confident in guiding

their patients through a PA regimen and felt more effective in doing so.

A small number of studies have explored the PA habits of the physiotherapy workforce.
Black et al., (2012) gathered self-report information on physiotherapists' PA habits and
found that 81% were engaging in "regular physical activity", although the amount or type of
PA was not explored so it is unclear whether the levels were sufficient in relation to current
guidelines. McPhail and Waite, (2014) examined the self-reported PA levels of Australian
physiotherapists and concluded that almost all respondents exceeded the minimum

recommended PA as outlined in the guidelines. This finding was echoed in a study of
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Latvian physiotherapists, approximately 90% of whom engaged in either moderate or high
levels of weekly PA (Mihailova, Kaminska and Bernane, 2014). When self-reported PA data
from physiotherapists was compared to self-reported PA data gathered from the general
population it was found that 67% of physiotherapists were meeting the US PA guidelines

compared with 36% of adults from the general population (Chevan and Haskvitz, 2010).

This small body of evidence tentatively characterises physiotherapists as an active
workforce. However, the limitations of self-report methods of PA have long been
recognised with a consistent over-reporting trend observed (Ainsworth et al., 2015). Only
one study of physiotherapists’ PA habits using an objective measure of PA was identified.
Canadian physiotherapists across different practice settings were asked to report their own
PA levels using the widely-recognised International Physical Activity Questionnaire (long
form); 99% reported sufficient PA to meet current Canadian PA guidelines. However, when
a sub-sample wore an accelerometer and objective PA data was gathered, only 58% of the
sample was sufficiently active to meet the PA guidelines (Neil-Sztramko et al., 2017). This
demonstrates a substantial disparity between results from self-report and objective

measures which represents a significant methodological limitation.

To summarise this section, there is a small body of international evidence that suggests that
a substantial proportion of physiotherapists are likely to be sufficiently active for good
health (that is, they meet the respective guidelines) and are more active than the general
public. Based on the robust relationship between clinicians PA levels and their PA
promotion practices, it could be hypothesised that physiotherapists are high promoters of
PA within clinical contacts. However, this hypothesis is based on small, non-representative
samples, unreliable measurement methods and does not include studies of the UK

physiotherapy population.

3.10 Summary and Implications for Thesis

Pl is a public health priority and there are growing calls for the promotion of PA to be

integrated into routine healthcare contacts (Sallis, 2015; Cowan, 2016; White and Nash,
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2016). Physiotherapists work across many healthcare settings and spend relatively long
periods of time with patients thus creating enhanced opportunities for behaviour change.
Furthermore, a large proportion of patients attending physiotherapy appointments is likely
to be physically inactive and is also likely have co-morbidities and are therefore likely to gain
significant benefit from increasing their activity levels (Hallal et al., 2012; McPhail, 2015).
Most of the evidence to date focuses on high-intensity behaviour change interventions;
despite promising findings in clinical trials, these have not been scaled-up or adopted into

routine clinical practice.

The evidence related to behaviour change interventions that are both effective and
pragmatic is incomplete and further development and testing of interventions is required.
Despite this, these approaches are already strongly advocated within UK clinical best
practice guidance and policy (National Institute for Health and Care Excellence, 2013; Public
Health England et al., 2016). There is an opportunity to expand this area of enquiry further

and to support widespread adoption of refined approaches.

PA promation in physiotherapy practice is poorly understood, and UK studies are largely
absent from the literature. Little is known about the extent to which physiotherapists
promote PA or the structure or content of the approaches that they use. In addition,
physiotherapists’ own PA habits and any potential influence on PA promotion are

unreported.

Chapter 1 set out the broad context for this programme of research and Chapter 2 provided
a systematic scoping review of the global literature which has been further explored and
expanded upon in this chapter with a description of the key contextual factors and a critical
review of the evidence. Together, these first three chapters situate this programme of
research within the current context of what is known, and provide a rationale for the

proposed enquiry.
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Chapter 4: Methodology
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4.1 Introduction

This chapter considers the relevant research paradigms and explains the theoretical
perspectives that underpin this programme of research. Key methodological concepts are
defined, described and appraised in relation to the proposed study. The selection of mixed
methods research and the sequential explanatory design is explained and justified. A visual
overview of the mixed methods design within this programme of research is included. More
detail regarding the methods within each phase of the research is included within the

published papers in Chapters 5 (quantitative) and 6 (qualitative).

The specific research objectives of the programme of research (re-stated in Table 4) require
the collation of a large volume of data information and also an in-depth exploration of some
specific aspects of practice. Any single research method would be insufficient to meet the
requirements for both and therefore a mixed methods approach was selected, more

specifically a sequential explanatory design (lvankova, Creswell and Stick, 2006).

Table 4. Research Aims and Objectives, Chapter 4

Research Aim

The overarching research aim is to explore PA promotion in physiotherapy practice and
to understand the factors that underpin current practice.

1. | To explore the existing evidence base related to physiotherapy and PA promotion.

2. | To describe current PA promotion practice in the UK.

3. | To measure and report physiotherapists' knowledge of PA guidelines.

4. | To measure and report physiotherapists' own PA behaviours.
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5. | To use the quantitative findings to inform an in-depth qualitative explanatory
follow up.

6. | To expand upon and explain the quantitative findings with an in-depth qualitative
exploration of the mechanisms that underpin current practice.

7. | To generate evidence-based recommendations for education, research, policy and
practice.

4.2 Key Concepts: Ontology and Epistemology

Methodology refers to the beliefs and processes that underpin the choice of specific
research methods (Glogowska, 2011). It links the choice of methods to the desired
outcome, and it gives context to the research and explains methodological choices. Itis
informed by a range of factors including ontology and epistemology. Ontology relates to
beliefs about the nature of the social world and what can be known about it. Epistemology

relates to the nature of knowledge and how it can be acquired (Ritchie and Lewis, 2003).

Research philosophies relate to different views of the world and different beliefs about how
it can be studied (Ritchie et al., 2013). Ontology is described in simple terms as beliefs
about what there is to know about the world. A fundamental ontological issue is concerned
with whether the social and natural worlds exist in a consistent way or whether the social
world is different because it is open to interpretation (Ritchie et al., 2013). This led to the
development of distinct and conflicting schools of thought that can be visualised as a
spectrum with realism at one extreme and constructivism at the other (Creswell and Plano

Clark, 2011).

Realism claims that there is an external reality that exists independent of peoples' beliefs or
understandings about it. It makes a clear distinction between the way the world actually is

and the meaning and interpretation of that world by individuals. Realism also proposes a
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singular reality, the one and only truth that is out there waiting to be discovered by

objective and value free enquiry (Feilzer, 2010).

Conversely, constructivism suggests that there is no such thing as a single objective reality
and it privileges subjective enquiry. These positions represent relative extremes and they
have been subject to much discussion and modification with each stance giving rise to
derivatives. One of these is critical realism (Bhasker, 1978) which possets that social
phenomena exist independent of people’s representations of them, but they are only

accessible through those representations.

Epistemology is concerned with the nature of knowledge, its possibilities, scope and general
basis (Ritchie et al., 2013). It provides philosophical grounding for deciding what kinds of
knowledge are possible and how we can ensure that these are adequate and legitimate. It
offers a theoretical perspective or a philosophical stance, and it informs methodological

decisions thus providing a context.

This relates back to ontological considerations and the nature of reality where idea of that
truth is an independent reality (realism) is at one end of the spectrum and the opposing
view that a truth is a representation of a socially-constructed reality (constructivism) is at
the other. A third view suggests that actually it does not matter, and that an interpretation
is true if it leads to or contributes to actions that produce the desired results; this approach

is termed pragmatism (Andrew and Halcomb, 2009).

Epistemological stances and beliefs vary and are underpinned by, and aligned with,
ontology. The positivist school of thought (underpinned by realism) suggests that we "know
truths" by formal testing, by using the scientific method, constructing hypotheses, deducing
and testing and confirming, and as such this approach is clearly aligned with quantitative
methods. This may be through induction, that is, looking for patterns and associations
derived from observations of the world. Or it may be through deductive processes,

whereby hypotheses are reached through logical processes (Glogowska, 2011).
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The opposing view, interpretivism (underpinned by constructivism), is that there is no one,
singular truth; truth is plural and socially constructed. This naturally leads on to qualitative
methods and inductive enquiry which is often described as inductive enquiry (Glogowska,
2011). This is a simplistic overview of the extreme philosophical stances, and many more
nuanced positions exist within this broad framework. However, these two positions

continue to dominate epistemological debates in the social sciences (Ritchie et al., 2013).

In a traditional scientific method (underpinned by realist values), the phenomena being
researched are independent of and unaffected by the researcher. The researcher can be
independent in their approach and the investigation is unaffected by their views, values,
experience (Andrew and Halcombe, 2009). Qualitative approaches (underpinned by
constructivist values) differ in that they acknowledge that in the social world most people
are affected by the process of being studied. Findings are either mediated through the

researcher or agreed between researcher and participant.

Decisions about research questions and methods have been described as a reflection of the
researcher’s epistemological understanding of the world (Mills, 1959). This suggests that
decisions about research processes are not made from a neutral stance. An individual's
philosophical stance will underpin their epistemological beliefs, which will in turn influence
their research questions and choice of methods (Feilzer, 2010). Thus, understanding these
issues is essential in order to inform decisions and to understand the impact that these
decisions may have. Empathic neutrality has been proposed as a position that recognises
that research cannot be value-free but advocates that researchers should make their
assumptions transparent (Berger, 2015). This is one aspect of reflexivity which is discussed

in more detail in Chapter 6.

4.3 Research Paradigms

A paradigm can be regarded as an accepted model or an organising structure (Kuhn et al.,
1970). Itis a deep philosophical position relating to the nature of social phenomena and

social structure (Feilzer, 2010). An individual's philosophical stance will underpin their
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epistemological beliefs, which will in turn influence their research questions and choice of
methods. A traditional approach suggests that research paradigms direct research efforts
and are adopted at the exclusion of other paradigms (Kuhn et al., 1970). Thus, traditionally,
paradigms underpin and direct and can also be interpreted as prescriptive in that they
require particular methods and exclude others (Feilzer, 2010). There is a long-held belief
that decisions about research questions and methods are a reflection of the researchers'
epistemological understanding of the world (Mills, 1959), and an alignment of methods,

methodology, epistemology and ontology is expected.

There is growing recognition that qualitative and quantitative approaches need not be
mutually exclusive and that whilst they reveal different perspectives, more than one
perspective can be beneficial particularly when tackling complex research questions.
(Andrew and Halcombe, 2009). This has led to the rise in popularity of mixed methods
research. The paradigms of constructivism/interpretivism are traditionally presented as
being fundamentally opposed (Creswell and Plano Clark, 2011), and this is borne out in the
conflict between qualitative and quantitative approaches. Mixed methods approaches have
been seen as a response to the enduring, circular debates about the relative strengths and

weaknesses of qualitative and quantitative approaches (Feilzer, 2010).

Proponents of mixed methods research strive to integrate quantitative and qualitative
research strategies. This does not fall comfortably within either of the accepted paradigms,
and consequently alternative frameworks have been constructed to accommodate the
diverse nature of such research (Meissner et al., 2011). The alternative approach most
commonly associated with mixed methods research is pragmatism, as this focuses primarily
on the problem to be researched and the consequences of the research (Ritchie et al.,

2013).

There has been a greater acceptance of the pragmatic issues that influence the choice of
method alongside the influence of underlying philosophical debates (Andrew and Halcomb,
2009). It has been suggested that purist debates about epistemology may overshadow and

ultimately stymie practical decisions about how best to answer a given research question.

76



Furthermore, a more useful balance might be struck between underpinning philosophy and

the practicalities of doing the research (Silverman, 2004).

Pragmatism recognises the ongoing ‘realism versus constructivism’ debate but chooses
instead to focus on the purpose and consequence of research (Andrew and Halcombe,
2009). Pragmatism offers a different way of conceptualising epistemology and definitions of
knowledge, and it rejects the idea that the mind is the basis of all knowledge. Its key tenets
are firstly, that practical activity is the bedrock and the test of knowledge, and secondly that
knowledge is judged according to its consequences in practice (Andrew and Halcombe,
2009). Itis pluralist in that it accepts the variety of competing interests and forms its own
knowledge. In terms of research method, it views the traditional hierarchy of evidence in a
way that accepts that different methods achieve different ends and that relative merit
cannot be assessed without consideration of context (Glogowska, 2011). The pragmatism
approach rejects the idea that research questions, methods and methodology, epistemology
and ontology should be aligned according to a particular paradigm. Conversely, pragmatism
suggests that research questions should be the impetus for choosing a particular research

design, rather than this being dictated by a paradigm (Andrew and Halcombe, 2009).

Pragmatism is the theoretical perspective that underpins this programme of research, as it
allows for consideration of accepted key philosophical standpoints, yet balances this with a
need to work with finite resources and the necessity to explore and combine both
guantitative and qualitative data in order to answer research questions. Critically, it

facilitates an approach in which both quantitative and qualitative approaches are valued.

4.4 Mixed Methods Research

Mixed methods research has been defined in general terms as the combination of
gualitative and quantitative approaches in the methodology of a study (Tashakkori and
Teddlie, 1998). The core characteristics of mixed methods research have been described as

follows by Creswell and Plano Clark, (2011);
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1. It collects and analyses rigorously both qualitative and quantitative data.

2. It mixes the two forms of data.

3. It gives priority to one form or both forms of data.

4, It can be a single phase or in multiple phases of a programme of study.

5. It frames the procedures within philosophical worldviews.

6. It combines procedures into specific research designs that direct the plan for

conducting the study.

Over recent decades, the use of mixed methods research has increased dramatically and is
becoming an increasingly accepted research approach (Bryman, 2006). Proponents of
mixed methods research suggest that quantitative and qualitative paradigms can be mixed
to develop a better understanding of research problems than what would be achieved by
using either approach alone. (Creswell and Plano Clark, 2011). Promotion of PA in clinical
practice is a complex social interaction that is influenced by many factors. Complex, real-
world issues require nuanced research approaches that can deal with complexity and mixed

methods approaches offer such an approach.

Enhanced understanding of complex issues is a key strength of mixed methods research
(O’Cathain, 2010). Chapters 2 and 3 highlight the fact that PA promotion in physiotherapy
practice is poorly understood, with little known about both current UK practice and the
perspectives of physiotherapists. It was clear that gathering data in order to describe
current practice would be best achieved through a quantitative approach. It was also
apparent that this data may require further exploration and explanation which would best

be achieved through qualitative methods.
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Hence a mixed methods research approach was chosen in this study for a number of
reasons, firstly, because of the complementarity of the quantitative and qualitative methods
(Andrew and Halcombe, 2009). Complementarity refers to a situation in which two or more
different things improve or emphasise each other's qualities. In this study the quantitative
and qualitative strands are interdependent and mutually illuminating. The objectives of the
study include describing current practice (which required a quantitative approach) but
critically understanding the mechanisms that shape current practice (which required a
gualitative approach). The final research objective is to generate evidence-based
recommendations based on the cumulative learning from each phase. Thus, the specific
objectives of the study rely on quantitative, qualitative and the cumulative learning from
both approaches in order to answer the overarching research question and specific research

objectives, rendering any single data source insufficient.

Secondly, using a mixed methods research approach gives a unique opportunity to enhance
understanding of the mechanisms that underpin the quantitative findings in a meaningful
way. That s, the initial quantitative phase allows for the identification of specific groups
based on key characteristics. Establishing these groups guided purposeful sampling to

ensure that the most insightful range of perspectives was gained in the qualitative study.

4.5 Sequential Explanatory Design

A sequential explanatory design was identified as the most suitable mixed methods
approach, as this consists of a quantitative followed by a qualitative phase (lvankova,
Creswell and Stick, 2006). In this approach, a researcher collects and analyses the
guantitative data, and following this, qualitative data are collected and analysed second in
the sequence and helps to explain, or elaborate on, the quantitative results (Pluye and Nha
Hong, 2014). The second, qualitative, phase builds on and is influenced by the first,
guantitative, phase, and the two phases are connected at predetermined points in the study
(lvankova, Creswell and Stick, 2006). These phases are represented visually in Figure 6, the
guantitative Phase 1 takes the form of a national, cross-sectional survey and Phase two is a

gualitative, explanatory study. The analysis of the quantitative survey data provides a
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general understanding of the research problem, and critically, provides a picture of current
practice thus achieving a specific research objective. The qualitative data and its analysis
refine and explain those findings by exploring participants’ views on PA promotion in more
depth, thus achieving specific study objectives (Cotten, Tashakkori and Teddlie, 1999).
Together these methods allow the over-arching aim of exploring and understanding PA

promotion in physiotherapy practice to be achieved.

The participant selection variant of the sequential explanatory design was used in this study
(Creswell and Plano Clark, 2011). This is a specific type of sequential explanatory design in
which the characteristics of the quantitative participants are used to guide purposeful
sampling for the qualitative phase (Tashakkori and Teddlie, 1998). Key features of
participants’ self-reported PA promotion activity were used to guide the sampling for Phase
2 in order to ensure that a range of opinions was sought and that participants who could

best illuminate the quantitative findings were identified.
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Mixed Methods Study:
Sequential Explanatory Design

Phase 1: Quantitative, Cross-
Sectional Survey

Airn: To create a picture of current
practice of PA prom otion amongst
LK Physiotherapists.

Foint of Interface 1
Foint of Intefac: 1
Y

Phase 2: Qualitative Semi-

Structured Interviews

Quantitzxive findings are used o guide
the developrent of the topic guide for
Phase 2

Quantitative findings are used to guide
selection of participants far Phase2

A To build upon guantitative
findingsto gain an in-depth
understanding PA promotion in
physiotherapy practice.

Foint of Intefac: 3

Dizcussion and conclusions

Qualitative findings build on guantitatie
findings and meta inferences are drawn

Figure 6. Flowchart Showing Phases of the Mixed Methods Study with Points of Interface
Highlighted.
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4.5.1 Priority in the Sequential Explanatory Design

Priority refers to the strand, quantitative or qualitative (or both), that a researcher gives
more weight or attention to throughout the data collection and analysis process in the study
(Meissner et al., 2011). In this mixed methods study, priority is given to both quantitative
and qualitative components; both the quantitative survey data and the qualitative interview
data are required to achieve specific research objectives. Furthermore, these strands are
interdependent, that is, the quantitative survey data would give a very limited advancement
of knowledge without further qualitative explanation of the underlying mechanisms that
influence practice. Similarly, the qualitative phase is dependent on the quantitative phase
to guide the sampling process, to ensure that the participants who can best illuminate the

research questions are recruited.

This approach has been criticised in that a dominant theoretical drive should be identified
and respected (Morse, 2010). Furthermore, it has been suggested that any mixed methods
research should have a dominant qualitative or quantitative focus in alignment with the
theoretical drive. This is based on the assertion that using conflicting philosophical
paradigms to underpin one study erodes the credibility of the underpinning theory and
philosophical assumptions. These criticisms are rejected on the basis that pragmatism is the
theoretical perspective for this study; qualitative and quantitative approaches complement
one another and are required to answer the research questions. Consequently, priority is

shared across quantitative and qualitative strands.

4.5.2 Integration of Quantitative and Qualitative Findings in Sequential
Explanatory Design

In sequential explanatory studies, integration refers to the stages in the research process
where the mixing or integration of the quantitative and qualitative methods occurs (Greene,
Caracelli and Graham, 1989; Tashakkori and Teddlie, 1998; Creswell and Clark, 2011).
Potential integration points include mixing in the opening stage of the study while

formulating its purpose and research questions (Teddlie and Tashakkori, 2009), the
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intermediate stage when the results of the data analysis in the first phase of the study
inform the data collection in the second phase (Hanson et al. 2005), and finally the
integration of the quantitative and qualitative findings can occur at the interpretation stage
of the study (Onwuegbuzie and Teddlie, 2003). In this mixed methods research study there

are 3 clear points of interface, and these are represented in Figure 6.

Point of Integration 1: The first point of interface occurs when the quantitative survey data
are used to guide the development of the protocol for the qualitative phase. The qualitative
phase explores and elaborates on the results from the quantitative phase of the study,
hence the content of qualitative protocol and interview topic guide are grounded in the

guantitative findings (lvankova, Creswell and Stick, 2006).

Point of Integration 2: The second point of interface occurs when the quantitative data is
used to guide the participant selection for the qualitative study. Quantitative findings
enable the allocation of respondents into distinct groups based on their self-reported PA
promotion activity. The two groups were "high PA promoters" and "low PA promoters", and
this information was used to guide a quota sampling approach for the qualitative study. The
rationale for this approach is to ensure that perspectives from both groups are captured to
enable a richer understanding of underlying mechanisms, which is essential in identifying

opportunities for change.

Point of Integration 3: The third and final point of interface occurs when meta inferences
are drawn following the qualitative study (that is, point of interface 3). These meta
inferences are the result of cumulative learning from both phases of the mixed methods
study. This approach contrasts with other mixed methods approaches that employ discrete,
concurrent methods which remain separate until they are integrated in the final analysis
phase (Creswell and Plano Clark, 2011). Integration in the context of a sequential
explanatory study is concerned with the ways in which each phase informs the next and is
dependent on cumulative learning throughout the process. This approach to integration in
sequential explanatory mixed methods studies is described in the literature (Ivankova,

Creswell and Stick, 2006; Creswell and Plano Clark, 2011). In addition, many published
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examples of this approach, whereby studies have points of interface between studies as
well as narrative interpretation at the conclusion of studies have informed the methods for
this Ph.D. (lvankova, Creswell and Stick, 2006; Lamont et al., 2015; Bowen, Rose and
Pilkington, 2017).

4.6 Rigour in Mixed Methods Research

The need to limit threats to validity extends from the individual quantitative and qualitative
strands to include the process of connecting of the data. Validity in mixed methods

research has been defined as:

"employing strategies that address potential issues in data collection, data analysis
and interpretations that may compromise the merging or connecting of the
qualitative and quantitative strands of the study and the conclusions drawn from the
combination." (Creswell and Plano Clark, 2011)

Creswell and Plano Clark (2011) identified a number of potential threats to validity when

connecting data in mixed methods research. These must be considered in addition to the
threats to validity inherent in any single research method. The specific threats related to
integration of mixed methods data are described here along with details of the strategies

employed to reduce the threat.

It has been identified that inappropriate individuals are frequently selected for the
guantitative and the qualitative data collection. In order to limit this issue, sampling
strategies for both phases were carefully considered and justified. The decision to select
gualitative participants from the pool of quantitative respondents enabled the purposive
selection of participants who were best able to answer the research questions. Participants
were selected for the qualitative follow-up based on key characteristics (specifically whether
they were a high PA promoter or a low PA promoter), and this quota sampling approach
allowed for the selection of the individuals who could best illuminate research questions

and thus achieve research objectives.
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Using inappropriate sample sizes for the data collection is a frequently-cited threat to the
quality of qualitative research. In line with guidance, the quantitative sample was large and
the qualitative sample was small (Creswell and Plano Clark, 2011). Sampling strategies are

discussed in detail within chapters 5 (survey) and 6 (qualitative).

Choosing inadequate participants for the follow-up phase that cannot help explain
significant results is also a frequent threat to the overall quality of qualitative research. As
explained above, qualitative participants were drawn from the same pool and were carefully

selected based on key characteristics to give a range of perspectives.

Creswell and Plano Clark (2011) identify that the actual mechanisms of integrating data are
often inappropriate, for example comparing data that should in fact be merged. Points of
integration are clearly described, firstly, the intention to build upon the quantitative findings
with the subsequent qualitative findings was established a priori and is documented
throughout the thesis. Secondly, the narrative interpretation method is a widely-accepted
means of integrating qualitative and quantitative findings within a sequential explanatory

design.

4.7 Summary and Implications for Thesis

This chapter has introduced the key concepts that underpin this programme of research
including relevant philosophical stances and research paradigms. The principles of mixed
methods research are described, and their selection for use is justified. Key methodological
considerations are described, and decisions related to the selection of a mixed methods
research approach have been justified. The concept of validity in relation to mixed methods
research has been considered, and the strategies employed to uphold rigour are also
outlined. This sets the scene for the specific methods related to each phase that are

described within the published articles within Chapters 5 and 6.
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Chapter 5: Mixed Methods
Phase 1.

Containing Article B: Physiotherapy and Physical Activity: A cross-sectional survey exploring
physical activity promotion, knowledge of physical activity guidelines and the physical

activity habits of UK physiotherapists.
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5.1 Introduction

Chapter 5 describes Phase 1 of the mixed methods study, this was a national, cross-sectional
survey that was undertaken in May 2016. The chapter begins with an introduction to the
context for this study and the subsequent impact. The full publication is included and this is
followed by an extended discussion of the salient points that arose from this study including
key findings, strengths, limitation and implications. Finally, the ways in which this phase

informed the development of the subsequent qualitative phase are reviewed.

This is the first, quantitative phase of the mixed methods study, as such the aims of this
study map to the overall thesis aims. A cross-sectional, online survey was undertaken, and
this formed the initial phase of a mixed methods study using a sequential explanatory
design. A cross-sectional survey was deemed the most suitable approach because data
gathered at a single time point was sufficient to meet the specific objectives (Nardi, 2006) as
outlined previously in Chapter 4. The aims of this thesis are stated in Table 5, the objectives

that are specifically related to the cross-sectional survey are objectives 2, 3, 4 and 5.

Table 5. Research Aims and Objectives, Chapter 5.

Research Aim

The overarching research aim is to explore PA promotion in physiotherapy practice and
to understand the factors that underpin current practice.

1. | To explore the existing evidence base related to physiotherapy and PA promotion.

2. | To describe current PA promotion practice in the UK.

3. | To measure and report physiotherapists' knowledge of PA guidelines.

4. | To measure and report physiotherapists' own PA behaviours.

87



5. | To use the quantitative findings to inform an in-depth qualitative explanatory
follow up.

6. | To expand upon and explain the quantitative findings with an in-depth qualitative
exploration of the mechanisms that underpin current practice.

7. | To generate evidence-based recommendations for education, research, policy and
practice.

5.2 Context and Impact

Following the decision to undertake a cross sectional survey, an opportunity arose to
collaborate with a wider concurrent survey. In May 2016, Public Health England
commissioned a national survey of the allied health professions with the aim of exploring
current practice in relation to health promotion. The author led this project during a
secondment with Public Health England. The inclusion of additional survey sections was
negotiated with the express purpose of collecting, analysing and publishing this data
independently of the Public Health England survey. The full Public Health England survey can

be seen in Appendix 5.

This process was completed, and the findings were accepted for publication in in British
Medical Journal Open Sports and Exercise Medicine in August 2017. BMJ Open Sport &
Exercise Medicine is an open access, peer-reviewed journal that has a broad,

multidisciplinary, global audience (BMJ Journals, 2018) .

Since publication in October 2017 the full-text article has been downloaded 3262 times
(accurate at 1.7.18) and has been shared widely on social media. Google Scholar reports 1

citation.
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5.3 Published Paper: Article B

Article B is reproduced here, with the publisher’s permission, in the format that it was

published online. Published, supplementary files can be found in Appendix 2.
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ABSTRACT

Objective Physical inactivity is a public health priority
and embedding promotion of physical activity (PA)
within healthcare systems is an important lever for
change. Many factors influence PA promotion in
routine healthcare practice; these include the PA habits
of healthcare professionals and also their knowledge of
the PA guidelines. Little is known about the extent to
which PA is currently promoted in physiotherapy
practice or the factors that influence it.

Methods Following ethical approval, a cross-sectional
survey of UK physiotherapists was conducted. Findings
were analysed and reported in accordance with
STROBE (STrengthening the Reporting of
OBservational studies in Epidemiology) guidelines.
Results There were 522 respondents, 514 of whom
were physiotherapists. Seventy-seven per cent of
respondents routinely discussed PA with patients and
68% routinely delivered brief interventions.
Assessment of PA status was not routine practice,
neither was signposting to further sources of PA
support. Only 16% of respondents correctly answered
questions about the content of the PA guidelines. Only
38% of respondents met current PA recommendations.
Clinicians’ PA levels were not associated with PA
promotion activity.

Conclusion Despite the promising finding that some
form of PA promotion is integrated into most
respondents’ practice, we report a poor understanding
of brief interventions and poor knowledge of the PA
guidelines. Additionally, the majority of respondents
were not sufficiently active to meet current PA
recommendations.

BACKGROUND

Physical  inactivity  (PI), defined as
achieving less than 30 min physical activity
(PA) per week,' has a significant impact
on morbidity and mortality which leads to
economic burden on healthcare systems
and wider society.” * Inactive people

What are the new findings?

» Discussions about physical activity (PA) were
integrated into the majority of physiotherapy
contacts.

» Brief interventions may not be carried out
optimally.

m PA status of patients was not routinely
assessed.

m Although 60% of physiotherapists knew that
150 min of moderate PA per week is recom-
mended, only 16% of physiotherapists
successfully answered all three questions
relating to the PA guidelines.

m Physiotherapists did not routinely signpost to
further sources of PA support.

» The majority of physiotherapists were not suffi-
ciently active to meet the current PA guidelines
for adults.

How might it impact on clinical practice in

the nea ure?

» To maximise the potential impact of physio-
therapy on physical inactivity we recommend.

» Further efforts to disseminate the current PA
guidelines.

» Targeted knowledge translation of brief interven-
tions for PA in a physiotherapy context.

spend 38% more days in hospital and use
significantly more healthcare resources
than active people. Accordingly, there is
national and international guidance on
how PA can be promoted.””’
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Many factors influence PA at population level and
meaningful change requires sustained efforts across
multiple systems.” Healthcare is one such system and
integrating PA promotion into healthcare is one of the
seven ‘best investments’ for reducing PI.”

Every healthcare contact is an opportunity to posi-
tively influence a patient’s health and this is often done
pragmatically through brief interventions. Brief inter-
ventions for PA can be delivered in routine healthcare
consultations; they have the potential to reach a large
proportion of the adult population and have been
shown to be cost-effective.’” "' Clinical guidance
recommends the use of brief interventions in routine
clinical contacts and this forms part of a wider Making
Every Contact Count approach which is now embedded
within National Health Service (NHS) delivery in the
UK.!2 13

Physiotherapists are well placed to promote PA.
There are over 51000 physiotherapists registered in
the UK working across health and social care, often
supporting people with long-term conditions.'* In
2015-2016, there were over 5million physiotherapy
outpatient contacts'’; a large proportion of patients
accessing outpatient physiotherapy services are either
overweight or obese, have multiple comorbid health
conditions and are physically inactive.'®

Little is known about the extent to which PA promo-
tion is currently integrated into physiotherapy practice.
Several international studies suggest that levels of PA
promotion in physiotherapy practice are low.'”*' One
study from Ireland presented more positive findings”
and we identified no studies that explore the extent of
PA promtion in a UK setting in a 2016 scoping
review.”’

Delivering brief interventions for PA requires health-
care professionals to have knowledge of PA guidelines.
Specifically, healthcare professionals must ascertain
whether a patient is in a risk category and know how to
make evidence-based recommendations. The first UK-
wide PA guidelines were published in 20117; these
were updated and formatted into an infographic in
2015.%

Previous studies suggest PA guidelines are insuffi-
ciently taught in undergraduate medical curricula and
there is lack of knowledge of them among final year
medical students.””*” A survey of physiotherapists in
Ireland reported that only 51% of participants were
able to accurately state the current PA guidelines.'” No
studies have been identified that explore knowledge of
PA guidelines among UK physiotherapists.

A healthy and productive NHS workforce is critical to
the sustainability of the NHS and PA is an important
means of improving workforce health.”® NHS organisa-
tions are encouraged to support employees to be more
physically active®™ “* yet little is known about the PA

habits of the physiotherapy workforce. In addition, PA
habits are a consistent and independent correlate of
PA promotion in other healthcare professions.”’ There
is preliminary evidence that this relationship also
extends to physiotherapists,'® *' ** but this has not

been explored in the UK.

Hence, the aim of this study was to explore PA
promotion in routine physiotherapy practice in the
UK. Specific objectives were to:

1. Understand the with which
physiotherapists:
1. initiate conversations about PA;
ii. formally assess PA status;
iii. deliver brief interventions for PA;
v. signpost patients to other PA services.
2. Assess physiotherapists’ knowledge of
guidelines.
3. Measure the PA habits of physiotherapists and eval-
uate whether this is associated with PA promotion in

clinical practice.

frequency

the PA

METHODS

Ethics

Ethical approval was granted from the Health & Well-
being Faculty Ethics Committee at Sheffield Hallam
University (reference 2015-16/HWB-HSC-21). The
approval was for a broader survey of allied health
professionals’ engagement with public health practice.
The specific PA questions were included with prior
consent of all parties with the intention of separate
analysis and publication.

Design
A cross-sectional survey was undertaken.

Survey tool

A survey tool was developed using Survey Monkey soft-
ware. Following a pilot (48 physiotherapists), a small
number of minor changes were made to the wording of
questions. All questions were closed with finite answer
options; this was agreed in view of the anticipated
volume of responses (survey questions can be seen in
online supplementary file 1). The questions were
designed specifically for this survey with the exception
of measurement of clinicians’ PA habits; a validated,
single-item question was used to gather this informa-
tion.”” The full survey was approved by representatives
from Public Health England and the Chartered Society
of Physiotherapy.

Procedure

The survey was live in May 2016 and was available for
3 weeks; this was determined by the need to avoid
periods of political sensitivity. The survey was
promoted widely on social media and through the
Chartered  Society of Physiotherapy’s member
networks. To meet the eligibility criteria, respondents

2 Lowe A, et al. BMJ Open Sport Exerc Med 2017;3:2000290. doi:10.1136/bmjsem-2017-000290
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Table 1 Frequency with which respondents act on physical inactivity when there is a clear indication to do so

Never Sometimes Usually Always

Count % Count % Count % Count %
Do you initiate conversations about PA? 0 0 11 2.4 95 21 347 76.6
Do you assess PA status? 96 21.2 63 14 113 24.9 181 40
Do you deliver brief interventions for PA? 13 2t 26 8.7 106 23.4 308 68
Do you signpost to other PA support? 18 4 83 18.3 152 33.6 200 44.2

PA, physical activity.

were asked to confirm that they were physiotherapists
in the UK and had current patient contact.

Analysis
All returned surveys were included in the analysis
regardless of missing data; consequently, the number
of total responses for each survey item is varied. A deci-
sion was made to include the pilot data in analysis as
only minor changes had been made to the survey
following the pilot. All responses were exported into
IBM SPSS V.24 and analysed using descriptive statis-
tics. Associations between variables were assessed using
% test,

Reporting is in line with the STROBE (STrength-
ening the Reporting of OBservational studies in
Epidemiology) statement for cross-sectional studies

(Supplementary file 3)."'

FINDINGS

Participant characteristics

There were 522 responses to the survey; the physio-
therapy population is estimated to be 51 000,'" the
sample is therefore approximately 1% of the estimated
population.

Eighty-nine per cent (n=463) of the sample were
qualified physiotherapists, 10% (n=51) were student
physiotherapists and 1.5% (n=8) were support
workers. Ninety-three per cent were from England and

all four nations were represented (Scotland 3%, Wales
3% and Northern Ireland 1%).

Respondents reported a range of years of experience
(see figure 1). The majority of respondents worked in
the NHS (92%) and respondents worked across a range
of settings (see figure 2).

Only findings from qualified physiotherapists and
student physiotherapists are reported hereafter, they
are reported together as ‘physiotherapists’ in line with
the aims of the study. Full results are available in
online supplementary file 2.

Current practice

Participants were asked to estimate the frequency with
which they carried out a number of specific actions
related to PA promotion in predefined categories in
line with previous similar cross-sectional surveys.”” The
questions were worded such that it was clear that the
question related to situations in which there was a clear
indication to promote PA. Findings are presented in
table 1.

Knowledge of PA guidelines

Eighty-eight per cent of respondents (n=382) reported
that they were aware of the existence of PA guidelines.
Knowledge of three specific aspects of the recommen-
dations is detailed in table 2. Only 16% (n=83) of
respondents answered all three questions correctly.

Table 2 Table showing correct answers to PA guideline questions

Number of correct Percentage of respondents who

PAG questions responses answered correctly (%)
Q: How many minutes of moderate intensity physical activity is 240 60
recommended per week for adults?
A: 150
Q: How many minutes of vigorous intensity physical activity is 122 33
recommended per week for adults?
A: 75
Q: On how many days per week is it recommended that adults 121 32
undertake strength training?
A2
Lowe A, et al. BMJ Open Sport Exerc Med 2017,3:¢000290. doi:10.1136/bmjsem-2017-000290 3
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Figure 1 Years of experience of survey respondents.

PA habits of physiotherapists
The median number of sufficiently active days (ie, days
on which resPondents achieved at least 30 min of
moderate PA)”" was 4. The proportion of respondents
who achieved the recommended 5x30min of
moderate intensity PA over a week was 38% (n=149).
The frequency with which respondents delivered
brief interventions was not associated with years of
experience (x* p=0.429) nor was it associated with
physiotherapists” own PA habits (x* p=0.078).

DISCUSSION

The vast majority of respondents integrated some form
of discussion about PA with their patients. However,
levels of PA are not routinely assessed and brief inter-
ventions are not routinely delivered. Knowledge of all
three elements of the PA guidelines is poor, and there-
fore when brief interventions are delivered they may
not be based on the best available evidence. The
majority of respondents do not themselves do sufficient
PA to confer optimal health benefits although this was
not associated with the likelihood of them promoting
PA in practice.

How does this fit with previous research?

There is no existing evidence on the extent to which
PA promotion is integrated into physiotherapy practice
in the UK. As physiotherapists in other countries
provide even lower levels of PA promotion,'” " our
findings may reflect the growing awareness of PA as a
major public health issue in the UK over time.

We find it encouraging that 68% of respondents
report routinely delivering brief interventions for PA.
This does, however, raise questions about why the
other 32% do not. Barriers to delivering brief interven-
tions for PA in a UK physiotherapy context have not
been explored; related literature suggests that barriers
may include (1) lack of time, (2) lack of belief in the
effectiveness of brief interventions, (3) perceived lack
of knowledge, and (4) a sense that it is not acceptable
to patients,”! 2% 35 36

Healthcare Setting of Respondents

Figure 2 Healthcare setting in which respondents work.

Only 40% of respondents reported that they
routinely used some form of measurement tool to
assess patients’ levels of PA and thus identify inactive
patients, in line with earlier findings.'” Conversely,
O’Donoghue et al found that 76% of physiotherapists
always assessed PA levels.”” The discrepancy between
these studies may relate to the definition of ‘assess-
ment’; this term could be interpreted as use of either a
formal or informal approach to assessment.

Formal assessment would involve use of a measure-
ment tool; current clinical guidance recommends the
use of the General Practice Physical Activity Question-
naire to assess PA levels in routine practice.”” ™
However, such measures take time to complete and
interpret and therefore may not be practical in a busy
clinical setting.

The alternative is to use informal approaches which,
although quicker, are likely to be insufficient to accu-
rately measure PA levels and inadequate as a baseline
from which to measure change. Some may argue that
formal assessment is unnecessary and beyond the scope
of routine practice; however, delivering brief interven-
tions indiscriminately regardless of risk has cost
implications for services that could be avoided with a
more targeted approach.”

As many as 56% of respondents did not routinely
direct patients to further sources of support for PA,
even when there was a clear indication to do so. In
other areas of health promotion, uptake of further
support has been shown to be enhanced when onward
referral is facilitated by the system following a brief
intervention, for example, by making a forward
referral at that time, rather than leaving it to patients
to initiate further action themselves."’ "'

Despite 88% of respondents being aware of the
current Chief Medical Officers’ PA guidelines, only
16% answered the three specific questions correctly.
This extends evidence from other professions which
highlighted a lack of curriculum content and a lack of
knowledge among students.””*’ It adds weight to the
recent assertion by Reid et al that that basic knowledge
of the PA guidelines, and their components, remains
consistently low across health professionals.*”

4 Lowe A, et al. BMJ Open Sport Exerc Med 2017;3:e000290. doi:10.1136/bmjsem-2017-000290
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PHYSICAL ACTIVITY AND PHYSIOTHERAPY PRACTICE

Routinely discuss physical Routinely deliver brief Routinely assess physical  Routinely signpost fo
activity with patients interventions for physical activity status further physical activity
activity

FOOD FOR THOUGHT:
Assessment of physical activity status and signposting are an integral part of a brief intervention. Why don’t Physiotherapists assess whether
patients are active/inactive? What are the barriers fo signposting patients to further support?

Do Physiotherapists know the How active are
physical activity guidelines? UK Physiotherapists?

Met the activity recommendation of
five x 30mins per week

FOOD FOR THOUGHT: FOOD FOR THOUGHT:
Knowledge of guidelines is poor; why isn’t this information getting The majority of Physiotherapists do not do sufficient physical activity

through and how could it be disseminated more effectively? to confer optimal health benefits. Why is this?2 What are the
implications for the wellbeing of the physiotherapy workforce?

@annalowephysio

Figure 3 Physical activity and physiotherapy practice.

Only 38% of respondents achieved the recommended ~ moderate PA in bouts of 10 min or more through any
5x30min of moderate PA. This finding must be inter-  means.” In contrast to findings from other studies, phys-
preted with caution due to the limitations inherent with  iotherapists’ own PA levels were not associated with their
any single-item, self-report measure.”” ** The measure  PA promotion activity in our study.'™ *' *
used in this study excludes the incidental PA that occurs
through occupation or housework for example. It there-  gyggestions for enhancing clinical practice
fore does not reflect the most recent iteration of the PA" Kpowledge of all three elements of the PA guidelines is
guidelines which promote the accumulation of 150min  Jimited, and this raises questions about the content,
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quality and specificity of the brief interventions that are
delivered in clinical practice. Additionally, assessment of
PA status and signposting could be considered to be
integral components of a brief intervention, yet these
were delivered far less frequently. In practice, despite
the number of PA measurement tools available, it is
difficult to identify a tool that is sufficiently rigorous yet
retains clinical utility in a physiotherapy setting.
Consensus on the level of assessment of PA status that is
appropriate and feasible may help improve the consis-
tency of practice in this area. It may require a
physiotherapy-led consensus statement on PA brief
interventions to resonate more fully with the physio-
therapy community than one led by physicians or public
health experts.

The expectation that physiotherapists will signpost
patients to further sources of PA support requires more
investigation and mechanisms that could facilitate the
sharing of PA information across sectors need to be
explored.

Physiotherapists’ understanding of brief interven-
tions warrants further exploration as do the barriers
to delivering them in the context of UK physio-
therapy practice. In addition, further work is
required to explore why the guideline specifics of
training intensity and strength training are not
reaching frontline clinicians. Effective dissemination
of this information is required across the future and
current physiotherapy workforce.

The majority of respondents to this survey were insuf-
ficiently active to gain optimum health benefits. The PA
levels of the NHS workforce are an important consider-
ation as part of a broader workforce well-being agenda.
Thus, further investigation of the PA levels of the phys-
iotherapy workforce using more robust, direct
measurement techniques is warranted.

Strengths and limitations

This is the first cross-sectional survey that explores
current practice in relation to PA promotion in physio-
therapy practice, knowledge of PA guidelines and PA
habits of physiotherapists. It has generated a prelimi-
nary picture that can inform practice developments
and future research.

The UK PA guidelines contain several important
messages and not all of these were tested. There are
also specific PA guidelines for early years, children and
older adults; only the adult guidelines were considered
in this study.

The non-probability (self-selected) sampling strategy
means that care must be taken when interpreting find-
ings. The survey may have been subject to self-
selection  bias, with engaged  physiotherapists
responding more readily than those who do not have
an interest in this area. This could have led to an over-
representation of the extent to which PA is currently
promoted for example. However, in addition to budget
constraints, it would be challenging to obtain a national

random sample of UK physiotherapists due to a lack of
availability of essential demographic data, and thus an
inability to define the population.

CONCLUSION

We identified positive findings in that most respondents
integrate discussions about PA into most of their patient
contacts. Further investigation is needed relating to the
lack of formal assessment of PA status, relatively poor
knowledge of the PA guidelines and a lack of consistent
signposting to further PA support. Physiotherapists are
ideally placed to contribute to the global efforts to
reduce PI. However,support is required to ensure that
effective and feasible PA interventions are integrated
into routine care in order to maximise potential
impact. To improve the reach of our study we have

created a summary infographic (figure 3).

Twitter @annalowephysio

Contributors This study was led by AL under the supervision of SM and CL.
KK contributed to the data analysis and interpretation. All members of the
team were active in preparing and revising the manuscript.

Competing interests AL is a Physical Activity Clinical Champion for Public
Health England

Ethics approval Sheffield Hallam University, Faculty of Health & Wellbeing
Ethics Committee.

Provenance and peer review Not commissioned; internally peer reviewed.

Open Access This is an Open Access article distributed in accordance with
the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license,
which permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, provided
the original work is properly cited and the use is non-commercial. See: http://
creativecommons.org/licenses/by-nc/4.0/

© Article author(s) (or their employer(s) unless otherwise stated in the text of
the article) 2017. All rights reserved. No commercial use is permitted unless
otherwise expressly granted.

REFERENCES
1. Public Health England. Everybody active, every day: an evidence-
based approach to physical activity. https://www.gov.uk/
government/publications/everybody-active-every-day-a-framework-
to-embed-physical-activity-into-daily-life (accessed 31 Aug 2017).

. Lee IM, Shiroma EJ, Lobelo F, et al. Effect of physical inactivity on
major non-communicable diseases worldwide: an analysis of burden
of disease and life expectancy. Lancet 2012;380:219-29.

. Ding D, Lawson KD, Kolbe-Alexander TL, et al. The economic
burden of physical inactivity: a global analysis of major non-
communicable diseases. Lancet 2016;388:1311-24.

. Sari N. Physical inactivity and its impact on healthcare utilization.
Health Econ 2009;18:885-901.

. Department of Health. Start active, stay active: a report on physical
activity from the four home countries’ chief medical officers .
London: Crowne, 2011.

. World Health Organisation. Global Strategy Global Strategy on Diet,
Physical Activity and Health. http://www.who.int/dietphysicalactivity/
strategy/eb11344/strategy_english_web.pdf?ua=1 (accessed 15 Apr
2017).

. International society for physical activity and health. The Bangkok
declaration on physical activity for global health and sustainable
development. 2016 https://static1.squarespace.com/static/559a3ff1
e4b0b0193b9d9862/t/5843cdfbe3df28eae5f43c10/1480838663699/
BKK_Declaration+FINAL+Dec2.pdf (accessed 15 Apr 17).

. Sallis JF, Cervero RB, Ascher W, et al. An ecological approach to
creating active living communities. Annu Rev Public Health
2006;27:297-322.

. Global advocacy for physical activity (GAPA) the advocacy council
of the International society for physical activity and health (ISPAH).

96

Lowe A, et al. BMJ Open Sport Exerc Med 2017;3:2000290. doi:10.1136/bmjsem-2017-000290



Downloaded from http://bmjopensem.bmj.com/ on January 15, 2018 - Published by group.bmj.com

8 Open Access

NCD prevention: investments that work for physical activity. 2011
www.globalpa.org.uk/investmentsthatwork (accessed 15 Apr 2017).

implications for the undergraduate medical curriculum. Br J Sports
Med 2013;47:718-20.

10. Pears S, Morton K, Bijker M, et al. Development and feasibility study 28. NHS England, Care Quality Commission, Health Education England,
of very brief interventions for physical activity in primary care. BMC Monitor, Public Health England, Trust Development Authority, NHS
Public Health 2015;15:333. five year forward view. London: NHS England, 2014.

11. GC V, Wilson EC, Suhrcke M, et al. Are brief interventions to 29. National Institute for Health and Care Excellence. Quality Standard
increase physical activity cost-effective? A systematic review. Br J 84: Physical activity: for NHS staff, patients and carers. https://www.
Sports Med 2016;50:408. nice.org.uk/guidance/qs84 (accessed 15 May 2017).

12. National Institute for Health and Care Excellence. Behaviour change: 30. NHS England NHS staff health & wellbeing: CQUIN Supplementary
Individual approaches. London: National Institute for Health and Care guidance. https://www.england.nhs.uk/wp-content/

Excellence, 2014. uploads/2016/03/HWB-CQUIN-Guidance.pdf (accessed 15 May

13. Health Education England. Making every contact count guidance 2017).
dqtéumen/ts. %015 h/n(p:."."www;jn;a;i;ge;%?l%ontactcount.co.ukl 31. Lobelo F, de Quevedo IG. The evidence in support of physicians and
evidence/guiaance/ (accesse pr - health care providers as physical activity role models. Am J Lifestyle

14. Health and Care Professions Council. Statistics - current number of Med 2016;10:36-52.

;ﬁgistr_artﬂs} ZtGZS http-‘f'fwwc‘jﬂifécgc-u;d:g-ukfaboutregistraﬁoﬂf 32. Mouton A, Mugnier B, Demoulin C, et al. Physical _ N
eragister/stats (accesse Apr )- . . therapists’ knowledge, attitudes, and beliefs about physical activity:

15. g:tai\lrtirt;/a;(a ?f’fﬁ'a'&?ﬁ/m\mi‘ﬁ:ﬁg?;gl ?ﬁgq}:ﬁ'cgt‘:lﬁgﬂee?t 2 5re£g$:i;ge1t20 l:)t_r;’eir role in physical activity promotion? J Phys Ther

3 ; . . .nhs. u -28: )
PUB22596 (accessed 15 Apr 2017). 33. Milton K, Bull FC, Bauman A. Reliability and validity testing of a

16. McPhail S. Multi-morbidity, obesity and quality of life among " single-item physical activity measure. Br J Sports Med
physically inactive Australians aqcessing physiotherapy clinics for 20.?1 ;45:203?_g Y P
musculoskeletal disorders. Physiotherapy _201 5;101:?98&7.. o 34, von Elm E, Altman DG, Egger M, et al. The Strengthening the

17. Barrett EM, Darker CD, Hussey J. Promotion of physical activity in Reporting of Observational Studies in Epidemiology (STROBE)
E:;::ghc:;ep.i;Zoygggﬁcazga?:: ?(I]ﬁ%gﬁggfgral praciitioners and statement: guidelines for reporting observational studies. J Clin

18. Aggi?;g':!f OP;&%:%??&T;%Q’ i;?:.b};gﬁv;:‘edg:éig::fu:;ﬂgd 35. ﬁéﬁcﬁg g?%;?;;??&?.Pemeptions of physiotherapists about their
mestyles in ?Jaytrient rnanF;gement BME‘ Health Servaes 2012'13'21 E,jhle in r;IeaIth p;%r;‘lsot‘:gq gtzgn:;cme HOSEIHEL & QuARIStv Stidy.

. & ¥ o " e ysiotherapy § 1226-31.

B b e RNk e ebi 36 Habert ET, Gaugy MO, Shva . Primary ar rovcrs
physica ty P 4. perceptions of physical activity counselling in a clinical setting: a
Slovenla. Physlotherapy 2015;101:6100-1. systematic review, Br J Sports Med 2012;46:625-31

20. Lau C, Chitussi D, Elliot S, et al. Facilitating community-based Y . P . o S . .
exercise for people with stroke: a cross-sectional e-survey of 37. NHS England.. The General Practice Physical Activity Questionnaire
physical therapy practice and ﬁerceived needs. Phys Ther (GPPAQ) a screening tool to assess adult physical activity levels,

\0R" ’ within primary care. https://www.gov.uk/government/uploads/
2016;96:¢1323. tem/uploads/attachi t_data/file/192453/GPPAQ id

21. Shirley D, van der Ploeg HP, Bauman AE. Physical activity promaotion system/uploads/attachment_data/ti _-_guidance.
in the physical therapy setting: perspectives from practitioners and pdf (accessed 15 May 2017). ) .
students. Phys Ther 2010;90:1311-22. 38. Ngtlonal llnsmute for hgalth_and care excelle.nce. Phy;lcal activity:

22. O’'Donoghue G, Cunningham C, Murphy F, et al. Assessment and br[ef advice for adults in primary care. https://www.nice.org.uk/
management of risk factors for the prevention of lifestyle-related guidance/phd4 (accessed 15 May 2017). ) . )
disease: a cross-sectional survey of current activities, barriers and 39. Bull FC, Milton KE, Karen M. A process evaluation of a “physical
perceived training needs of primary care physiotherapists in the acilw.ty Pathway in the primary care setting. BMC Public Health
Republic of Ireland. Physiotherapy 2014;100:116-22. 2010;10:463. ) o )

23. Lowe A, Gee M, McLean S, et al. Physical activity promotion in 40. Aveyard_P.lLems A, Tearne S, et al. Screening and bnef intervention
physiotherapy practice: a systematic scoping review of a decade of for obesity in primary care: a parallel, two-arm, randomised trial. The
literature. Br J Sports Med 2016:bjsports-2016-096735 (Epub ahead Lancet 2016;388:2492-500. )
of print: 21 Dec 2016). 41. Vidrine JI, Shete S, Cao Y, et al. Ask-Advise-Connect: a new

24, Department of Health, Start active, stay active: infographics on approach to smoking treatment delivery in health care settings.
physical activity. https://www.gov.uk/government/uploads/system/ JAMA Intern Med 2013;173:458-64. ) S
uploads/attachment_data/file/541233/Physical_activity_infographic. 42. Reid H, Milton K, Bownes G, et al. Making physical activity evidence
PDF (accessed 15 Apr 2017). accessible: are these infographics the answer? Br J Sports Med

25. Bates S, Kipps C. An anonymous online survey of the views and 2017;51:764-6. ) '
attitudes of medical students and junior doctors towards physical 43. Prince SA, Adamo KB, Hamel ME, et al. A comparison of direct
activity teaching and promotion. Br J Sports Med 2013;47:e3.46-€3. versus self-report measures for assessing physical activity in adults:

26. Weiler R, Chew S, Coombs N, et al. Physical activity education in the a systematic review. Int J Behav Nutr Phys Act
undergraduate curricula of all UK medical schools: are tomorrow’s 2008;5:56.
doctors equipped to follow clinical guidelines? Br J Sports Med 44, Neil-Sztramko SE, Ghayyur A, Edwards J, et al. Physical activity
2012;46:1024-6. levels of physiotherapists across practice settings: a cross sectional

27. Dunlop M, Murray AD. Major limitations in knowledge of physical comparison using self-report questionnaire and accelerometer
activity guidelines among UK medical students revealed: measures. Physiother Can 2017;69:1-9.

Lowe A, et al. BMJ Open Sport Exerc Med 2017;3:000290. doi:10.1136/bmjsem-2017-000290 7

97



5.4 Additional Information

This section comprises a more detailed exploration of salient points that arose in this study.
These points were highlighted in the published article but the discussion was limited by the
need for concision. Issues that warranted expansion and further discussion here were

identified as;

1. Physiotherapists own PA levels.
2. Strengths and limitations of the cross-sectional survey.

3. How the quantitative phase informed the qualitative phase.

5.4.1 Physiotherapists' Own PA Levels

The discussion relating to physiotherapists’ own PA levels was condensed significantly in the
published article, it is therefore included here in more detail. The proportion of
respondents who achieved the recommended 5x 30 minutes of moderate intensity PA over
a week was 38%, suggesting that 62% of physiotherapy respondents were not sufficiently

active to confer optimum health benefits.

This contradicts the majority of existing evidence related to the PA levels of physiotherapists
which suggests that self-reported levels of PA are generally very high; Black et al., (2012)
reported that 81% of American physical therapists were engaging in "regular physical
activity". McPhail and Waite, (2014) examined the self-reported PA levels of Australian
physiotherapists and concluded that almost all respondents exceeded the minimum
recommended level. A finding echoed in a study of Latvian physiotherapists, approximately
90% of whom engaged in either moderate or high levels of weekly PA (Mihailova, Kaminska
and Bernane, 2014). None of the existing literature is UK-based and it is important to note
that activity levels were defined and measured differently in all these studies making
comparisons between individual studies difficult which makes it difficult to draw

conclusions.
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The low levels of recorded PA within this study may be related to issues with measurement.

The wording of the question is as follows;

“In the past week, on how many days have you done a total of 30 min or more of
physical activity, which was enough to raise your breathing rate? This may include
sport, exercise and brisk walking or cycling for recreation or to get to and from
places, but should not include housework or physical activity that may be part of your
job?" (Milton, Bull and Bauman, 2011)

Firstly, this particular single-item question, although, valid, reliable and widely used, does
not include incidental activity that occurs through housework or occupation (Milton, Clemes
and Bull, 2013). As such it does not reflect the most recent iteration of the PA guidelines
which recommends 150 moderate activities accumulated over a week in bouts of 10
minutes or more. It is plausible that a respondent could have accumulated extensive active
minutes through their occupation which would not have been captured by the tool.
Furthermore, respondents could have exceeded the current recommendation of 150
minutes (for example by cycling for 50 minutes 4 times in the previous week) yet be
classified as insufficiently active because this activity only occurred over 4 days. There are
clear limitations with the single-item tool which has implications for the interpretation of

findings.

The second issue is inherent in all subjective (self-report) PA measurement tools; over-
reporting is a well-documented limitation of such measures (Ainsworth et al., 2015; Neil-
Sztramko et al., 2017). Thus, limitations with this particular single-item question and
limitations with self-report measurement mean that caution is required when interpreting
findings. They provide preliminary data to suggest that respondents were active (median
number of sufficiently active days was 4) but only 38% were active enough to get maximum

health benefits.

The data was explored in order to establish whether clinicians own PA habits (measured by
the single-item question) were associated with their PA promotion practices (measured by
self-reported frequency with which Bls were delivered). There was no association between

these variables either (chi squared p=0.078). This conflicts with existing evidence; a
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relationship between PA habits and PA promotion has been shown to exist in
physiotherapists (Aweto et al., 2013), in line with previous findings from other professional
groups (Lobelo and Garcia De Quevedo, 2014). The limitations of the PA assessment tool
mean that the validity of the findings in relation to physiotherapists own PA levels may be

limited.

The PA levels of the physiotherapy workforce remains an important issue in view of
workforce wellbeing which has been identified as a critical factor in the sustainability of the
NHS (NHS England, 2014). In view of the measurement issues discussed further enquiry

using direct measurement techniques is warranted.

5.4.2 Survey Strengths and Limitations

Sampling Strategy

For practical reasons a non-probability sampling approach was used in this study, meaning
that every person within the sampling frame does not have an equal chance of being
selected for the study (Nardi, 2006). Data gathered using a non-probability method can only
be used to describe, explain or predict information about only those who completed the
survey and findings must be qualified as applicable only to those within the sample. Care
was taken in the published article and infographic to underscore that findings related to

respondents only and were not necessarily generalisable.

One of the major consequences of using a non-random sampling strategy is that it is
predicted that people interested in the topic will be overrepresented among respondents
relative to those uninterested (Burke and Hodgins, 2015) which represents a major source

of bias.

However, it is widely acknowledged that random selection is rarely possible in healthcare

studies (Burke and Hodgins, 2015). Non-probability sampling methods are widely used for
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practical and efficiency reasons (Nardi, 2006). The rationale for use of a non-probability
sample is based on an inability to define the physiotherapy population. All practicing
physiotherapists are required to have professional registration with the Health and Care
Professions Council, thus the Health and Care Professions Council is the definitive
professional register. In addition to the Health and Care Professions Council many
physiotherapists will be members of the Chartered Society of Physiotherapy, although this is
not a legal requirement and therefore is not a complete register of practising
physiotherapists. Neither the Health and Care Professions Council nor the Chartered Society
of Physiotherapy share registrants contact information for research purposes, it is therefore
impossible to gain a national random sample of the physiotherapy workforce. Previous
physiotherapy surveys have been able to use a random sampling approach if the target
population is much more specific, a single NHS employer for example or a single special
interest group (Donnelly et al., 2010; Arithoppah, Caldwell and Smith, 2016; Bishop et al.,
2016). Whilst sample sizes may be representative of the physiotherapy population within
that organisation or group, findings can still not be generalised to the wider physiotherapy
population. In addition, response rates in these smaller random samples vary and findings

may ultimately be based on very small, albeit random, sample.

Survey Response Rates

Evidence suggests that response rates to healthcare surveys are declining. (VanGeest and
Johnson, 2011; Glidewell et al., 2012). Several strategies were employed in order to

enhance survey response rates.

The leverage-salience theory suggests that perceived salience is an important predictor of
response rates (Groves, Singer and Corning, 2000) and this is widely referred to in the
literature (Ulrich et al., 2005; Peytchev, Baxter and Carley-Baxter, 2009). The perceived
salience of the topic was enhanced by the close association with reputable organisations
and this was a key driver for collaborating with the larger, concurrent survey. The

collaboration with Public Health England, the Chartered Society of Physiotherapy and the
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Council for Allied Health Professions Research was made clear through the use of prominent
logos in the marketing materials, the emails and in the survey, itself. This was a means of

appealing to individuals sense of professional identity to enhance response rates.

The credibility of the research was enhanced through NHS England support. All NHS England
regional Allied Health Professions managers were asked to circulate the link to their teams,
thus acting as credible gate-keepers. The overt collaboration with national bodies also

enhances credibility.

Pre-notification can enhance response rates (Burke and Hodgins, 2015), therefore a press
release was circulated to all collaborating organisations one week before the survey went
live. This highlighted the survey to potential respondents, showed organisational support
and "primed" individuals to respond. Lack of time is a frequently cited issue to response
rates (Asch et al., 2000). Efforts were made to keep the survey short in order to make

completion feasible for busy clinicians.

Reports suggest that gaining public support and publicity can help to raise awareness of
surveys and appeal to collegiality in peer-recognised forums (Asch et al., 2000). Use of
contemporary media was key in disseminating the survey. Collaborating organisations were
active in disseminating information, this was included in their member bulletins both online
and in print. Relevant social media forums were used extensively to circulate messages
about the survey. Key individuals were also involved including the Chief Allied Health
Professional at NHS England and the Lead Allied Health Professional at Public Health

England were active in circulating messages about the survey through social media routes.

Finally, altruistic motivations and belief systems can make healthcare professionals more
inclined to participate (Nakash et al., 2006; Clark et al., 2014), the need for this research and
the potential benefit to the profession and ultimately to patients was outlined in the

introduction to the survey.
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5.4.3 How the Quantitative Findings were used to Guide the Qualitative Phase

There are two main ways in which the quantitative findings were used to inform the

gualitative phase. These represent the first and second point of interface between

guantitative and qualitative strands.

Point of Interface 1: The development of the topic guide

The key findings outlined above provided a framework for the interview (see Table 6).

These were developed into a topic guide (see Appendix 9).

Table 6. Ways in Which the Quantitative Findings Informed the Topic Guide.

Key Quantitative Findings

Development of Qualitative Questions

Physiotherapists frequently
initiate conversations with
patients about PA

Our survey findings told us that most physios
have a conversation about PA with most of their
patients;

does that resonate with your experience?
do you see PA fitting into physiotherapy
practice broadly?

why is this important to you, to the
profession, to patients?

Do you talk about PA physical activity with
patients?

what determines whether you do or
don’t?

what's your approach?

have you always done this?

why do you think it's important?

When you do promote PA, what prompts you to
raise the issue/start that conversation?

tell me more about that
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e any there any other factors that prompt
or remind you to do this?

When you don't, what stops you?

e tell me more about that
e are there any other things that make you
less likely to raise the issue?

Are you expected to discuss PA?
e by your employer/organisation?
e by your profession?

e s part of "core" role/professional identity

How do your patients respond/react to these
discussions?

e why?
e tell me more

The exact mechanism through
which PA is promoted is unclear

Following on from this, how would you describe
your approach to promoting PA?

We asked about Brief Interventions in the survey.
Is this term familiar to you?

Do you deliver Bls?

PA status is not routinely
assessed

Survey findings suggest that generally physios
don’t assess whether someone is active/inactive

e what are your thoughts on this?
e does it resonate with your own
experience?

It is not routine to signposting
to further sources of PA support

In the survey we asked about signposting
patients on to other PA support services outside
of the NHS. Can you talk to me about if/how you
do this?
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e what makes this possible?
e what makes it difficult

Knowledge of the PA guidelines | You may remember that in the survey we asked
is poor about the PA guidelines. Do these influence your
practice at all?

e in what ways?

e tell me more/can you expand on that?

e could they be useful?

e how could these be disseminated/shared?

Further enquiry needed on We also asked about your own PA behaviours.
physiotherapists PA levels Do you think that your own PA choices influence
how if/how you discuss PA with patients?

e why do you think that is?
e canyou expand?

e tell me more

e role model?

Point of Interface 2: Guiding the qualitative sampling strategy

The over representation of respondents with high perceived salience toward the key issues
could have led to an under representation of physiotherapists who are not as engaged. This
is borne out in the data from Phase 1; when respondents are categorised based on their PA
promotion behaviour (based on their self-reported frequency with which they deliver Bls)
into a high PA promotion category and a low PA promotion category there was a substantial
difference in numbers. A total of 146 participants agreed to future contact and were
therefore eligible for inclusion in the qualitative follow-up study. Of these 77% (n=113) were
classified as high promoters and 23% (n=33) were classified as low. Thus, responder bias
may be twofold, firstly more engaged individuals complete the survey and secondly only

particularly engaged respondents agree to future contact. For this reason, it was deemed
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essential to gain the views of low promoters and thus a purposive, quota sampling approach

was used for the explanatory follow-up study, and this is described in detail in Chapter 6.

5.5 Summary and Implications for Thesis

The finding that PA promotion is part of most physiotherapy contacts is encouraging in that
it suggests that it may be feasible and acceptable to integrate some level of PA promotion
into physiotherapy practice. This represents a major opportunity and warrants further
exploration. Exploration of the actual mechanism through which PA is currently promoted
in practice is warranted. Conflicting findings regarding delivery of Bls require elucidation.
Survey findings also suggest a need for a better understanding of methods to asses PA
status and methods of signposting. Enhancing understanding of the factors that facilitate

and constrain practice in these areas has the potential to improvement practice.

This cross-sectional survey was successfully completed and disseminated. The limitations
inherent in the chosen methods have been reported and discussed. This survey provides a
large data set from an opportune sample and provides the most current and detailed
picture of current practice. Survey findings have informed the subsequent explanatory

follow up phase in line with thesis objectives.
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Chapter 6: Mixed Methods
Phase 2.

Containing Article C: Understanding Physical Activity Promotion in Physiotherapy Practice: A

qualitative Study.

107



6.1 Introduction

This chapter reports on the findings from the qualitative, sequential explanatory follow-up
study that forms Phase 2 of the mixed methods study. These findings were published as a
qualitative article but in fact represent the mixed methods findings as the qualitative
findings build on the foundation of the quantitative study. As such this represents the third
and final point of interface between the quantitative and qualitative strands as shown in

figure 7.

This is followed by additional information, firstly to expand on the mixed methods findings
and describe the emergent themes in more detail. Secondly, additional information is
provided on the research process including a section on the steps that were taken to
enhance credibility and concluding with a section on reflexivity. This is followed, in Chapter
7, with a comprehensive discussion of the over-arching findings from this programme of

research.
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Mixed Methods Stucly:
Sequential Explanatory Design

Phase 1: Quantitative, Cross-
Sectional Survey

Aim: To create a picture of current
practice of PA promotion amongst
UK Physiotherapists,

Quantitzxive findings are used to guide
Foint of Interface 1 the developrent of the topic guide far

Ouantitative findings are used to fuide
selection of participants for Phase2

Foint of Interface 1

h 4

Phase 2: Qualitative Semi-
Structured Interviews

Aim: To build upon guantitative
findingsto gain an in-depth
understanding PA promotion in
physiotherapy practice.

Oualitative findings build on quantitatk e
findings and meta inferences are dravn

Foint of Interface 2

Discussion and conclusions

Figure 7. Diagram Highlighting the 3 Points of Interface in the Mixed Methods Study.
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The qualitative part of the mixed methods study that is described in this chapter relates to

research objectives 5 and 6 as detailed in Table 7.

Table 7. Research Aims and Objectives, Chapter 6.

Research Aim

The overarching research aim is to explore PA promotion in physiotherapy practice and

to understand the factors that underpin current practice.

1. | To explore the existing evidence base related to physiotherapy and PA promotion.

2. | To describe current PA promotion practice in the UK.

3. | To measure and report physiotherapists' knowledge of PA guidelines.

4. | To measure and report physiotherapists' own PA behaviours.

5. | To use the quantitative findings to inform an in-depth qualitative explanatory

follow up.

6. | To expand upon and explain the quantitative findings with an in-depth qualitative

exploration of the mechanisms that underpin current practice.

7. | To generate evidence-based recommendations for education, research, policy and

practice.
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6.2 Context and Impact

Article C was accepted for publication in Musculoskeletal Science and Practice in January
2018. Musculoskeletal Science and Practice is a peer-reviewed international journal

publishing high quality original research. Papers published in Musculoskeletal Science &
Practice are of international relevance and have an over-arching applied clinical focus or

serve to inform clinical approaches (Elsevier, 2018).

Altmetric data is not available for this article. Google Scholar reports that it has been cited

once.
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6.3 Published Paper: Article C

Article Cis reproduced here, with the publisher’s permission, in the format that it was

published online. Published, supplementary files can be viewed in Appendix 3.
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ARTICLE INFO ABSTRACT

Keywords: Objective: Physical inactivity is a major public health issue and healthcare professionals are encouraged to
Physical activity promote physical activity during routine patient contacts in order to reduce non-communicable diseases and
Physiotherapy enhance individuals' quality of life. Little is known about physical activity promotion in physiotherapy practice

Health promotion in the UK. The aim of this study was to better understand physiotherapists' experience of physical activity

promotion in clinical practice.

Design: A qualitative study was undertaken comprising 12 telephone interviews with participants using a quota
sampling approach. The qualitative data was analysed using a thematic analysis approach and written up ac-
cording to COREQ guidelines.

Findings: Four themes were identified (1) Current physiotherapy practice (2) Barriers to, and facilitators of
physical activity promotion, (3) Exercise or physical activity? and (4) Functional restoration versus general
wellbeing.

Conclusions: Physiotherapists use routine clinical contacts to discuss physical activity. However, brief inter-
ventions are not consistently used and no common framework to guide physical activity promotion was iden-
tified. Approaches appear to be inconsistent and informal and focus largely on short-term restoration of function
rather than health promotion. There is scope to improve practice in line with current guidance to maximise
potential impact on inactivity.

1. Background

Physical activity (PA) is described as any bodily movement pro-
duced by skeletal muscles that requires energy expenditure. Exercise is
a subgroup of PA where the activity is planned, structured, repetitive,
and aims to improve or maintain one or more components of physical
fitness (World Health Organisation, 2017).

The impact of physical inactivity (PI) on health has been extensively
documented, it has been described as the biggest public health issue of
the 21st century (Blair, 2009) and the fourth largest cause of death
worldwide (Kohl et al., 2012). It is postulated that if PI decreased by
25% then more than 1.3 million deaths could be averted every year (Lee
et al., 2012).

PI places substantial economic burden on healthcare systems and
wider society. Inactive people spend 38% more days in hospital and use
significantly more healthcare resources than active people (Sari, 2009).
It is estimated that in 2006-7, £0.9 billion of NHS money was spent on
Pl-related ill health (Scarborough et al., 2011). Hence, there is guidance

* Corresponding author.

on how PI be addressed both nationally and internationally
(Department of Health, 2011; International Society for Physical Activity
and Health, 2016). Within this guidance, health services are acknowl-
edged as a key lever for change and integrating PA promotion into
primary healthcare systems has been described as one of the seven “best
investments” for reducing physical inactivity (Global Advocacy for
Physical Activity IS for PA and H, 2011).

Physiotherapists work extensively with people with long term con-
ditions, a large proportion of whom are either overweight or obese,
have multiple comorbid health conditions and are physically inactive
(McPhail, 2015). The Making Every Contact Count (MECC) approach
supports clinicians to embed prevention (including PA promotion) into
routine practice using brief interventions (Public Health England and
NHS England HEE, 2016). Physiotherapists have extensive opportunity
to promote PA, yet little is known about the extent to which this is
integrated into physiotherapy practice. The physiotherapy literature is
sparse (Lowe et al., 2016) and evidence from other healthcare profes-
sions describes rates of PA promotion as unacceptably low (Lobelo and
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Garcia De Quevedo, 2014).

A recent, national cross-sectional survey of PA promotion in phy-
siotherapy practice generated a preliminary picture reporting that a
large proportion of survey respondents routinely delivered brief inter-
ventions for PA (Lowe et al., 2017). The purpose of this qualitative
study is to build on the survey findings to further develop our under-
standing of physiotherapists' experience of PA promotion in UK phy-
siotherapy practice.

2. Method
2.1. Theoretical framework

This qualitative study is the final part of a broader programme of
research comprising a scoping review, a quantitative survey and this
qualitative follow-up. The research paradigm that underpins the pro-
gramme of research is pragmatism which allows relative theoretical
freedom. Quantitative and qualitative strands are not viewed as fun-
damentally opposed and can be mutually illuminating (Andrew and
Halcomb, 2009).

2.2. Ethical approval

Ethical approval was granted by the Faculty Research Ethics
Committee at Sheffield Hallam University (Research proposal: 2016-7/
HWB-HSC-16).

2.3. Design & setting
This qualitative study used semi-structured, telephone interviews.

2.4. Sampling

Respondents from the previous survey (all UK physiotherapists with
current patient contact) were asked if they consented to future contact
from the research team. Those who agreed were emailed with an in-
vitation to participate (including participant information sheet and
consent form). A purposive, quota sampling method was used to ensure
that key groups were represented (Robinson, 2014). Survey data was
used to identify high promoting respondents and low promoting re-
spondents (based on self-report). Approximately 40 physiotherapists
were emailed (10 at a time to avoid over-recruitment). No one refused
although some did not respond to emails. The first 6 from each quota to
respond were interviewed (see flowchart in Supplementary file 1).
Sampling ceased after 12 interviews when there was consensus that
theoretical saturation had occurred.

2.5. Data collection

An interview guide was developed based on the key survey findings,
this was pilot tested by AL in one face to face, semi-structured interview
with a physiotherapist from the high-promoting category. It was then
subject to peer review by CL and SM and was refined and agreed (see
appendix 1). Following this, 12 individual telephone interviews were
conducted by AL and recorded using an encrypted digital recording
device with a telephone adaptor. The duration of the interviews was
approximately 45 min.

2.6. Data analysis

Audio files were transcribed, checked for accuracy and imported
into Quirkos (2017), qualitative data was analysed using the following
6-stage thematic approach detailed in Table 1 (Braun and Clarke,
2006).

An inductive approach was taken in that codes and themes devel-
oped from the data without an existing framework. Initial coding was

Musculoskeletal Science and Practice 35 (2018) 1-7

performed on 2 transcripts within Quirkos by AL, these were then in-
dependently coded by CL and SM. This process was discussed and the
process was refined. AL coded the remaining 10 transcripts and these
were reviewed collectively by AL, CL and SM. Candidate themes were
reviewed and refined by AL, SM and CL and final themes were agreed
by all. Detailed information on the analysis process was recorded in an
audit document. Findings were written up in line with reporting
guidelines for qualitative research (Tong et al., 2007).

3. Findings

Characteristics of the 12 participants can be seen in Table 2.

A number of themes developed, including semantic themes which
were directly linked to the quantitative findings, these involve “the
surface or semantic appearance” of data (Braun and Clarke, 2006).

Additionally, a higher order of latent themes which represent over-
arching concepts, patterns and assumptions. Latent themes move away
from description to interpretation and a wider framework of meanings
and connotations (Javadi and Zarea, 2016).

Four themes can be seen in Fig. 1 and are described below;

1. Current physiotherapy practice.

2. Barriers to, and facilitators of PA promotion.

3. Exercise or physical activity?

4. Functional restoration versus general well-being.

3.1. Theme 1: current physiotherapy practice

This theme responds to many of the key issues that arose from the
survey findings. It describes features of current practice and elucidates
survey findings. As the most semantic of the 4 themes, data is re-
presented literally and does not go beyond surface meaning within this
theme.

Participants described how they discuss PA in routine practice and
referred to the existing assessment framework common across many
areas of physiotherapy. They described how they integrate questions
about PA into the subjective assessment and specifically into the social
history. It was described as an “automated” part of the assessment and
participants explained that the framework was a useful prompt to elicit
information from patients on PA particularly in relation to hobbies and
employment.

“well it makes up part of the subjective assessment that I go through. I'll
always specifically ask someone as part of the social history if they have
any sport or exercise interests or any physical activity hobbies.” P3

Participants described their approach in general terms emphasising
how they grade, tailor and personalise their approach to PA promotion.

The importance of good communication skills and an ability to
connect with patients was consistent in the data, participants conveyed
a sense that personalisation and empathy were central to their ap-
proach. Their role in educating patients came through strongly as a
means of supporting self-management. The importance of building
confidence and managing fear were highlighted as important factors.

“It's starting off at a level that's appropriate for them without making it
scary really. Then from there, because you've got to build..... if they go
out of the room thinking I'm weak and I don't do this and they haven't
listened to me, you won't get anywhere really. It's trying to show them
what they can do to start with and how making small changes throughout
the day can make a big difference and then building from there as best
they can. It can take quite a long time, but certainly it's about the ev-
eryday changes.” P5

Participants had difficulty characterising their actual approach, the
terms brief advice, brief intervention, cognitive behavioural therapy,
motivational interviewing and MECC were used but confusion was
expressed over some of the terminology.
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Table 1
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Six Stages of Thematic Analysis (based on Braun and Clarke, 2006).

Stage

Activity

1. Familiarisation with the data

2. Coding

3. Searching for themes

4. Reviewing themes

5. Defining and naming themes

This phase involves reading and re-reading the data, to become immersed and intimately familiar with its content.

This phase involves generating succinct labels (or codes) that identify important features of the data that might be relevant to answering the
research question. It involves coding the entire dataset, and after that, collating all the codes and all relevant data extracts, together for later
stages of analysis.

This phase involves examining the codes and collated data to identify significant broader p of ing (p ial themes). It then
involves collating data relevant to each candidate theme, so that you can work with the data and review the viability of each candidate theme.
This phase involves checking the candidate themes against the dataset, to determine that they tell a convincing story of the data, and one that
answers the research question. In this phase, themes are typically refined, which sometimes involves them being split, combined, or discarded.
This phase involves developing a detailed analysis of each theme, working out the scope and focus of each theme, determining the ‘story’ of
each. It also involves deciding on an informative name for each theme.

6. Writing up This final phase involves weaving together the analytic narrative and data extracts, and contextualising the analysis in relation to existing
literature.
Table 2 would use an informal approach, rather than a formal measure to assess
Characteristics of Participants. activity levels. These were often recorded in relation to hobbies or ac-
. tivities that patients want to return to.
Characteristic Count % 3 4 3 7
This was recognised by some participants as different to formal
Gender Female 7 58% measurement, use of formal measurement was largely absent, with one
Male 5 42% notable exception that is discussed later.
Years of Experience 0 - 5 years 3 25%
6 - 10 years 2 17% “Yes, I would say up to a point we tend to be asking patients what they
11 - 15 years 3 25% do, but it tends to be based very much on a functional report from them,
16'- 20 yeats 8 25% rather than on using any particular tools to measure that.” P9
20+ years 1 8%
Healthicare Sector Natlonal Health Service 12 100% “Physical activity isn't routinely measured in any of our outcome mea-
Nation Scotland 1 8% ; p » p12
Northern Ireland 0 0 sures in outpatients.
Wales 0 0 3 T e +
England 1 92% Questions related to the PA guidelines elicited a variety of re-
Healthcare Setting Primary care 3 25% sponses, predominantly conveying a lack of awareness;
Secondary care 3 25% s :
Community 2 17% “I can't say that either myself or my colleagues necessarily refer to those
A mixture 4 33% guidelines in our daily work.” P4
PA Promotion Status High 6 50%
Low 6 50% Yet there was acknowledgement of the potential value of the PA

“What is meant by brief intervention? What would that look like in
practice?” P7

“It wouldn't be something I would normally use as terminology I don't
think. How would you describe what you mean by brief intervention?” P9

There was little detail regarding the structure and specific content of
PA promotion interventions and little commonality between partici-
pants.

When asked specifically about assessment of PA status participants
conveyed a sense that this was important. They described how they

guidelines amongst participants and evidence that they are integrated
into practice by some clinicians.

When asked if and how participants signpost their patients onto
further PA support, participants described difficulties in knowing what
services are available and the lack of straightforward referral pathways.

“I guess on the whole physios, or any profession, don't want to spend too
much time finding out where someone can go or where you can signpost,
but if those things are overt and clear, then I guess naturally that's more
likely to happen.” P12

These difficulties were off-set by some participants by developing
partnerships with delivery services and finding ways to collate and
share information on services available.

Fig. 1. Organisation of Themes.

Themes
1
v L 4
Semantic Latent
. b v v
hl.s:::t::: 2. Barriers & 3. Exercise or 4. Func‘t.lonal
PR Ny facilitators physical activity restoration vs
practice general well-
being
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“We've gone and done a bit of training with some of our partners and
they've come in and trained, so having that two-way relationship then
reminds them that you're there, and them coming to see you reminds you
that they're there, if that makes sense......we use the wellbeing walls for
things like that....we've got the diabetes wall up as well at the moment
and the next one is going to be men's health.” P6

3.2. Theme 2: barriers to, and facilitators of PA promotion

Several barriers to PA promotion were identified, firstly the com-
plexity of patients was identified as a factor that makes PA promotion
more challenging. Complexities were described mainly in terms of co-
morbidities but also in terms of wider social and economic factors.

“we come across so many cognitive difficulties and memory issues, and
it's perhaps partly because of the patient population that it’s harder to
have those conversations with people in terms of being able to utilise it for
them to retain that information.” P8

“The thing is our patient population at this centre has over the past couple
of years also changed to the slightly older, the slightly less fitter than the
population that we used to treat a couple of years back. It's got to do with
how the contracts across the Trust have changed over the years, so it's an
economic, political change that has affected us.” P4

Some participants identified that the culture within their team
hindered change and expressed a sense that PA promotion just wasn't
the “done thing”

“I'm not really sure why — whether it's just partly cultural as well in the
sense that it’s not something that I feel like has been a focus when I've
seen other people perhaps doing assessments and things.” P8

The acute setting was identified by some participants as a barrier,
although this was not unanimous so may be linked more to the culture
within specific teams.

“Once they are conscious you're very much more focused on short-term
goals, so it was less of an issue there.” P7

Lack of time was identified as being a barrier by some participants
although it is acknowledged that this may relate more to perceived
clinical priorities.

“So, in that half an hour there are so many things you need to get done.
With some patients, it's not... it's not that it’s never the priority, but you
have to let patients talk and then you have to try to fit in everything else.”
P5

“I think that's a case of integrating it into that routine practice and the
physiotherapist seeing that as integral to their physiotherapy activity and
feeling that there will be benefits to putting that into action. So, I think
that's more the change of mindset, rather than a real-time barrier or
difficulty with overload.” P11

Several factors were identified as facilitating PA promotion, firstly
repeat appointments were seen as facilitating flexible discussions about
PA.

“Quite often it's doing the first assessment and then on the second or third
appointment you can delve more into the other extra things.” P5

Supporting resources were identified as facilitating PA promotion,
these included smart phone apps, assessment tools (such as the GPPAQ
(General Practice Physical Activity Questionnaire), wall displays and
policy documents,

“Before, not having the GPPAQ, or not having that in front of you, either
you'd forget because you're so busy and it's not written in front of you, or
you may not know how to ask the questions. But because it’s objective
and it's there, it's easy.” P6

Musculoskeletal Science and Practice 35 (2018) 1-7

As mentioned previously, collaborations with other services that
support PA were described as facilitating PA promotion both in terms of
raising awareness amongst physiotherapists and also creating acces-
sible, easy pathways for onwards referral.

Participants consistently discussed their own PA experience as fa-
cilitatory in that it enabled them to empathise and connect with pa-
tients.

“I think because I've had a few injuries in the past I can sympathise with
patients on how difficult it can be sometimes with the various limitations,
say in terms of pain relief to get going and maybe other obstacles that
people face, both known to themselves and unknown to themselves.” P4

“For me personally I think it's good that I am more physically active and 1
can then draw on that experience when I'm with patients and that's how I
can use it. Even when my physically activity levels go down a bit, again I
can still draw on that and use that and say this is what I've done when I'm
not as physically active as I should be. So, I think anything that can make
you more relatable to patients is a good thing really.” P7

In line with this a positive alliance between patient and clinician
was also identified as being a facilitator.

“That just gives the patient a more personal touch. You're not just being
told by your doctor you need to lose weight or do a bit more exercise.
There's kind of a trusted relationship there of ‘I trust you as my therapist,
what you're saying to me — perhaps I should trust that’.” P6

3.3. Theme 3: physical activity or exercise?

There was a lack of clarity and consistency over key terms “ex-
ercise” and “physical activity”. Participants used the terms loosely, in-
terchangeably or recognised confusion amongst their peers.

“Well I think exercise, I tend to think of something that's going to maybe
do the cardiovascular system some good, whereas movement or activity
I'm just literally wanting anything that will get some sort of joint move-
ment going on really I suppose, because some of my patients are really
quite inactive.” P9

“I think a lot of physios would struggle to tell you the difference. I see that
being a bit of a problem with maybe that ambiguity about what the
difference might be between, say, a specific targeted exercise programme
and a general physical activity.” P12

In addition, participants identified that terminology can be im-
portant to patients and the potential negative connotations associated
with the term “exercise” were highlighted.

“She doesn't do exercise, she can't do exercise, she's always been told she
can't do exercise and as soon as we realised what she did and we swit-
ched it to talking about being active, she accepted that. In her head ex-
ercise was sports or competitive things, so I try and stick on the activity
point of view rather than exercise.” P1

“If you say to patients about exercise, they tend to think of more formal,
like going to a gym or going to an exercise class or going running or
something that's more formal, you know, you put sports clothes on and
you go and do. Whereas I think if you talk about activity or movement
they tend to just think about something that they can fit into their ev-
eryday, it's something that they're doing anyway and it's just trying to
enhance that, rather than they're going to have to get changed and go and
do.” P9

3.4. Theme 4: functional restoration versus general well-being

Conceptually over-arching; this latent theme relates to the aims of
physiotherapy. Participants consistently emphasised the notion of
“getting people better” and restoring function.
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Fig. 2. Relationship between Exercise and Physical Activity in
Physiotherapy Practice.
Improve
quality of life

“Also, I suppose sometimes we're very focused on what we're doing for the
patient, rather than what's going to happen beyond that.” P9

“ think it's more about aiming to return to where they were....it does
tend to focus of course very much on recovery activity, rather than ne-
cessarily increasing or maintaining physical activity for the sake of
wellbeing, if you can see the difference.” P4

“I would probably say that I personally would find myself focusing on the
here and now, rather than perhaps the future. It's almost like I guess
where patients are at the time, it's about getting their function back.” P8

This view is contrasted with a longer-term, health promotion ap-
proach that was less prevalent within the data.

“ think there are specific physiotherapy related issues that most people
will want to tackle within their physiotherapy sessions and then there's a
little bit more of a distinction between looking at the wider health benefits
of being physically active, or signposting towards healthy eating or to
other activities as well.” P11

4. Deviant case analysis

Development of themes was an iterative process, deviant cases were
examined in order to revise, broaden and confirm the patterns emerging
from data analysis (Pope et al., 2000). P6 was considered to be a de-
viant case, contributions were anomalous in that PA promotion was
clearly well integrated into practice and P6 was familiar with all ter-
minology and policy documents and evidence. P6 reported a pro-
gressive and collaborative approach to PA and although barriers were
acknowledged solutions had been identified. As such P6 was considered
to be a deviant case representing an isolated pocket of good practice.

When findings from high promoters were compared to those from
low promotors no substantial differences were found. This is in line
with the fact that only one deviant case was identified, the findings
were relatively homogenous with the exception of P6.

5. Discussion

This is the first exploration of PA promotion amongst UK phy-
siotherapists and as such it expands our understanding of phy-
siotherapists' experiences of PA promotion in practice.

There was a lack of cohesion in the ways in which participants
described approaches to PA. There appeared to be no defined, common
framework for promoting PA in practice. There was an assumption in
the preliminary survey that brief interventions, as part of a wider MECC
approach, were integrated into physiotherapy practice to some degree,
as a mechanism for PA promotion. However, findings from the current
study elucidate survey findings and suggest that this is not the case, this
raises questions about the extent to which MECC approaches have been
translated to clinicians and embedded within practice to date.

In line with this, exploration of specific components of PA promo-
tion revealed firstly, that assessment of PA status was frequently in-
formal or absent. Assessment of PA status is essential if change is to be
measured and identifying inactive individuals facilitates a more eco-
nomically viable, targeted approach to PA promotion (Bull and Milton,
2010). Secondly, findings suggest that in line with evidence from other
health professions, PA guidelines are not widely used to inform clinical
practice (Reid et al., 2017; Chatterjee et al., 2017). Finally on this point,

findings suggest that signposting is often perceived to be time con-
suming, complex and difficult to do in routine clinical contacts.

The barriers and facilitators identified in Theme 2 are broadly in
line with findings from other healthcare professions (Douglas et al.,
2006; Barrett et al., 2013; Walkeden and Walker, 2015; Campbell et al.,
2012). However, in contrast to reviews from other professions, lack of
confidence in PA promotion and lack of knowledge related to PA pro-
motion were not cited as barriers by physiotherapists in this study
(Hébert et al., 2012). It could be hypothesised that because exercise and
rehabilitation are central in physiotherapy practice it may naturally
give rise to discussions about PA. Thus, confidence in raising the issue
may be less of a barrier than it is for other healthcare professionals.

A lack of clarity around the central concepts of PA and exercise was
apparent. The relationship between PA and exercise in a physiotherapy
context is complex, an ideal progression would be for a physiotherapist
to use exercise to improve components of physical fitness which enables
people to become more physically active, which in turn improves
wellbeing and quality of life (see Fig. 2). Findings suggest that current
practice focusses on the initial 2 phases and may miss the opportunity
to move into the realm of PA for longer-term health. Encouraging the
use of universally accepted terminology may help to clarify the aims of
physiotherapy interventions ensuring that PA is not overlooked as a key
outcome.

Participants identified readily with the core aim of restoring func-
tion with a focus on targeted exercise and short-term goals. This has
been a core aim of physiotherapy since its inception; “Physiotherapy
helps restore movement and function when someone is affected by in-
jury, illness or disability” (Chartered Society of Physiotherapy, 2013).
The idea of PA as a means of promoting general health across the life
course is acknowledged but is much less prominent in the data. This
may be partly explained by changes in population health; phy-
siotherapy has been part of UK health care since the late 19th century,
at this time life expectancy was less than 50 years of age and the major
causes of death were infectious diseases (Griffiths and Brock, 2003;
Thompson et al., 2012). Today non-communicable diseases (influenced
by modifiable risk factors including physical activity) are responsible
for a large proportion of ill health (Public Health England, 2014). This
enormous change in patterns of health puts physiotherapists in a po-
sition to influence health in its broadest terms, through prevention ra-
ther than a narrow focus on restoration of function (Dean, 2009a,
2009b). Indeed encouraging healthcare professionals to embed pre-
vention in frontline services is a central tenet of current policy (NHS
England, 2014).

6. Reflexivity

As lead researcher, I am also employed as a Physical Activity
Clinical Champion, thus my background and beliefs about PA are well
known to many physiotherapists. Continual efforts were made to un-
derstand the role of the self in the creation of knowledge in this study
(Baillie, 2014). Regular peer debriefs with CL and SM, a reflective
journal and a detailed audit trail were used to monitor the impact of my
biases (conscious and unconscious), beliefs, and personal experiences
(Berger, 2015). The benefits of being an insider-researcher are also
acknowledged in that I have a detailed understanding of key issues and
frontline experience of the phenomena under scrutiny which facilitated
many aspects of the research process.
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7. Strengths and limitations

To our knowledge this is the first time that physiotherapists' ex-
periences of promoting PA in the UK have been examined through
qualitative enquiry, this extends our understanding of current practice
and opportunities for improvement.

The sample was drawn from the large, self-selecting sample who
completed the preliminary cross-sectional survey. Steps were taken to
limit the bias associated with a self-selecting sample including the use
of quotas to ensure that contributions from both high-promoters and
low promoters were included.

Telephone interviews were used for practical reasons associated
with having a sample from a large geographic area. There are inherent
limitations with this approach including an inability to observe body
language and facial expressions. Although field notes were taken, the
lack of direct observation may have resulted in more subtle aspects of
communication being missed.

Further testing of the interview guide in a telephone, rather than
face to face, interview setting may have allowed for further changes to
be made to enhance suitability for that particular medium.

8. Implications

Our findings suggest that there is scope to improve integration of
evidence into practice in relation to brief interventions for PA as part of
a broader MECC approach. This should include further consideration of
assessment to identify inactive patients, targeted knowledge mobilisa-
tion of the PA guidelines and work to ensure that signposting is feasible
for clinicians.

There are questions for the physiotherapy profession about how it
evolves in response to the substantial changes in patterns of health. The
prevailing view amongst physiotherapists in this study was that their
interventions are short-term and restorative. Adopting a broader view
that acknowledges the role of modifiable health behaviours on well-
being across the life-course would help to align physiotherapy with the
prevailing direction of travel of healthcare.

Pockets of good practice were identified, supporting efforts to share
learning may facilitate practice developments in this area.

9. Conclusion

Pl is a major threat to the health of the public, supporting healthcare
professionals to promote PA to patients in routine clinical contacts is
recognised as an important means of tackling inactivity.

Findings from this qualitative study suggest that physiotherapists
discuss PA with their patients in relation to physiotherapy goals,
however this is often inconsistent and informal with isolated pockets of
good practice. Brief interventions are not well understood and no
common framework to guide PA promotion is currently integrated into
physiotherapy practice. There is scope for service improvement in this
area to better align physiotherapy practice with current health policy.
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6.4 Additional Information

The following information is supplementary to the published article. The aim is to furnish
the concise published information with more detail. Salient sections that particularly

benefit from expansion have been identified as;

1. Clarification of how participants were classified.
2. Themes in more detail.
3. Strategies to ensure quality.

4. Reflexivity.

6.4.1 Classification of Participants by PA Promotion Activity

The non-probability sampling approach used in the survey meant that not everyone in the
target population had an equal chance of responding. This has implications for the
generalisability of the findings and also means that the sample was subject to bias. Itis
acknowledged that this was the only feasible way forwards and every effort has been taken
to be transparent about the methods employed and to caution readers regarding

interpretation of findings.

One of the considerations around bias was that self-selecting, engaged individuals were
more likely to respond than others. In order to limit the impact of this bias, at least to some
degree, respondents were classified as either high-promoters of PA or low-promoters of PA
based on the self-reported frequency with which they deliver Bls. Those who reported that
they delivered Bls “always” or “usually” were classified as high-promoters, those who

reported delivering Bls “sometimes” or “never” were classified as low-promoters.

A total of 146 survey respondents agreed to future contact and were therefore eligible for
inclusion in the qualitative follow-up study. Of these 77% (n=113) were classified as high

promoters and 23% (n=33) were classified as low. This shows a clear predominance of high-
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promoters and validates the decision to use a quota sampling approach to ensure that a

range of opinions, from people across the PA promotion spectrum, were gained.

6.4.2 Themes in More Detail

This section describes and evidences the mixed methods findings in a more detail than was
possible in Article C. The themes are described more explicitly and more supporting

evidence, in the form of additional quotes, is provided.

A theme, in the context of thematic analysis has been defined as “a central organising
concept” (Braun and Clarke, 2006). It is a coherent integration of disparate pieces of data
that constitute the findings (Sandelowski and Leeman, 2012). The importance of a theme is
not necessarily dependent on quantifiable measures, but rather on whether it captures

something important in relation to the research aim (Braun and Clarke, 2006).

At the end of the thematic analysis process described within the article, four themes were

identified:

1. Current physiotherapy practice.

2. Barriers to, and facilitators of PA promotion.

3. Physical activity or exercise?

4. Functional restoration versus general wellbeing.

Themes 1, 2 and 3 are semantic themes, which are closely linked to the data, directly linked
to the quantitative findings and clearly aligned to the research aims. Semantic themes are
common in a realist approach, and they are descriptive in nature and based on explicit
meaning more than interpretation (Kingod et al., 2017). In a sematic approach the themes

are detected superficially and literally. As such it is the simplest and the most evident type
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of theme. In semantic themes data is explained and organised in ways that show patterns

that exist in the data (Javadi and Zarea, 2016).

Theme 4 is more latent and represents over-arching concepts, ideas and assumptions.
Latent themes are more interpretive and therefore more common to a constructionist
paradigm. Latent themes allow researchers to move away from the explicit and obvious
content of the data to consider underpinning assumptions (Braun and Clarke, 2006). The
latent approach requires moving from description, in which the data is just organised and
summarised, to interpretation in which efforts are made to create a theory, based on the
importance of the patterns and a wider framework of meanings and connotations (Javadi

and Zarea, 2016).

Theme 1: Current Physiotherapy Practice

This theme is the most closely tied to the data, and it responds to many of the direct
guestions that were generated by the survey findings. It describes the features of current
practice and explains the survey findings on a sematic level. The data segments included
here are additional to those in Article C, and this section further explains and develops the

theme.

The participants’ role in educating patients came through strongly as a means of supporting

self-management:

“also, from a management perspective we want people to take ownership of their
lives. We don’t want people to come in and be, like, ‘| want you to fix me.” We want
people to be better educated about their health.” P5

The importance of building confidence and managing fear were highlighted as important

factors in restoring function:

“With that | now do a bit more health promotion because what we’re wanting to do
is get the children and adults active, because they are very much in the old-fashioned
idea that if you’ve got a bad heart you can’t do anything.” P1
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The importance of good communication skills and an ability to connect with patients was
consistent in the data, and the participants conveyed a sense that the personalisation of

messages and empathy were central to their approach:

“There are always things we need to cover and there are other things, red flags or
everything else, so therefore we don’t want to bombard people with absolutely
everything. If you’re in a lot of pain, people are concentrating on that and everything
is so heightened, that if you’re talking about lifestyle changes some people might
think, ‘Oh great, he didn’t listen to what | was saying,” and it can get lost potentially.”
P5

Participants conveyed a variety of opinions about how central PA is to physiotherapy
practice and acknowledged that it isn’t always appropriate to initiate a discussion about PA.
Discussing PA was described as something that was ingrained, natural and core by some

participants but described very differently by others:

“So, it fits in every category really.... | think it fits into all different areas.” P1

I also think from the CSP, the NICE guidelines, everything points towards this as well.
I’d say almost certainly you can’t get away from that side of things as well.” P2

“I think it should be a core part of our role. We’re probably best placed to give the
advice on exercise out of all health professionals.” P3

Participants frequently referred to the existing assessment framework common across
many areas of physiotherapy and described how they would integrate questions about PA
into their subjective assessment and specifically into their social history. It was described as
an “automated” part of the assessment, and participants explained that the framework was
a useful prompt to elicit information from patients on PA particularly in relation to hobbies

and employment:

“There’s partly an informal discussion, that’s part of their subjective assessment, so
for example we’ll ask them if they’ve got any hobbies or activities. That can also then
go on to consider maybe their goals, so for example, there was a patient discharged
this morning who wanted to run nine miles before they got symptoms of pain, so that
was their goal and obviously they reached that goal and that was brought up in their
subjective assessment.” P2
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“well it makes up part of the subjective assessment that | go through. I'll always
specifically ask someone as part of the social history if they have any sport or exercise
interests or any physical activity hobbies.” P3

“I would say that personally | think that most of the time | would talk about physical
activity and | guess predominantly | see a lot of patients with arthritis or pre-joint
replacement, post-joint replacement patients. It comes up as a necessary part of
their assessment and treatment | suppose.” P12

e

Participants mentioned terms including “brief advice”, “brief intervention”, “cognitive
behavioural therapy”, “motivational interviewing”, “health coaching” and “Making Every
Contact Count”, but there was no clear sense of what a PA promotion intervention in

physiotherapy practice is.

When asked specifically about the assessment of PA status participants acknowledged the
importance of informally capturing this information. This was recognised by some
participants as different to formal measurement; the use of formal measurement was

largely absent, with one notable exception that is discussed later:

“I've not used anything formal. | probably don’t even refer to the 150 minutes,
because I think, and again this could be my inexperience, | just imagine if you start
getting people to breakdown, on this day | do this and, on this day, | do that, you
could be wasting time that could be more valuable asking other questions.” P7

PA was often discussed and recorded in relation to hobbies or activities that patients want

to return to and this approach is described by participants as potentially problematic.

“That’s the problem really. | think | would struggle to say yes, I’m actually
measuring that effectively. With people who weren’t doing something and now they
are doing something, that’s easier to measure, but people who...actually how much
activity are they doing...and after seeing us or after seeing health professionals, are
they doing more? It’s difficult to know.” P5

“The experience of most physios that are working with our teams is that it’s not
routinely done in practice.” P11
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Questions relating to the PA guidelines elicited a variety of responses, some which
expressed a lack of awareness and reaffirmed the survey findings. Other participants

described how they are embedded in practice by their teams:

“Yes, we do use the guidelines in our practice when we’re talking with patients, when
we’re teaching other staff, yes we use them.” P1

However, there was a clear acknowledgement of the potential usefulness of the PA
guidelines amongst participants, and evidence that these are integrated into practice by
some clinicians. They were described as a useful way to start a conversation about PA and a

means of encouraging patients:

“I think it’s just making it relevant to the patient as well. | guess in my experience I've
had patients come in and they really do consider themselves to be quite active
because they swim for half an hour once a week. By highlighting what the
recommendations are, what the guidelines are, it can really challenge that and make
them see that from a different perspective. So, it’s helpful in that approach.” P11

When asked about signposting, participants described their difficulties in knowing what

services are out there and the lack of straightforward referral pathways:

“I think what often happens is that the services are there; it’s just that the people
aren’t aware that those services are there and how to be able to get your patient
referred to them as well.” P2

Ease of referral was identified as a factor by several participants:

“Because it’s primary care and because we’re the same trust, it means that it’s
seamless for us to be able to do it, so it means we don’t have to be writing a specific
referral.” P2

“The other thing within the Council we’re in is services, apart from voluntary charities
and so on, will come under the umbrella of a wellbeing service, so they should all be
able to inter-refer.” P6

Difficulties were off-set in some cases by participants who had developed partnerships with

delivery services and found ways to collate and share information on available services:
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“As part of that as well, there also are people who come into the department and
explain their services and advise us how to refer as well.” P2

“the relationship we have with them in that we’ve got physios that are leads for an
exercise service, physios that are leads with the health trainers and so on, that can
come back and keep staff updated as best as possible. It just keeps it fresh in the
minds of staff what is out there.” P6

Theme 2: Barriers to, and Facilitators of PA Promotion

The following factors were identified as barriers to PA promotion, so this section develops
Theme 2 by providing additional data segments to those cited in Article C. The complexity
of patients was highlighted both in terms of complex co-morbidity and also a perceived lack

of motivation:

“I think there are times when — I’m thinking specifically about when you can see that
obesity is probably part of the problem — when it’s a harder discussion to have.” P10

“Certainly, people are talking about, ‘I can’t do this,” or I’'m not working and
everything else, and then you’re trying to talk to them about, ‘Oh, why don’t you go
to the gym for example. | think on the list of priorities it gets moved down.” P5

Organisational culture was thought to influence PA promotion practice:

“I’'m not really sure why — whether it’s just partly cultural as well in the sense that it’s
not something that | feel like has been a focus when I’'ve seen other people perhaps
doing assessments and things.” P8

The Acute Setting was identified as an influential factor by 2 participants, both in relation to

an inpatient setting:

“so, | do think there is a role, but we’re a little bit in between in that sense that is it
to be done here or is that something that should be continued at home, because
there’s so much going on already.” P8

Factors that were identified as facilitating PA promotion are described below. The

facilitators relate to evolving practice and are described by participants who have taken
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steps to improve practice in this area. As such the frequency with which facilitators are
mentioned is less than the barriers and there is no sense of consensus. These facilitatory

factors highlight isolated practice examples that could inform wider practice developments.

It was highlighted that the nature of many physiotherapy episodes of care can facilitate the
promotion of PA in that physiotherapy care frequently involves repeat appointments which
give an opportunity to be selective regarding when PA promotion is raised and also enables

the subject to be introduced and revisited on multiple occasions:

“It’s kind of a bit of a balancing act when you first meet somebody. You want to
build that relationship with them and if you get too much too quickly into a mode of
lecturing them about activity levels, | think you run the risk — certainly with some
patients — of switching them off.” P7

“I think not always on initial assessment, but with some of my patients now towards
the end of our assessment we will start talking about what activities they’re
managing to achieve now, what they aren’t and talk about what might be limiting
them from participating in more physical activity.” P11

Resources that support PA promotion were described extensively by one participant (this
participants’ contribution was discussed within Article C as a deviant case). P6 described
how they had changed their practice and integrated the use of several resources into
routine practice within their team. These included smart phone apps, formal assessment
tools and wall displays. P6 described trying to create a culture of PA and felt that the use of

resources had facilitated this:

“certainly, you’ve got behaviours where now the health tool is in place, staff are
saying having something there, that | can ask directly and objectively, it’s giving me
the opportunity to have the conversation.” P6

Collaboration with other services that support PA was identified as a positive factor:

“What | would say is the initial partnering up and the initial partnership working
that’s really set the understanding of why we should do what we should do.” P6
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Participants were asked about physiotherapists as role models for PA and about their own
PA experience. It was suggested that if a physiotherapist engages in regular PA they may be

more convinced of the benefits and therefore promote PA more readily:

“Because it’s embedded in their own lives they see it as a positive thing from their
point of view, so it’s much easier to sell something that you are already on board
with.” P1

There was also a sense of not wanting to be a hypocrite and that engaging in PA as a

clinician enabled physiotherapists to give more authentic advice.

“So, | guess if you are actually undertaking a reasonable amount of physical activity,
something that’s normal for you, maybe it feels easier in that regard, so you can say,
‘I know it’s not always easy because | have barriers and distractions myself, but
perhaps it’s achievable.” It’s something you would understand more if you’re doing
it.” P12

Participants generally concurred that using their own experiences as a means of connecting
with patients over PA was a positive thing and something that could facilitate behaviour

change:

“Sometimes | use maybe my own experiences to encourage patients and say that this
is what you can do and this is how you can do it and make it a daily routine.” P4

“Again, | think being able to talk to people about when I do this, you know when you
do it yourself it feels like this a bit, when it’s a new activity you’re working your
muscles and it does get better. | think it does help to know a bit about what you’re
talking about from a personal experience of activity.” P10

Concern was also voiced that there may be a paradoxical effect with active clinicians

whereby they lose the ability to connect with patients over activity:

“I guess for some people it could be intimidating if you can see that somebody is very
muscle bound and very fit and healthy, | guess that could be for some people.” P10

“The only thing | would say is anecdotally I’d say that the people that | work with
here, and I’'ve got people at this work, one of them was a professional tennis player,
we’ve got other people that have done Iron Man, and | think their sensitivity, how
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they look upon people who say maybe they don’t do any exercise, that gap is very
difficult for them maybe to fully comprehend as part of that.” P2

Theme 3: Physical Activity or Exercise?

This section further develops Theme 3, and it includes further data segments which build on
those included in Article C. PA and exercise were identified as distinct entities, but the
terms were used inconsistently. It was highlighted that the choice of terminology can be an

important factor in engaging patients:

“Well | think exercise, | tend to think of something that’s going to maybe do the
cardiovascular system some good, whereas movement or activity I’'m just literally
wanting anything that will get some sort of joint movement going on really |
suppose.” P9

Some comments concur with definitions:

“..but that that activity doesn’t have to be really strenuous competitive sports, it
could be walking.” P1

“...a big part of what we do in outpatients is prescribing exercises, specific exercises
which are a form of physical activity.” P3

Negative connotations associated with the term “exercise” were highlighted:

“So yes, we do discuss with all our patients — we don’t always call it exercise — we
quite often refer to it as activity or movement, but yes, it’s a big part of every
patient’s management really, so it’s something that’s getting promoted.” P9

“To be honest | suppose in my own mind | don’t really see them as that different. It’s
just different terminologies stop patients getting alarmed. Some of my patients if |
mention exercise, they immediately say, ‘Oh no, | can’t exercise. I’'ve got problems
and | couldn’t do exercise.” If you actually encourage them just to even be doing
something in their chair or walking up and down the corridor a little bit more, they
wouldn’t see that as exercise as such. They would see that as something that they
could take on; that would be something that they would be willing to have a go at, so
just using different terminology to try and get the patient on board.” P9
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Interestingly, negative connotations associated with the “activity” were also noted:

“When people think of activity they might just think of sport and running, but
actually there are lots of different things.” P5

Theme 4: Functional Restoration versus General Wellbeing

Conceptually over-arching, this theme relates to the underpinning aims of physiotherapy
practice. This section provides additional information and data segments to further develop

Theme 4.

Complexity in terms of co-morbidities and health behaviours appeared to influence if and

how physiotherapists discussed PA:

“the problem often occurs that once you start delving into one problem that they’re
referred for, they’ve usually got a couple of other problems and generally not only
are they linked to musculoskeletal, but they’re also linked to their general poor
fitness levels, or again comorbidities that affect it as well which makes their
treatment harder.” P2

“I think to be fair their BMI probably has an impact on whether or not | go down that
route as well. If it’s quite high and if it’s obviously having an impact on their specific
problem then again, | will bring it up more specifically.” P3

“I think there are times when — I’m thinking specifically about when you can see that
obesity is probably part of the problem — when it’s a harder discussion to have.” P10

Participants consistently emphasised the notion of “getting people better” and restoring

function:

“So, our focus tends to be quite a lot about getting their range of movement and
their strength back on the ward and then if necessary with outpatient physio follow-
up afterwards, where we hope, but | think that needs to be investigated, that
outpatient physio takes over and helps to progress the patient to pace themselves to
go back to the activities and the lifestyle that they were hoping to return to.” P4
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“I guess it’s implicit and inherent in the fact that the role is to get people back on
their feet and very much in a functional way.” P8

“There’s almost a feeling, if you like, you’re sort of saying people are going to be
here for two to six weeks, say, on average, and you’re looking at that short-term
functional ability of can | toilet myself, can | get in and out of bed and those sorts of
things. | would stand by that idea that it’s what can we get done here and now and
less on what’s that going to be like at home and in the future.” P8

“Also, | suppose sometimes we’re very focused on what we’re doing for the patient,
rather than what’s going to happen beyond that.” P9

This view is contrasted with a more long-term ‘promotion of lifelong wellbeing’ approach

that was acknowledged within the data but less prominent:

“Going back even a couple of years, when we were looking at how people discussed
physical activity, it was in relation to functional goals of whatever a patient had at
the time and what therapeutic exercise advice you may give that would facilitate that
functional goal or return to that sport. Whereas actually now the trend has
changed.” P6

“Reading through other people’s physiotherapy notes and reflecting on what | have
done previously, it’s been much more about | used to participate in a tap dancing
class twice a week before | had a knee injury, and at the end of physio sessions we’ll
have a look at whether they’re managing to get back to doing their tap dancing
class. | wouldn’t necessarily look at how many minutes of physical activity they were
achieving each week. | think now I’m putting much more effort into actually looking
at that in a wider context and working out whether prior to the physiotherapy
problem that they’ve come to see me about, whether they were achieving that then
and what we might be able to do to be able to support them to achieve that in the
future.” P11

“So, it’s less about pushing on certain aspects and making the patient well. It’s about
trying to get that patient fitter and better and stronger and therefore able to deal
with the problem themselves.” P2

To summarise this section, four themes developed through the thematic analysis process.
These were described in Article C and further supporting information is given in this section.

A comprehensive discussion of these findings follows in Chapter 7.
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6.4.2 Strategies to Ensure Quality

Quality issues in qualitative methods require different assessment criteria to those of
guantitative research (Petty, Thomson and Stew, 2012a, 2012b). Commonly accepted
criteria have been described by Robinson, (2014) and include confirmability, dependability,

credibility and transferability.

Confirmability is the extent to which the findings reflect the focus of the enquiry and not the
bias of the researcher (Lincoln and Guba, 1985). In this study confirmability was achieved by
the use of a clear audit trail of the data analysis process. This was facilitated by the use of
Quirkos software that enables transparency of these processes (Quirkos, 2017). A reflexive
journal was also used to capture the salient points related to their role in, and potential
influences on the research process. These documents were discussed as part of an ongoing

peer review process with the supervisory team at key points during the research process.

Dependability relates to the idea of trackable variance (Guba, 1981), although variations
between people and contexts is expected, enough information should be provided to enable
a judgement to be made by an external person about whether the variance is acceptable
(Petty, Thomson and Stew, 2012a). In this study, the clear audit trail of all processes and

procedures helps to maximise transparency and allow variations to be understood.

Credibility relates to the degree to which the findings can be trusted or believed and this
relies on the interpretation of complexity by the researcher (Guba, 1981). In this study the
approaches are deemed adequate to enable credibility; this includes the actual methods
chosen, for example interviews allow intense engagement with individuals and the semi-
structured nature enables variations between participants to be explored. Similarly, the
rigorous data analysis process requires immersion in the data enhancing the chances of the
findings having credibility. Finally, the reflexive journal will enable the researcher to be

aware of, and transparent about, their role.
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Transferability is concerned with the extent to which the findings can be applied in other
contexts (Petty, Thomson and Stew, 2012b). In qualitative research this relies on the
collection of detailed "thick descriptive data" in order to develop an account of the
phenomena in sufficient detail for others to determine the extent to which it may be
applied to their own setting (Lincoln and Guba, 1985). Efforts were made throughout the
research process to facilitate the collection of rich, thick descriptions that will help other
researchers to understand the potential transferability. These include the clearly described
methods throughout, understanding the participant characteristics and the methodological
approach should help other researchers to position this study in terms of its potential
transferability to other settings. It is also believed that gaining thick, rich accounts was
facilitated by the lead researcher having a detailed knowledge and experience of the

phenomena and thus being an insider-researcher.

A number of external quality frameworks were used during the process to ensure that the
processes and reporting were in line with current recommendations for good practice. The
15-point checklist of criteria for good thematic analysis in Table 8 was used to guide the
analysis in this study (Braun and Clarke, 2014). The published report was written up in
accordance with the COnsolidated criteria for REporting Qualitative studies (COREQ) which
comprises a 32-item checklist to ensure transparency and accuracy in reporting (Tong,

Sainsbury and Craig, 2007) which can be seen in Appendix 3.
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Table 8. 15-point checklist of criteria for good thematic analysis (Braun & Clarke, 2006).

Phase

Criteria for Good Thematic Analysis

1 Transcription The data have been transcribed to an appropriate level of detail,
and the transcripts have been checked against the tapes for
‘accuracy’

2 Coding Each data item has been given equal attention in the coding
process

3 Themes have not been generated from a few vivid examples (an
anecdotal approach), but instead the coding process has been
thorough, inclusive and comprehensive

4 All relevant extracts for all each theme have been collated

5 Themes have been checked against each other and back to the
original data set

6 Themes are internally coherent, consistent, and distinctive

7 Analysis Data have been analysed —interpreted, made sense of - rather
than just paraphrased or described

8 Analysis and data match each other — the extracts illustrate the
analytic claims

9 Analysis tells a convincing and well-organised story about the
data and topic

10 A good balance between analytic narrative and illustrative

extracts is provided
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11 Overall Enough time has been allocated to complete all phases of the
analysis adequately, without rushing a phase or giving it a once-
over-lightly

12 Written report | The assumptions about, and specific approach to, thematic
analysis are clearly explicated

13 There is a good fit between what you claim you do, and what you
show you have done —i.e., described method and reported
analysis are consistent

14 The language and concepts used in the report are consistent with
the epistemological position of the analysis

15 The researcher is positioned as active in the research process;
themes do not just ‘emerge’

6.4.3 Reflexivity

The importance of reflexivity was highlighted briefly in the published article and more detail
is added to the discussion here. Reflexivity is commonly viewed as the process of a
continual internal dialogue and critical self-evaluation of researcher’s positionality as well as
active acknowledgement and explicit recognition that this position may affect the research

process and outcome (Chesney, 2000)

Questions about reflexivity are part of a broader debate about ontological, epistemological
and axiological components of the self, intersubjectivity and the colonisation of knowledge
(Berger, 2015). It requires turning the research lens back onto the researcher to recognise
and take responsibility for their “situatedness” within the research and the effect that it
may have on the setting and people being studied, questions being asked, data being

collected and its interpretation. As such, the idea of reflexivity challenges the view of
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knowledge production as being independent of the researcher producing it and accepts that

the researcher influences the research.

A broad range of researcher personal characteristics that may be relevant has been
identified including: gender, race, affiliation, age, sexual orientation, immigration status,
personal experiences, linguistic tradition, beliefs, biases, preferences, theoretical, political
and finally, ideological stances (D’Cruz, Gillingham and Melendez, 2005; Bradbury-Jones,

2007).

Berger, (2015) grouped the factors that may influence the process, and therefore the
product of research, into three main categories; the field, the relationship and the
worldview. The relevant personal characteristics of the author are considered here in

relation to these three areas of potential influence.

The Field

Firstly, access to the field may be affected because respondents may be more willing to
share their experiences with a researcher whom they perceive as being sympathetic to their
situation and the researcher may be more knowledgeable about the context and

phenomena being researched.

The sampling frame for both the quantitative and qualitative components was Chartered
Physiotherapists working in the UK who have current clinical contact with patients. 1am a
UK-based Chartered Physiotherapist and although | no longer have clinical contact with
patients | remain closely connected to the profession. My area of interest is in PA and in
particular how it is integrated into health systems. Some of the work | have done has been
visible in that it has been reported in professional journals and on social media. It was
reasonable to expect that potential respondents knew who | was, knew that | was
interested in PA and knew that | had been linked to a number of related projects. The first
request for survey participants were circulated in a number of ways including Twitter,

Facebook, and through the Chartered Society of Physiotherapy member networks. | believe
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that having an existing profile within physiotherapy may have enhanced the survey

response rates and also enhanced qualitative recruitment.

Recruitment to qualitative study was particularly quick and easy, and the participants
volunteered readily and expressed interest in being informed of the final research products.
During the qualitative interviews several participants mentioned previous work that | have

done and also assumed that | had detailed knowledge of the phenomena under scrutiny.

This seemed to have many positive effects. | understood the nuances of healthcare which

meant that | need not spend time explaining and describing the context. | was able to ask

pertinent questions and was able to be iterative and flexible in my approach, not being too
reliant on the interview guide. | was able to relate to the barriers described, and | was

sympathetic to the participants’ situation based on my own experience.

The Relationship

Secondly the nature of researcher— researched relationship may be influenced, which, in
turn, affects the information that participants are willing to share. The dynamics of the
relationship with each participant was unique, and the participants varied in terms of their
clinical specialty, healthcare setting, level of engagement with PA and amount of experience
as a qualified physiotherapist. As identified above, several of the participants acknowledged
that they knew me or were aware of some of my previous work during the interview, which

may have impacted on the dynamic in several ways.

| had a sense that one participant in particular was trying to impress me by describing how
proactive their team was. Whilst pleasing the interviewer is a common phenomenon in
qualitative research, | felt that this effect may have been amplified because the participant

perceived me as having expert knowledge.

As acknowledged above, being an “insider researcher”, in that | have lived experience of

clinical physiotherapy practice, enabled me to be interactive and flexible in the interviews.
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Whilst this helped the flow, pace and depth of the interview at times it felt that we were
moving from a semi-structured interview towards an informal chat between peers. | felt |
was treading a fine line between encouraging the participants and making them feel at ease,

and allowing the conversation to become too informal.

One participant had been a previous pre-registration student during my time working as a
Senior Lecturer at a Higher Education Institution, and this participant openly acknowledged
that they had volunteered to participate because they recognised my name. The power-
balance in this particular interview felt different to the others, as | sensed that the
participant was somewhat daunted and may have felt as though they were being tested. |
opened each interview by thanking the participants and highlighting that there were no
right or wrong answers to any of the questions, and that | was purely interested in their
thoughts, experience and opinions. This may not have been sufficient to reassure this
participant and the power balance may have affected the interview in that they were

reticent, and | was trying to compensate by being encouraging and accessible.

A final negative consequence that may be related to my background was that participants
who perceived that they were not at the cutting edge of clinical practice in this field felt

embarrassed and defensive; this was openly acknowledged by one participant.

My Worldview

Lastly, the worldview and background of the researcher affects the way in which they
construct the world, use language, pose questions, and choose the lens for filtering the
information gathered from participants and make meaning of it. Thus, it may shape the
findings and conclusions of the study (D’Cruz, Gillingham and Melendez, 2005). My own
worldview has the potential to affect every stage of the research process from the
development of research questions, selection of methods, data collection and analysis all of
which will ultimately influence the end products. Continual efforts were made to
understand the role of the self in the creation of knowledge throughout the research

process (Baillie, 2014).
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My worldview in relation to PA and physiotherapy have been influenced by my career to
date. This includes 10 years in NHS clinical practice developing an in-depth working
knowledge of frontline issues. This was followed by 10 years working in Higher Education
during which time | completed further study and began to develop an awareness of the

impact of self in the generation of knowledge.

Since then | have worked at both a national and a strategic level in public health often
focussing on modifiable lifestyle behaviours including PA. Most recently this has been as a
Physical Activity Clinical Champion with Public Health England. This has put me at the
forefront of initiatives to engage healthcare professionals to promote PA. Working with an
executive Government agency has enhanced my visibility and credibility in this field.
Alongside these formal roles, | have developed a national profile as a proponent of PA. This
is evident on social media, and | am frequently asked to speak at national conferences about

PA and related public health issues.

Worldviews, of course, run deeper than work-related experiences and | acknowledge that
key views such as liberalism, equality and social justice are key foundational principles upon
which my actions and views are based. This means that | identify much more readily with a

social model of health and a constructivist approach to knowledge.

Although these biases are considerable, they are very explicit and obvious rather than
covert biases. As such, my own awareness of the biases and the awareness that other
people have of my biases is overt and, | believe, therefore easier to remain alert to, to
monitor and to temper. It is widely acknowledged that we cannot remove our own biases
or fully mitigate for their potential, profound influence. We can, however, implement
strategies that allow us to remain alert to such factors, acknowledge their potential impact
and to some extent, manage or limit this. Deep reflection was used as a tool to facilitate the
development of a fuller picture of my own biases, and this was facilitated and formalised
through the use of a reflective journal. This was used to record the contact | had with
participants, and entries were made immediately after each interview and at key points in

the analysis process.
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Regular peer debriefs with my supervisory team were essential in identifying and managing
situations where my own biases were unduly influencing research proceedings. My
supervisory team have extensive research experience and expertise, and both of them are
physiotherapists. Their subject expertise however, is in other, related areas, and as such
they retained a degree of removal which enabled them to be relatively impartial and

objective.

Efforts were made throughout the data collection and analysis phases to monitor biases and
these were strongly facilitated by the supervisory team. Examples of this include the
discussion and negotiation of the coding framework (CL independently coded two
transcripts, we compared notes and changes were made, this lead to explicit discussion
about retaining equipoise within coding). A detailed audit trail was also used to document
processes in a consistent and transparent way. The aim of this, with regard to reflexivity
was to enable third parties to understand the process and to identify any potential sources

of bias of which | may be unaware.

To conclude, | am mindful of my own biases and aware that | will have many more
unconscious biases. | have acknowledged that personal, social, and cultural factors will have
affected the conduct, interpretations, and representations of the research story (Braun and
Clarke, 2006). There is no doubt that my own worldview has influenced the research, but |
believe that our collaborative and consistent efforts to retain self-awareness as part of our
ethical research conduct have resulted in the confirmability, dependability, credibility and

transferability of the findings being upheld.

6.5 Summary and Implications for Thesis

To summarise, Chapter 6 gives a detailed review of Phase 2 of the mixed methods study.
The published work is enhanced by an extended description of the four themes and an
extended discussion of the key considerations of quality and reflexivity. Key findings from
this study include the identification of four key themes which help to explain and elucidate

the quantitative findings. This builds on the earlier exploration of PA in physiotherapy
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practice that took place in the systematic scoping review and cross-sectional survey. In line
with the overarching research aim of exploring and understanding current practice, this
section seeks to explain the earlier findings, and in doing so, develop an enhanced
understanding of relevant issues. The mixed methods findings are discussed further in

Chapter 7.

141



Chapter 7: Discussion
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7.1 Introduction

Chapter 7 provides an in-depth discussion of the findings from this programme of research.
This chapter briefly reviews the findings from the systematic scoping review and Phases 1
and 2 of the mixed methods study. Following this, the strengths and limitations of the
overall thesis are considered. The key findings are then organised and discussed in relation
to the existing literature, implications are highlighted, and recommendations are made.

This chapter addresses research objective 7 as detailed in Table 9.

Table 9. Research Aims and Objectives, Chapter 7.

Research Aim

The overarching research aim is to explore PA promotion in physiotherapy practice and
to understand the factors that underpin current practice.

1. | To explore the existing evidence base related to physiotherapy and PA promotion.

2. | To describe current PA promotion practice in the UK.

3. | To measure and report physiotherapists' knowledge of PA guidelines.

4. | To measure and report physiotherapists' own PA behaviours.

5. | To use the quantitative findings to inform an in-depth qualitative explanatory follow
up.

6. | To expand upon and explain the quantitative findings with an in-depth qualitative
exploration of the mechanisms that underpin current practice.
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7. | To generate evidence-based recommendations for education, research, policy and
practice.

7.2 Review of Key Findings

The purpose of this programme of research was to explore PA promotion in physiotherapy
practice and to understand the factors that underpin patterns of current practice. This was
carried out through three linked studies, a systematic scoping review and a mixed methods
study (comprising a quantitative survey and a qualitative study). Each method addressed
specific objectives and the learning from each phase informed the next in a sequential

manner.

The scoping review was a systematic exploration of the global evidence on physiotherapy
and PA. It identified and mapped the relevant literature, and the resultant article is the
most comprehensive report of the state of the evidence in relation to physiotherapy and PA
promotion. The total volume of literature gained was limited although a notable increase
over time was identified, suggesting that PA is an area of growing interest amongst the
international physiotherapy community. There was a predominance of observational
studies, frequently scoping the attitudes of physiotherapists towards PA. The findings from
these studies highlighted an appetite for this area of practice, but the lack of interventional
research means that there is currently little evidence to guide practice. The interventional
studies that were identified included examples of physiotherapy interventions that were

integrated into usual practice, and interventions that were additional to usual practice.

The findings from the cross-sectional survey indicate that the majority of respondents
integrated some form of discussion about PA into the majority of patient contacts. As many
as 77% (n=347) report always doing so and an additional 21% (n=95) reported usually doing
so. The reported levels of Bl delivery were high, with as many as 91% (n=414) of
respondents reporting that they either always, or usually, deliver a Bl when indicated. This

suggests an existing level of engagement amongst physiotherapists in relation to PA
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promotion. However, further survey data revealed that the majority of survey respondents
(60%) do not routinely assess PA status, despite engaging in frequent discussions with
patients about PA. Additionally, only 44% of survey respondents routinely signpost patients

to further sources of PA support.

The findings from the survey also highlighted a knowledge gap in relation to the current PA
guidelines. Only 16% of respondents answered the three specific questions correctly, and
their knowledge between each of the three components of the PA guidelines varied
substantially; 60% correctly answered the question about moderate PA recommendations,
yet only 33% and 32% correctly answered questions about vigorous PA and strength training
recommendations respectively. Furthermore, the survey identified that the proportion of
respondents, who themselves, achieved the recommended 5x 30 minutes of moderate
intensity PA over a week, was 38%. This suggests that 62% of physiotherapy respondents

were not sufficiently active to confer the optimum health benefits.

The findings from the qualitative study created a deeper understanding of the mechanisms
that underpin current practice and further explained the quantitative findings. Four themes
were identified: (1) Current physiotherapy practice, this theme added detail to the survey findings,
it describes the features of current practice and expands upon the survey findings. (2) Barriers to,
and facilitators of PA promotion, this theme explains key factors that constrain and facilitate PA
promotion in current practice. (3) Exercise or Physical Activity? This theme highlights a lack of clarity
regarding key terms yet also acknowledges the importance of terminology in patient contacts. (4)
Functional restoration versus general wellbeing, this theme identified a focus on short-term

restoration of function over a longer-term focus on wellbeing.

7.3 Strengths and Limitations

The strengths and limitations specific to each method are discussed within the published
papers and their respective chapters. The overarching strengths and limitations of the

programme of research are considered here.
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This research was the first exploration of many aspects of PA promotion in physiotherapy
practice, and as such it has advanced the knowledge of current practice and elucidated
future developments. To date, the potential for physiotherapists to contribute to Pl has
been largely overlooked. The methods used are carefully justified, appropriate for complex
research questions and are based on sound methodological underpinnings. The reporting is
transparent and in line with current best-practice guidance. The inclusion of three peer-
reviewed publications verifies the quality of the research, the standard of reporting and also

the pertinence of the topic.

Many aspects of this research have been collaborative, and this may have enhanced the
perceived salience of the work and thus contributed positively to the recruitment and
response rates. This collaboration also enhances any potential dissemination routes. Three
separate outputs and one infographic have been published in high-quality, peer-reviewed
journals, and as such have provided the wider research and clinical communities with timely

information that can improve practice.

Certain assumptions about current knowledge and practice were made in the early planning
stages. For example, the survey assumed knowledge of terms such as “Brief Intervention”
and “Making Every Contact Count”, however the findings suggest that such assumptions
were unfounded. This was a direct result of the lead researcher’s previous experience, but
this clearly did not represent the breadth of current practice. The survey was subject to an
extensive pilot phase and it is interesting that these issues were not highlighted as part of
this process. One of the benefits of the mixed methods approach was that these emergent
issues were further explored and therefore better understood through the qualitative

phase.

The situatedness of the author within this field is acknowledged for both its potential
positive and negative impacts. This is discussed in detail in Chapter 6, and has been

reported transparently throughout the research process.

146



7.4 Discussion of Findings

In this section, the findings from the programme of research are discussed in relation to the
literature, and their broader meaning is explored. The findings are organised and explored
in terms of the challenges and opportunities that they present for physiotherapy; each
discussion item is followed by a section that outlines key implications and

recommendations.

7.4.1 Limited Evidence Base

The scoping review was a systematic exploration of the global evidence on physiotherapy
and PA. It exposed a lack of interventional research to guide practice and highlighted a
number of areas that warrant further exploration. The key learning points were extended
by the broader literature review which considered key contextual factors and

methodological issues.

The scoping review identified a predominance of observational studies and a paucity of
interventional studies. Within the interventional studies, a distinction was drawn between
pragmatic interventions that could feasibly be integrated into routine practice and higher-
intensity interventions in which physiotherapists provide PA opportunities and progress
patients through a programme that sits outside of usual physiotherapy care. This distinction
raises questions about what the role of physiotherapy is in PA promotion and indeed what
the scope of physiotherapy is. It also raises questions about whether the profession aims to
position itself to fulfil its responsibilities for public health and prevention through promoting
PA and linking in with broader PA services, or position itself so that physiotherapy becomes

a major provider of PA opportunities for people with long-term conditions.

Shirley, van der Ploeg and Bauman, (2010) identified a perception amongst physiotherapists
that Bls integrated into routine practice was the most feasible way of promoting PA through

physiotherapy. Despite this, no evidence was identified through the scoping review that PA
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promotion is integrated into routine practice and no interventional studies were identified
that focussed on brief, pragmatic interventions that could be delivered at scale within
physiotherapy. One study that pre-dates the systematic scoping review was identified,
Sheedy et al., (2000) devised a physiotherapy-specific Bl consisting of a single 5-minute
session of PA counselling in addition to receiving physiotherapy treatment. Physiotherapists
were trained to deliver the intervention within the confines of a routine physiotherapy
service, and the findings suggest that the intervention group had significantly greater odds
of increasing PA levels by 60 min or more per week, compared with the control group (OR =
2.97, 95% Cl 1.36- 6.46). This was a pilot in Australia, thus in a different era and a different
health system and it only provided preliminary findings. However, although these
preliminary findings were positive, there is no published evidence that these were
replicated or that subsequent changes were made to practice. Indeed, the later Australian
studies suggest that advancement has been slow, comparable to that in the UK (Shirley, van

der Ploeg and Bauman, 2010; Freene et al., 2017).

The scoping review identified that individual, high-intensity PA interventions were also
shown to be effective at increasing PA, at least in the short-to-medium term (de Vries et al.,
2015; Holm et al., 2015). Since the publication of the scoping review, the first systematic
review of effectiveness of physiotherapy interventions for Pl has been published (Kunstler,
et al., 2017). This synthesised data from 8 primary studies and concluded that
physiotherapy-led interventions are effective at increasing PA levels for up to one year after

intervention.

Limited Evidence Base: Implications and Recommendations

The scoping review identified a predominance of observational studies and highlighted a
paucity of interventional studies, indicating that there is currently little evidence to guide
practice in this area. This explains, in part, the lack of a consistent approach that was

evident in current PA practice amongst physiotherapists.
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The distinction between pragmatic interventions and high-intensity interventions warrants
further consideration in terms of professional priorities. Although all areas warrant further
enquiry, the findings from the scoping review, broader literature review and mixed methods
study have informed the view that facilitating the adoption of pragmatic interventions into
routine practice should be a research priority. This is based on the fact that pragmatic
interventions can be integrated without radical change or disruption; compatibility with
current practice is a known characteristic of successful innovation (Webb et al., 2016). Such
interventions show promise of effectiveness in other areas of healthcare are cost effective
and are supported by clinical guidelines and government agendas. Enhancing the
understanding of how to embed pragmatic Bls into practice is more feasible, logical, and

aligned with parallel workstreams across healthcare.

Specific recommendations for research in this area include furthering the ongoing work to
refine the knowledge of the specific BCTs that are associated with effective Bls in a
physiotherapy context. Establishing a core set of BCTs would help the development of
interventions which can then be tested and further refined in physiotherapy specific
contexts and thus in a further current programme of research (Pears et al., 2016; Kunstler et
al., 2017). Interventions are often complex and multi-faceted, with many interacting
components, and they can be conceptualised as having 'core components' (the essential and
indispensable elements of the intervention) and an 'adaptable periphery' (adaptable
elements, structures, and systems related to the intervention and organization into which it
is being implemented) (Greenhalgh et al., 2004). Fixed “active ingredients” are essential in
order for replication and delivery with fidelity. However, if a new intervention is too rigid
then it will not fit comfortably into a range of different departments and organisations
(Damschroder et al., 2009). Thus, research programmes that identity the fixed and
adaptable components of PA promotion interventions could enable effective, yet flexible

approaches to be identified and implemented.

The tension between the need to achieve full and consistent implementation across
multiple contexts whilst providing the flexibility for local sites to adapt presents a challenge.

However, there are examples of how MECC approaches have been tailored to suit specific
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practice environments; sharing these examples may enable physiotherapists to relate these
interventions to their own practice environment, and identifying the adaptable peripheral

elements may make integration easier (Bancroft and Moss, 2016).

In furthering the knowledge of both pragmatic interventions and high-intensity
interventions the nuances of physiotherapy practice and the specific behaviour change
assets implicit in it should be acknowledged and maximally exploited. These include the
repeated appointments that physiotherapists have, the relatively long contact time with
patients and the natural focus on function, mobility and rehabilitation. These important
features are behaviour change assets, they provide an opportunity for more meaningful
discussion and enable key issues to be revisited over time in order to check understanding,
reassure, confirm, adjust, progress and encourage. These features highlight that the
patterns of physiotherapy practice are different to those of other professions and therefore
the extent to which, and the manner in which, PA promotion can be embedded should be

considered on a profession-specific basis.

Aligning future research with the current accepted approaches (for example, MECC) might
enable more traction for change. For example, underpinning any future enquiry with a
sound understanding of how Pl fits in with broader patterns of health behaviours (in line
with MECC approaches which also consider alcohol, nutrition, mental health and smoking),
is recommended. Pl rarely occurs in isolation; it is known to cluster with other risk
behaviours and changing one behaviour can influences others (Buck and Frosini, 2012).
Similar synergies are seen between smoking and alcohol and therefore approaches that
recognise these complexities are recommended. Future research might consider these
interactions and explore how behaviour change impact can be maximised by addressing

issues that are known to cluster.

Furthermore, the recognition that these clusters of unhealthy behaviours are substantially
more prevalent in more deprived individuals and communities should direct future research

away from approaches that get active, affluent people more active and towards
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programmes that target where the need is greatest in line with the principle of

proportionate universalism (Marmot and Bell, 2012).
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7.4.2 Engagement with Physical Activity Promotion

The survey findings indicate that the majority of respondents integrated some form of
discussion about PA into the majority of patient contacts. As many as 77% (n=347) report
always doing so and an additional 21% (n=95) reported usually doing so. Phase 2 highlights a
perception that PA promotion is aligned with physiotherapy practice. PA promotion is
described as “automated” and “ingrained” and many data segments situate PA promotion

as part of current practice.

“Certainly, as patients are coming in as an outpatient it’s a natural thing that you
would ask.” P6

“In any setting really, | guess trying to get a sense of how active they are is
important.” P7

There is no existing evidence on the extent to which PA promotion is integrated into
physiotherapy practice in the UK. Evidence from other countries suggests lower levels of PA
promotion; Barrett, Darker and Hussey (2013) reported that 37% of physiotherapists
counselled physiotherapy patients in the Republic of Ireland. Cross-sectional surveys from
Nigeria and Australia report that 36% and 54% of physiotherapists respectively, had
counselled 10 or more patients on PA in the past month (Shirley, van der Ploeg and Bauman,

2010; Aweto et al., 2013).

These reported figures are substantially below the 98% of physiotherapists in this study who
report initiating some form of discussion about PA either usually or always with their
patients. This finding may suggest that an increased level of awareness of PA exists
amongst UK physiotherapists about the benefits of PA, which could be due in part to the
increased focus on PA that is mediated through policy documents such as the Five Year
Forward View which advocates a central role for prevention within all frontline health
services (NHS England, 2014). The findings also suggest that the act of initiating a
conversation about PA is feasible within the context of a UK physiotherapy appointment,

although this reveals nothing about the content or context of the discussion.
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The factors that assist physiotherapists in promoting PA were identified, and these include
having repeat appointments with patients, using supporting resources (including smart
phone apps, assessment tools, wall displays and policy documents), collaborating with other
service providers, having personal experience of activity and having a positive relationship
with a patient. It is interesting that these were largely suggested by one participant who
was identified as a deviant case. This participant gave an account of how PA had
successfully been integrated into the culture of their department, practice was collaborative

and progressive and was highlighted as a pocket of good practice.

Engagement with Physical Activity Promotion: Implications and

Recommendations

These promising findings present an opportunity to foster and further develop the
perceived alignment between physiotherapy and PA, and to use this to further engage the
profession. The stakeholders who share an interest in furthering this agenda include (but
are not limited to) (i) clinical teams, in terms of demonstrating a response to policy
directives. (ii) professional physiotherapy organisations, who share an interest in doing so at
scale and thus amplifying the impact of the profession on public health agendas, (iii)
organisations with a responsibility for leadership and direction setting, in terms of their
identified priority of embedding prevention in healthcare including NHS England and Public
Health England. Concerted efforts to engage physiotherapists could be initiated and

sustained by such stakeholders.
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Figure 8. Stakeholders in the Physical Activity Change Process.

It is important to recognise that if activity is limited to any single domain, change is likely to
be limited. Cross-sectoral work is recommended to identify priorities, highlight
opportunities, lever support and create change. This may be facilitated by the development
of networks with representation from different stakeholder groups. This may include
opinion leaders and champions, who are described as individuals who dedicate themselves
to supporting, marketing, and “driving through” an implementation (Greenhalgh et al.,
2004). These might be formal networks developed and sustained by organisations or
informal communities of practice that take more of a grassroots approach to creating

change.

One example of how a workforce was activated to deliver brief advice comes from

MacMiillan Cancer Support, where one of their programmes aimed to improve the
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capability, opportunity and motivation of nurses, to deliver very brief advice on PA, to
people living with cancer (Webb et al., 2016). This provides an innovative model whereby a
third sector organisation supported the activation of a workforce to improve services in

relation to PA promotion.

The challenging economic climate, compounded by demographic changes has led to
widespread concern about the sustainability of health and care systems. Whilst this creates
a difficult environment to instigate change, it conversely creates an imperative to work
differently. It is recommended that in view of the clear rationale for change and the
perceived positive alignment between physiotherapy and PA, this engagement is fostered
and further developed. For this to happen an alliance between stakeholders is required and
this could provide an important step in establishing a group who have the knowledge, skills

and connections to lead change. The process of change is explored further in section 7.5.

7.4.3 Knowledge Gap

Despite the positive initial findings described above, subsequent survey questions about the
specific components that form Bls cast doubt on whether Bls are being carried out in
accordance with guidance. The survey finding that respondents reported delivering Bls yet
did not complete the key components of a Bl (that is, assessment of PA and signposting) was
somewhat contradictory. The findings from Phase 2 provide a rich description of current
practice, expanding upon and explaining the findings from Phase 1. It became clear that Bls

were not widely understood.

“What is meant by brief intervention? What would that look like in practice?” P7

“It wouldn’t be something | would normally use as terminology | don’t think. How
would you describe what you mean by brief intervention?” P9

These comments explain the findings from Phase 1 that reported high levels of Bl delivery

yet contradicted this with low levels of delivery of the component parts of Bls.

155



A general lack of a unified approach was identified, and as physiotherapists were unclear
about the mechanism through which they were promoting PA, this lead to current
approaches being described in Article C as informal and inconsistent. The terms “brief
advice”, “brief intervention”, “cognitive behavioural therapy”, “motivational interviewing”
and “Making Every Contact Count” were used by participants in the qualitative study but
confusion was expressed over some of the terminology and there was no sense of a defined
approach existing that was accepted practice in physiotherapy. These findings suggest that
physiotherapy PA promotion interventions are ill-defined, and the structure is neither clear
nor consistent. This is problematic, because the behaviour change interventions should be

clearly defined and based on the best available evidence. Interestingly, the MECC approach

provides such a framework yet it does not appear to be informing practice.

A knowledge gap was also identified in relation to the PA guidelines, and the survey findings
showed that despite 88% of respondents being aware of the current guidelines, only 16%
answered the three specific questions correctly. When considering responses to the three
qguestions individually it is clear that the respondents' knowledge of the detail varied
substantially between each of the three components. That is, 60% correctly answered the
guestion about moderate PA recommendations, yet only 33% and 32% correctly answered

guestions about vigorous PA and strength training recommendations respectively.

Few studies related to PA guidelines were identified, and none were UK-based. When
surveyed, 53% of Belgian physiotherapists could identify at least three of the four official PA
recommendations (Mouton et al., 2014). More recently, Freene et al. (2017) report that as
few as 10% of Australian physiotherapists could accurately identify all components of the
current guidelines. The evidence from other healthcare professions highlights a lack of
curriculum content related to PA (Weiler et al., 2012; Dunlop and Murray, 2013) and a lack
of knowledge about PA guidelines among medical students (Bates and Kipps, 2013; Dunlop
and Murray, 2013) and also amongst GPs (Chatterjee et al., 2017). The findings from the
current cross-sectional survey add physiotherapy evidence to the recent assertion by Reid et
al. (2017) that basic knowledge of the PA recommendations, and their components, remains

consistently low across UK health professionals.
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The poor knowledge of strength training guidelines amongst UK physiotherapists is
particularly surprising and warrants further exploration. In a recent study (Strain et al.,
2016) identified that only 31% of men and 24 % of women met the muscle strengthening
guideline, which equates to approximately half of that of the published figures for aerobic
PA. Itis interesting that the proportion of the general public achieving the strength
guidelines is mirrored by the proportion of healthcare professionals whom have knowledge
of these guidelines. The strength guidelines have been described as “the forgotten
guidelines” which is concerning in view of the impact of sarcopenia on function, mobility,
independence and quality of life, all of which is amplified by ageing (Strain et al., 2016).
From a physiotherapy perspective, all aspects of the guidelines are directly relevant to
practice and it is interesting to consider the disparity between knowledge of the moderate

PA guidelines and knowledge of the strength guidelines.

Knowledge Gap: Implications and Recommendations

The implications and recommendations are discussed in relation to firstly the PA guidelines

and secondly the inconsistency of approaches to PA promotion.

Firstly, the identified lack of knowledge of the PA guidelines implies that physiotherapists
might not be in a position to give evidence-based advice regarding the amount of PA
required for health benefits. To recommend a change in behaviour yet be unable to advise
regarding the desired behaviour is not acceptable, and it could be hypothesised that this
could negatively affect the credibility of the advice and therefore reduce the chance of
behaviour change occurring. The PA guidelines are established, credible and straight
forward. Mechanisms are recommended that promote the dissemination of this
information to physiotherapists to support them to deliver evidence-based PA
interventions. This might include further dissemination of the PA guideline infographic
shown in Figure 4, through targeted campaigns by professional bodies to assist the

mobilisation of knowledge to clinicians.
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Secondly, PA behaviour change interventions need to be evidence-based; consistency
between approaches and fidelity to a particular model or approach is expected. Whilst it
was identified in section 7.4.1 that further evidence is required, MECC provides an
operational framework that is widely endorsed. MECC has been adopted as the primary
delivery mechanism for public health in routine healthcare, and is endorsed by arm’s length
government agencies and leading healthcare organisations. However, the findings suggest
that this has not yet become routine practice and raises questions about the extent to which
the MECC approach has been disseminated and integrated. This may not be surprising, as
literature suggests that it can take up to 17 years for evidence to be adopted into practice
(Slote Morris, Wooding and Grant, 2011). However, MECC is not based on new evidence; it
is more a synthesis of a growing body of complex public health evidence and a concerted
effort to provide a pragmatic means of using this evidence to inform practice in a way that is

compatible with current practice.

A lack of awareness of current PA promotion approaches and a lack of knowledge of PA
guidelines was identified within the current physiotherapy workforce highlighting an
educational need amongst qualified physiotherapy staff. It is recommended that the types,
availability and accessibility of postgraduate education are reviewed. The notion of
continued professional development is central to physiotherapy professional practice yet
development opportunities in traditional clinical areas predominate. There is a paucity of
development opportunities related to prevention and public health and where these do

exist they are frequently lengthy, credit-bearing courses.

Free, online learning is available to support MECC and also PA promotion in clinical practice,
this however, is generic to all healthcare professionals. This may not fully resonate with
physiotherapists and so not be sensitive to the nuances of physiotherapy practice. There
are implications for Health Education England as the arm’s length government agency
responsible for workforce development and also for professional bodies who share an

interest in ensuring that the workforce has the knowledge and skills required for practice.
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There are also implications for pre-registration course planners. There are questions about
the extent to which current models of physiotherapy education are preparing future
physiotherapists to embed evidence-based approaches within their practice related to PA
promotion. University-based education and practice-based education are intrinsically
linked, and these should mirror one another with practice placements offering opportunities
to consolidate, apply and extend formal learning. This requires practice education systems
to offer such opportunities, which in turn requires clinical teams to be working towards a

more evolved physiotherapy approaches that integrate prevention.

A report of the extent to which public health is embedded into the pre-registration curricula
of allied health courses identified that only 28% said that they are confident that their
course has a strong public health component (Council of Deans for Health and Public Health
England, 2015). This raises questions not only for course planners but also for those who
drive the direction of physiotherapy education, including validating bodies and profession
regulators. Although broader than just PA, recent guidance has been published for the
public health content of pre-registration health courses (Council of Deans for Health, 2017).
This should assist course planners to have oversight of critical strategic developments to

ensure the currency and relevance of course content.

7.4.4 Ability to Demonstrate Impact

Physiotherapists need to be able to demonstrate impact, for this to happen it is essential
that clinical interventions create the desired change, and that they are delivered with
fidelity and that data is collected to demonstrate that change has occurred. The findings
from this programme of research highlight a number of areas in which current practice
might not permit such data to be collected, and thus the opportunity to demonstrate impact

might not be fully utilised.

The current guidance suggests that PA status should be assessed prior to, or as part of a Bl

(National Institute for Health and Care Excellence, 2013). However, the majority of survey
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respondents (60%) do not routinely assess PA status, despite engaging in frequent
discussions with patients about PA. There is little published evidence with which to
compare this finding. Two conflicting, cross-sectional surveys from Ireland, report that 34 %
of physiotherapists screen for PA in all of their patients (Barrett, Darker and Hussey, 2013)
whilst O’Donoghue et al. (2014) found that 76% of physiotherapists always assessed PA
levels. The terms assessment and screening can be interpreted differently, and this may

account, at least in part, for the discrepancy in the findings.

The literature suggests that there may be a number of benefits to a more formal and
consistent approach to the assessment of PA status. Firstly, screening enables targeted
interventions. Barrett, Darker and Hussey, (2013) identified that a lack of screening resulted
in a number of inactive or insufficiently active patients not being correctly identified. If PA
status is not assessed interventions are potentially applied to all patients regardless of need;
this blanket approach is wasteful of resource. Delivering Bls indiscriminately, regardless of
risk, has cost implications for services that could be avoided with a more targeted approach

(Bull and Milton, 2010).

Secondly, screening itself can be a primer for behaviour change. The measurement of PA is
an important part of health promoting efforts to address Pl (Bauman et al., 2006). Knox et
al., (2013) identified that theories such as the precaution adoption process model and the
protection motivation theory suggest that individuals must be accurately aware of their
current actions in order to be able to intimate change to more desirable actions. Snyder,
(2007) concluded that knowledge of one’s own levels of PA and knowledge of ideal levels of
one’s PA are an important precursor to behaviour change. Therefore, a process that
facilitates the understanding of one’s own PA levels in relation to ideal values may work as a

primer for increasing activity levels.

Lastly, measuring PA status enables the collection of data, which in turn allows for the
measurement of change. Bauman et al. (2006) highlight that PA measurement data can be
used to measure the impact and effectiveness of health promotion programmes and

interventions designed to increase PA. Furthermore, this can be used to provide a sound
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and strong evidence base for broader initiatives in health promotion policy and practice
(Bauman et al., 2006). Barrett, Darker and Hussey, (2013) suggest that given the potential
public health benefits of increasing PA, all primary care assessments should at least include

a simple screening process to identify patients who are not meeting the recommendations.

Ability to demonstrate Impact: Implications and Recommendations

Positioning the profession to demonstrate impact in relation to public health is important,
firstly because of the need to maximise the impact of physiotherapy interventions on health

and secondly for the future sustainability of the profession.

There are opportunities to secure and develop practice in a number of areas. Defining a
physiotherapy PA promotion intervention more clearly in a way that is concordant with
current guidance would improve physiotherapy practice. The inclusion of a clear and agreed
means of assessment of PA within such a framework would provide physiotherapists with a

means of measuring baseline PA levels and evaluating change.

Guidance to this effect already exists, as NICE guidance outlines a robust process for PA
promotion (National Institute for Health and Care Excellence, 2013). Furthermore, the
Royal Society for Public Health published an impact pathway for PA which can be seen in
Figure 9. This details a step-by-step process that clinicians can follow, and it offers a
standardised approach that highlights the opportunities to collect data and demonstrate
impact (Royal Society for Public Health, 2017). This impact pathway is aligned with MECC
approaches and again, highlights the need for the translation of MECC into clinical practice

(Public Health England et al., 2016).
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Using MECC principles, raise the issue of
physical activity with the individual

v
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Figure 9. Impact Pathway for Physical Activity (Royal Society of Public Health, 2017).

7.4.5 Networking into Communities

Signposting is a way of linking patients with sources of support within the community. It
provides non-medical referral options that can operate alongside existing treatments to
improve health and wellbeing. There is no agreed definition and the terms “social
prescribing”, “community referral” and “signposting” are frequently used interchangeably.
Reports on social prescribing include an extensive range of prescribed interventions and

activities that include but are not limited to PA options (Centre for Reviews and

Dissemination, 2015). The survey question was worded as follows:

“Do you use signposting or social prescribing to connect service users with suitable
local physical activity services? (These services may be NHS, private, community or
third sector)”

This ensured that the more formal term “social prescribing” was used along with the term
“signposting” as it is described in the MECC literature (Public Health England et al., 2016).
Only 44% of survey respondents routinely signpost patients to further sources of PA
support. Current guidance suggests that signposting patients on to such support is an
integral part of a Bl (National Institute for Health and Care Excellence, 2014; Public Health
England et al., 2016; Royal Society for Public Health, 2017).

NHS England is promoting access to non-clinical interventions, such as voluntary services
and community groups, as a way of making healthcare more sustainable (Dyson, 2014). The
focus for social prescribing to date has been on GP services, and this has been limited to
structured pilots. Social prescribing and signposting are a manifestations of health systems
recognising the wider determinants of health and the importance of factors such as PA and

social connectivity for long-term wellbeing.
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There are policy drivers to formalise signposting and to embed social prescribing within
healthcare systems, yet the findings suggest that more could be done within physiotherapy
interventions. The qualitative findings gave insights into the reasons for the low signposting
activity, including time pressures, a lack of knowledge of local options, and opaque referral

pathways:

“I think sometimes physios don’t feel that they have the time to signpost or feel the
need to understand all the things that are out there to signpost patients to.” P6

“I suppose you need to know what’s about locally for you. Also, | suppose sometimes
we’re very focused on what we’re doing for the patient, rather than what’s going to
happen beyond that.” P9

“I guess on the whole physios, or any profession, don’t want to spend too much time
finding out where someone can go or where you can signpost, but if those things are
overt and clear, then | guess naturally that’s more likely to happen.” P12

Important insights also came from the pockets of good practice. They identified the
facilitatory impact of developing broader community networks and developing relationships
with PA providers. These processes enabled physiotherapists to better understand, and

indeed to become part of, their local community PA infrastructure.

Networking into Communities: Implications and Recommendations

Signposting is a key component of MECC and this highlights the need for the further
integration of MECC into practice. It is recommended that efforts are made to raise
awareness of the importance of signposting. It is recommended that examples of good
practice are identified and shared. The deviant case in Article Cis an example of innovative
partnership working to overcome barriers, and tangible examples were given that could be

implemented elsewhere.

It is recommended that efforts are made to move signposting from being an optional add-on

to being recognised as an important clinical intervention. Developing the workforce’s
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understanding that signposting is both a key conduit to sustaining PA change in the longer
term, and also a key mechanism through which long-term wellbeing is promoted through

social connections.

There are clear indications about the general direction of travel that could inform the
development of physiotherapy services. There are questions about why developments
related to social prescribing seem to have been limited to GPs thus far and what the

opportunities might be for physiotherapy in this area.

7.4.6 Orientating Physiotherapy Towards Prevention

The findings suggest that the promotion of PA in current practice is focused on short-term
interventions that aim to the improve components of fitness and function. This may
overshadow opportunities to influence long-term wellbeing through encouraging
engagement with PA beyond therapeutic exercise. It has been suggested that the
implications of focussing solely on the disease or injury with which a patient presents limits
the ability of the physical therapist to think and act holistically and within a larger context

outside the patient model (Bezner and Bezner, 2015).

The findings from the qualitative study suggest that the key terms of PA and exercise may
not be clearly understood by physiotherapists and that this might contribute to the lack of
clarity about the role of the physiotherapist in promoting PA. A model of suggested

progression was provided in Article C (see Figure 10).

Improve Engage in Improve

Targeted —» components hysical long-term Ifpleis
exercise P phy 8 quality of life

of fitness activity health

Figure 10. A Model of Physical Activity Promotion in Physiotherapy Practice.
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The first two sections comprise targeted exercise with specific, short-term aims. This might
include the phases of exercise prescription that are familiar to physiotherapists, including
tissue healing, mobility, performance initiation, stability, motor control, performance
improvement, advanced coordination, agility, and skill (Anemaet and Hammerich, 2014).
However, this model goes further to consider the interface between therapeutic exercise
(which is, of course, a subset of PA) and sustainable PA on a long-term basis. This model
highlights the need for long-term goal related to PA alongside short-term goals for
functional restoration. It also highlights an opportunity for physiotherapists and
rehabilitation specialists to integrate this from the start of rehabilitation in order to
maximise the chances of a successful transition from clinically-driven PA promotion in the

rehabilitation phase to sustained increases in PA beyond an episode of care.

The findings raise broader questions about the extent to which the promotion of health is
considered a priority in contemporary physiotherapy practice. Physiotherapy has been part
of UK health care since the late 19th century, and it was founded on the principles of
restoring function and even recently was described by the Chartered Society of

Physiotherapy in such terms;

“Physiotherapy helps restore movement and function when someone is affected by
injury, illness or disability” (Chartered Society of Physiotherapy, 2013)

In the late 19t century, life expectancy was less than 50 years of age and the major causes
of death were infectious diseases (Thompson et al., 2012). During this period, traditional
natural sciences dominated medical practice, and there was a prevailing belief that science
could cure all illness and disease, and furthermore that the absence of disease equated to
good health (Community Development and Health Network, 2011). Such thinking forms
the basis of the medical model of health which dominated healthcare and medicine at that
time. The medical model is described as a product of the pathogenic orientation which
dominates all western medical thinking (Antonovsky, 1996). The World Health Organization

takes a broader view, and it defines health as:
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“...a state of complete physical, mental and social well-being and not merely the
absence of disease.” (WHO 1946)

This definition, dating back to the 1940s, recognises that health is more than the absence of
disease and thus that efforts to improve health should be holistic. The reorientation of
health services, to be more preventive of disease and promotive of health, was called for by
the Ottawa Charter (World Health Organisation, 1986). However, the medical model
remains a powerful influence on healthcare systems today, and attempts at re-orientating

healthcare systems have been limited (Wise and Nutbeam, 2007; Catford, 2011).

A social model of health is advocated as a more relevant alternative, as this model
acknowledges the wider determinants of health (Community Development and Health
Network, 2011). Indeed, healthcare is thought to have a relatively minor influence on an
individual’s overall health as shown in Figure 11. McGinnis, Williams-Russo and Knickman,
(2002) estimated that a relatively small proportion (10-15%) of preventable mortality in the
United States, could be avoided by the better availability or quality of medical care. They
used this to create an argument for an increased focus on preventative interventions that

address other, bigger influences such as behaviour patterns.
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Figure 11. Factors that Influence Overall Health (Adapted from McGinnis, Williams-Russo,

& Knickman, 2002).

Acknowledging that health is determined by the complex interplay of genetics, individual
lifestyle choices, social networks, and general socioeconomic, cultural and environmental
conditions forms the basis of the social model of health. This model acknowledges
healthcare as being an important, but limited, part of a much bigger picture (Whitehead,
Dahlgren and Gilson, 2001). Adopting a social model of health would allow the development
of integrated services that focus on promoting health rather than solely treating disease and
disability. Antonovsky, (1996) describes healthcare with a “salutogenic” orientation, this
includes the idea that, alongside the management of risk factors, salutary factors (health
promoting factors) should also be considered. From this perspective the inadequacies of a
narrow focus on medicine and the limited picture of health become apparent. In relation to
this study for example, the failure to connect physiotherapy services into community

support for PA is a major shortcoming.
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Today NCDs (mediated by modifi