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Abstract
Title: Celocation of health and leisure to promote physical activity: A realist synthesis.

To address the burden of nezommunicable chronic disease (NCDs), many initiatives focus
on increasing physical activity (PA) through healthcare. In Sheffeejmhra of a London 2012
Olympic Legacy programme, the National Centre for Sport and Exercise Med\citienal
Health Service (NHS) clinics werdarated within leisure centres. The aim was to promote
PA as prevention and treatment option in healthcairel to bring care out of hospitals and

into the community. Although policy calls for-tmcation of healthcare in alternate settings,
there is little evidence that leisure centres might represent a suitable environment. It is
unknown what impact deliverm healthcare in leisure centres might have on promotion of PA
within those services. This research seeks to understand how, why, for whom and under
what circumstances ctmcation of healthcare with leisure works (or does not work).

This research was grodad in realist methodology in two phases. In Phase 1, initial
programme theories were developed through a realist review of academic, grey and policy
literature on calocation. Initial rough programme theories from the realist review were

U e <pu VSO fISw ZE (]v [ ue]VvP -stiuct@i@direaksturjterviews with
stakeholders involved in development of the-loeation model in Sheffield. Phase 1 ended
with nine theories regarding how, why, for whom and in what circumstancdsaaiing

health and leisure services might work (or not).

In Phase 2, theories were tested through sestnuctured interviews with ten healthcare
professionals and ten patients across four clinical services based in4beated sites.
Subsequently, five refined pgoamme theories emerged. These theories suggest that
colocation works best for patients with NCDs who are motivated but need support.

Colocation of health and leisure works best for HCPs that are active, knowledgeable about PA
and make time to discuss PAthvpatients.

Calocation of health and leisure creates a salutogenic environment which enables patients
and HCPs to become active. Enabling contexts include aligned business models, shared
clinical and PA scheduling and teamwork between HCPs and exenafisssionals. Logistical
challenges and individual motivations serve as barriers tlmcation working to promote PA.
Colocation, under the right conditions has the potential to result in promotion of PA through
healthcare and more individuals with N€Becoming physically active.



Published Work from Thesis

Abstracts published

TGRINVALDS, Natalie and COPELAND, Robert (2018). The development of a theory of
change for the cdocation of NHS clinics within leisure centres to place physical
activity at the heart of the NHS. Journal of Physical Activity & Health, 15 (10),

S238S5238.

Abstracts submitted to conferences and accepted

T Abstract accepted at the International Society of Physical Activity and Health
(ISPAH)

Congress October 2018 and presented as ePoster.
T Abstract presented at The Yorkshire and Humber PhyAutality Knowledge

Exchange (YoOHPAKE) 2019.

T Abstract submitted to Sport and Innovation Conference-8Qctober 2019 in
Budapest, Hungary and accepted. Was not able to attend due to short notice and
limited funding.

T Abstract submitted and accepted &yorts, Medicine and Health Sumnnit
Hamburg, Germany October 2020 but was postponed to April 2020 due to the COVID
19 pandemidVhat works for whom, under what circumstances and why for the co
location of health and leisure to increase physical activity (PA)? A realist review and

evaluation.



Contents

Published Work fron Thesis 4
Outline of thesis 12
Chapter 1: Introduction 14
1.1 Chapter introduction 14
1.2 Background to the research 14
1.3 Summary 41
1.4 Research aims and objectives 42
Chapter 2. Methodology 43
2.1 Chapter introduction 43
2.2 Rationale for realist approach 43
2.3. Generative causation and complexity 46
2.4 Programmes 50
2.5 Essential Concepts in Understanding Realist Theory 52
2.6 Programme theory development 54
2.7 Chapter summary 58
Chapter 3. Phase 1: Defining-tacation of health, leisure, and physical activity: realist
review 59
3.1 Chapter introduction 59
3.2 Aims of the realist review 59
3.3 Methods 60
3.4 Results 66
3.4 Chapter conclusion 103
Chapter 4. Phase 1: NCSEM Stakeholder Interviews 106
4.1 Chapter introduction 106
4.2 Aims, objectives and research questions 106
4.3 Methodology and methods 107
4.4 Results 114
4.5 Chapter conclusion 145
Chapter 5. Initial Rough Programme Theories forlGoation of health and leisure to
promote PA 146
5.1 Chapter introduction 146
5.2 Middle range theory selection 146
5.3 Initial Rough Programme Theory (IRPT) Development 159
5.4 Initial Rough Programme Theories (IRPTS) 161




5.5 Chapter conclusion 174
Chapter 6. Phase 2: Patient and healthcare professional interviews 175
6.1 Introduction 175
6.2 Methodology and Methods 175
6.3 Data analysis 184
6.4 Initial rough programme theory refinement 186
6.5 Chapter conclusion 242
Chapter 7. Refined programme theories 243
7.1 Chapter introduction 243
7.2 Methodology and methods 243
7.3 Refined programme theories 244
7.3 Additional contingent conditions 267
7.4 Chapter conclusion 270
Chapter 8. Conclusion 272
8.1 Dscussion 272
8.2 Project strengths and limitations 282
8.3 Summary and Wider Impact 287

8.4 Acknowledgement of the impact of the CO\NIDpandemic and future direction 292

8.5 Implications of COVA® pandemic on programme theories 296
8.6 Implicatims and recommendations for future research 299
8.7 Conclusion 302
8.8 Reflexive account 303
References 307
Appendices 325
Appendix 1: Search processes 325
Appendix 2: 19 original themes of docation from Realist Review and Data Source
Contribution to Themes 334
Appendix 3: Consent form for NCSEM stakeholder interviews 340
Appendix 4: Participant information sheet: NCSEM staketelthterviews 341
Appendix 5: SHU ethics for NCSEM stakeholder interviews 344
Appendix 6: Stakeholder interview schedule 348
Appendix 7: Data management plan for NCSEM stakeholder interviews 352
Appendix 8: Themes that emerged solely from the stakeholder interviews 354
Appendix 9: MRBearch results 358
Appendix 10: Patient and healthcare professional research protocol 366

6



Appendix 11: Ethics and approvals for HCP and patient interviews 380
HRA approval 385
Confirmation & capacity and capability 388

Appendix 12: Participant information sheets for patient and HCP interviews 389
Patient participant information sheets 389
Healthcare professionals participant information sheets 393

Appendix 13: Consent forms for patient and HCP interviews 397
Patient consent form 397
Healthcare professionals consent form 398

Appendix 14: Recruitment Posters 400




List of Tables

Table 1.0 SearCh Strategy..... . ccceeeeeeiie e eee ettt eannranane 62
Table 2.0 Data from realistve2w and background of the review results contributing to

LI S . e 69
Table 3.0 Tension between-tacated cliniattendance factors...........cccooevviiiiiiiiieeeneenn. 103
Table 4.0 Participant CharacCteriStiCS........ccooeviiiiiiiiiii e 109
Table 5.0 Themes developed iN Phase.L............uuiiiiiiiiiiiiiiiiinsess s 142
Table 6.0 Criteria faelecting abstract substantiated theories to support initial theory

building (Shearn et al., 2017).....ccooi i e e 148
Table 7.0 Patient CharagiBtiCs..........cccooiiiiiiiiii s 181
Table 8.0 HCP CharacCterisStiCs..........oooiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeee s 183
Table 9.0 Nodes used for coding IRPTS in NVIVQ......ccooiiiiiiiiiii, 186
Table 10.0 Theories refined fromalist evaluation...............ccceeeviieieiiniiiiiiiiieee e 244

List of Figures

Figure 1.0 Thesis Structure diagraml.............eeiiiiiiiiiiiie e 13
Figure 2.0 The National Centre for Sport and Exercise Medicine (NCSEM) model of
colocation iN ShEffieltl.........ooi s 31
Figure 3.0 Indices of multiple deprivation map (IMD) map of Sheffield with Graves,
Concord and ThOrNCITE.......cooo e 32
Figure 4.0 Generative explanation in realist program theory (Wong et al., 2013)........48
Figure 5.0 Context, mechanism, outcome configuration (Pawson and Tilley,.1997)....52
Figure 6.0 RESEArC UeSIGN.......cciiiiiiiiiiiieeeeeeeeeeeeee e e e e e e e e as 56
Figure 7.0 PRISMA FIOW Diagram........ccoooeiiiiee ettt 65
&IPUE O6Xi /v]8] o EB}uPZ % E}PE uu $Z }EC ~/ZW.dr.68
Figure 9.0 Teachdearner cycle (Adapted from Pawson, 1996)............cccccceveeeeeeeennnnnne 108
Figure 10.0 The COBIMOAEL......ccooiiiiiii s 154
Figure 11.0 Theory developmemigises: Phase.l.............uvevviiiiiiiiiiiiiiiiiieciee e 160
Figure 12.0 Theory development phases: Phas@.2..........cccuvvvviiiiiiiiiiiiiiiie e 176

Figure 13.0 Final refined programme theories mapped according to Pawson's.4.1's.246

List of Images

Image 1.0 The exterior of Graves leiSure CENIE. ...........ceeieeiiiiiiee e 34
Image 2.0 Graves interior combine reception and seating area for leisure centre guests
and NHS ClNICS PALIENIS........ooiiiiiiiiiiiiiiitt e e e e e e e e e e eeeeeanas 34
Image 3.0 Graves iNterior PAQL...........ooiiiiiiiiiiiier e 35
Image 4.0 USLAIrS gYM At GIraVES .........uuiiiiiiiiceiii et e e e e e et eamr e e et eeaaa s 35
Image 5.0 Concord leisure CENtre ENIrANCE...........oieeeiviiiiieeeee e e aee e 36
Image 6.0 Concord waiting area and ClINICS.............covvviiiiiiiceic e 37
Image 7.0 Thorncliffe [eISUre CENE..........eeiiiiiiiiiiiee e 38

%00 %0



Glossary of terms
For the purposes of this report and PhD the following definitions apply.

Active: For the purposes of this reporactive,is defined as meeting the UK Physical
Activity Guidelines of 150 minutes moderate intensity PA or 75 minutes per week of
vigorous ntensity PA

Clinical commissioning group (CE@CGs commission most health services, including
emergency care, elective hospital care, maternity services, and community and
mental health services. During the completion of this PhD, CCGs were established.
Note: On July 1, 2022, CCGs were abolished)tegrated care systems (ICS) were
established.

Colocation: to locate or be located in jointly or together intentionally, as two or
more groups; to share or designate to share the same place.

Exercise:*]s epu  § P}EC }( %o Z C ig plamneds phiciuPeds Fepétitive,
v Jue 8} Ju% E}A }E u Jvd ]Jv v }E ul}E Ju%o}v vie }( %o:
2018)

Exercise is Medicine (EIMgxercise as Medicine, Exercise is Medicine® (EIM), a global
health initiative managed by the Amerit&ollege of Sports Medicine (ACSM),
encourages primary care physicians and other health care providers to include
physical activity when designing treatment plans and to refer patients to
evidencebased exercise programs and qualified exercise professional

Exercisereferral (ER)* £ E ]|+ Z ( EE 0 ]* *% ]J(] Vv (}&EuU o] !
whereby a medical professional refers a patient to a fithess programme, often based
Al18Z]v 8Z }uupv]SCX /8 ]* v}8 8Z e u <« ZE }uuv 3]}v]|
agreement will exist between the referrer and the exercise project. Usually (though

not exclusively) run by local authority leisure centres, they will typically ensure a 12

week supervised programme of physical activity tailored to suit the needs of the

re( EE & v §Z & ( EE 0] v3U A]3Z A] A 3} Ju%e E}A]VF
2018).

Health care professional (HCR) professionally trained medical individual delivering
medical care to patients

Inactive: For the purposes of this repoitactive will be defined as not meeting the
UK Physical Activity Guidelines

Leisure time physical activity (LTPAhysical activity participation in leisure timey
example: walking, dancing, gardening, hiking, swimming

Mechanism:*” u Z v]eu ]J* v}3 A E] o pn§ v tuvs }( $Z Z
interrelationships of the processes that are responsible for the change. A mechanism

Is thus a theory; a mechanisisia theory of what causes changes in individual

behaviour (Pawson & Tilley, 1997)
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Moderate intensity physical activiticauses adults to feel warmer, breathe harder
and the heart beats faster, with the example of brisk walking being the easiest to
recognize

MoveMore Plan:*Z ((] o [+ WZC+] 0o 3]A]3C «3E 8 PC AZ] Z ]Ju-
the most active city in the UK by 2020

Musculoskeletal (MSK)affecting the muscles, ligaments, tendons, bones and joints
NHS:National Health Service (UK)

NCSEMNational Centre for Sport and Exercise Medicine

1Onestop shop A onestop shop brings together a range of several public services
under the same roof such as healthcare and leisure (OECD, 2020; Places Leisure,
2017). Onestop shops should be used as a means to improve service delivery,
reduce transaction costs, arnshprove societal welfare (OECD, 2020).

Physical activity (PA)For the purpose of this research physical activity is defined as

AvC }]oC ulA uvs % E} C sl 03 0upe o0~ 38Z 8 E «pu]C
expenditure. The term "physical activity" should net ¢donfused with "exercise".

NE E ] ] e*u S PIYEC }( %ZCe+] o S]A]JSC SZ 8§ ] %0
and aims to improve or maintain one or more components of physical fithess. Beyond
exercise, any other physical activity that is done nigileisure time, for transport to

P33} v (E}u %0 U J}IE « % ES }( % Ee}v[s AJEIU Z -
both moderate and vigorous]vs ve]3C %ZCe+] o 3]A]SC Ju% E}A Z o
2018).

Physical inactivityAn insufficient physical &wity level to meet present physical
activity recommendations; less than 30 minutes weekly of moderate intensity
physical activity

Sedentary behaviourtime spent in behaviours in the sitting, lying down, or reclined
position (such as sitting, drivirggcar, and watching television) that require low
energy expenditure (i.e., 1.5 METSs) (Tremblay, et al., 2017).

Sport: An activity involving physical exertion and skill in which an individual or team
competes against another or others for entertainmemtfor a job. Sport can be a
subcategory of physical activity

UK Physical activity guidelines for adults (68 yearsYUK CMO, 2019)
For good physical and mental health, adults should aim to be physically active every
day. Any activity is better than none, and more is better.
T Adults should do activities to develop or maintain strength in the major
muscle groups, such as heavy gardenocegrying heavy shopping, or
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resistance exercise. Muscle strengthening activities should be done on at least
two days a week, but any strengthening activity is better than none.

¥ Each week, adults should accumulate at least 150 minutes (2 1/2 hours) of
moderate intensity activity (such as brisk walking or cycling); or 75 minutes of
vigorous intensity activity (such as running); or even shorter durations of very
vigorous intensity activity (such as sprinting or stair climbing); or a
combination of moderateyigorous and very vigorous intensity activity.

T Adults should aim to minimise the amount of time spent being sedentary, and
when physically possible should break up long periods of inactivity with at
least light physical activity.

T Vigorousintensity physical activitycauses adults to get warm quickly,
breathe much harder, perspire and find it difficult to maintain a conversation.

Department of Health (DH) (2011). Fact sheet 4. adult@l9ears). Retrieved from
[https://www.gov.uk/government/publications/ibhysicalactivitytbuidelind

NHS England (2015). Clinical Commissioning Groups (CCGSs).
https://www.england.nhs.uk/ourwork/eprr/ccgs/

Register of Exercise Professionals (REP) (2018). Exercise referral. Retrieved from
Ihttps://www.exerciseregister.org/exercigieferral|

Sport (2018). In K. Barber (Ed.), TQambridge Dictionar@nline (2nd ed.). Retrieved from
|https://dictionary.cambridge.org/dictionary/english/spdft

The King's Fund (2012). The new NHS: diogramissioning groups.
https://www.kingsfund.org.uk/projects/newnhs/clinicalcommissioninggroups

Word Health OrganisatiowWHO) (2018). Physical Activity [Fact sheet]. Retrieved from
https://www.who.int/news-room/fact-sheets/detail/physicahctivity

11



Outline of thesis
This thesis contains eight chapters.

T Chapter one presents background on the topic and introduction to the research. This
includes an exploration of the epidemiological burden of PA and approaches used to
address the burden of inactivity. The role of physical activity in healthcare, including
exercise referral and the development of alogation model in Sheffield are

discussed.

T Chapter two provides an overview of the realist philosophy of science, realist
methodology and the methods used in the two phases of the research.

T Chapter three pesents a realist review of existing examples cefamation of
healthcare and leisure. The methods used to conduct the review and the resulting
themes are explained.

T Chapter four presents the findings from realist evaluation interviews used to test the
themes developed in the realist review. This chapter details the methods, ethical
approvals, and resulting themes.

T Chapter five presents the initial rough program theories (IRPTS). The narrative covers
the processes used to develop the IRPTs from the teaktew, realist evaluation and
middle range theory (MRT).

T Chapter six presents the interviews with HCPs and patients, which were used to test
the IRPTs developed in the realist review.

T Chapter seven presents IRPTs developed in the realist review.

T Chapter eight presents the final five refined programme theories that explore the

model of celocation of healthcare and leisure. These theories are considered in the

12



wider context of the extanliterature. This chapter also presents the conclusions,

strengths and weakness, and implications for future research.

See Figure 1.0 below for a visual representation of the thesis structure.

Figurel.0 Thesisstructure diagram
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Chapter 1: Introduction

1.1 Chapter introduction

This research aims to build programmimeory to understand how, for whom and in what
circumstances, the etocation of health services and leisure facilities works (or not) to
promote physical activity (PA) as part of routine NHS care. The chapter begins with a
summary of health, social ang@nomic benefits of PA, current PA behaviour worldwide

and considers the inequalities and healthcare consequences associated with a lack of PA.
The current policy context of PA promotion in the UK is presented followed by a review of
current approaches tthe use of PA as therapy in health care, including exercise referral

e« ZU-&®~Zr v E] (]vE EA v3]}voX dAIVIM Z603Z ZV} 0 JpE |
defined and the formation of the National Centre for Sport and Exercise Medicine (NCSEM)
in Steffield and the associated docation model is described. The NCSEM provides the
physical context for this research (Petticrew, 2011). This chapter concludes with

presentation of the research aims and objectives.

1.2 Background to the research

1.2.1 Health benefits of physical activity

There is widespread recognition across a variety of sectors of the benefits of maintaining a
physically active lifestyle. The desssponse relationship between physical activity

(Warburton & Bredin, 2017) and the prention of premature mortality and NCDs (Lee et al.,
2012; Pedersen & Saltin, 2015; Posadzki et al., 2020) confirms that any PA is good, and more

is better.
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There are numerous benefits of PA in the prevention and management of both physical and
mentalheao$Z }v ]S]}ve ~D E ooCU fTiifie v v} A }e }E& SZE <Z}o0
health benefits (Posadzki et al., 2020). Furthermore, the relationship between PA and health
benefits is curvilinear, which means that there are large benefits of incrgd®fnfor those

that are the least active (Kohl, 2001; Warburton & Bredin, 2017). Benefits of PA include
prevention of noacommunicable chronic disease (NCD) ((cardiovascular disease (Nystoriak
& Bhatnagar, 2018), diabetes (Thettal., 2013) and cancer (McTiern&908) Anderson &
Durstine, 2019; Lee et al., 2012)). A growing body of research illustrates the benefits of both
acute and habitual PA for psychological health, even at levels below the public health
recommendationsNlandolesi et al., 2018). Regular PA (specifically aerobic exercise) can
result structural and functional changes in the brain (Basso & Suzuki, 2017; Colcombe &
Kramer, 2003; De Moor et al., 2006; Douw et al., 2014), which lead to improved cognitive
functioning, increasedense of wellbeing, mood and emotional state (Biddle et al., 2011;
Mandolesi et al., 2018). Regular PA can help to manage cognitive and neurological disorders
and counteract ageelated cognitive decline (Chieffi et al., 2017; Fernanded.eR017).

Being physically active can help reduce the risk of depression; there are significant mental
health benefits from reaching levels of PA even at levels below the public health guidelines

(Pearce et al., 2022).

Staying physically active can helpler aged adults remain independent and mobile for

longer (Musich et al., 2017; Taylor, 2014; Turner et al., 2017; Vogel et al., 2009).
Furthermore, a recent consensus statement from the Faculty of Sport and Exercise Medicine
(FSEM) (and The Physicaliitt for Health Research Centre, University of Edinburgh) on

the risks of PA concludes that for adults living with one or more stable long term conditions

(LTCs), although risk is perceived to be high, the benefits of PA outweighdbeiated risks
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(Red et al., 2022). Additionally, this statement emphasises the need for clear, consistent
messaging around safety of PA for those with LTCparabncenteredconversations to
help HCPs affect meaningful behaviour change to become physically active for this

population (Reid et al., 2022).

1.2.2 Economic and social benefits of physical activity

Increasing PA has numerous social and economic benefits. Increasing the number of people
meeting physical activity guidelines could save the NHS £18 billion pengtamally

(McNally, 2015) and £450 million per year at Clinical Commissioning Group (CCG) level
(Foster & Townsend, 2016). Investment in PA and sport in the UK has a social and economic
return on investment of £3.91 for every £1 spend (Sport Englar2D2®A participation

can help improve life satisfaction, improve educational attainment, increase earnings,

reduce crime, enhance social capital, reduce social isolation, create job opportunities and
promote workplace productivity (Department of Healtl§15). PA can lead to increased
wellbeing, cognitive function, quality of life, mental health and reduce inequalities and
discrimination (World Health Organisation, 2018). Yet evidence suggests that lack of PA

leads to poor mental and physical health amaial isolation (Burtscher et al., 2020).

Physical inactivity is costly to the global healthcare system; conservative estimates total $53.8
billion, with an additional $13.7 billion in productivity loss and $13.4 million disability

adjusted life years (DA/s) (Ding et al., 2016). In the UK, diretigddlth costs resulting from
insufficient PA total £0.7 billion annually (Heron et al., 2019); indirect costs are estimated as

close to £20 billion (All Party Commission on Physical Activity, 2014).
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1.2.3 Plysical activity guidelines

/v 8Z h<U 8Z Z] (D ] o K((] E+[ %E * v§ WZC+] o 3]A]J3C
recommend that adults (ages 4831) participate in at least 150 minutes of moderate

intensity or 75 minutes vigorous aerobic physical activity (PA) per week aasaailgaging in

muscle, strength and balance exercise on at least two days per week (UK CMO, 2019). These
guidelines also reflect those issued by the World Health Organisation (WHO) (Bull et al.,

2020).

For the first time, the 2020 WHO Guidelines for Rtglshctivity and Sedentary Behaviour
provided recommendations on the association between sedentary behaviour and health
outcomes (Bull et al., 2020). In addition, these guidelines provide recommendations for
women that are pregnant and poegiartum, individials with disabilities and for chronic
conditions. The guidelines for children under five years of age have been updated (Bull et al.,

2020; World Health Organisation, 2018).

Despite the benefits of PA, globally 1 in 4 adults do not meet the WHO glolgalidRAines

(World Health Organisation, 2018) and in the UK, only 64% of men and 61% of women meet
the recommendations (Sport England, 2020a). Encouragingly, between 2013 and 2015 in the
UK, there was a statistically significant 1% increase in the propoofithe population

across local areas achieving the recommended 150 minutes of moderate intensity physical
activity each week (Sport England, 2020a). In 2011, the UK PA guidelines were updated to
include recommendations for twice weekly muscle strengiing, balance and coordination
exercises, yet policy efforts remained focused on aerobic exercise (Strain et al., 2016).
Strength training is important in maintaining bone density and muscle mass and can help to
prevent falls and help individuals maintdimctional independence (Strain et al., 2016).

However, the number of adults meeting the guidelines for muscle strengthening activities is

17



estimated to be even lower, partly due to differences in how muscle strengthening activities
are defined (Sandercodak al., 2022). PA rates in the UK were the highest in decades prior
the development of the coronavirus pandemic, however, due to the strict lockdowns in the
UK which required the closure of leisure centres, limits on outdoor leisure PA and organised
sportfrom March 2020 (ongoing at time of publication), there was a rapid decline in PA rates
(Sport England, 2020c). The strictest COMIPpandemic lockdown limited individuals to one

}o }(IuS }IE &£ E ]¢ o}v }E A]ZZ s}u }v ]v(Gabindgtv 1A] u o[ Z

Office, 2021).
1.2.2 Burden of disease related to insufficient physical activity

Insufficient physical activity is one of the greatest risk factors for NCDs worldwide and is a
contributing factor for over 35 different health conditions (Boethal., 2012; Guthold et al.,
2018). Worldwide, NCDs account for 71% of total deaths (World Health Organisation, 2017)
and 89% of total deaths in the UK (WHO, 2014). Insufficient PA is one of the top ten risk
factors for poor health in the UK (Foster & Tis&nd, 2016). Elimination of physical inactivity
(activity level insufficient to meet current PA guidelines) globally has the potential to remove
up to 10% of the major NCDs as well as reduceaaite mortality rates by an estimated 6

10% (Lee et al., 2Q).
1.2.3 Health and physical activity inequality

Inequalities in society and the economy are directly related to inequalities in health
outcomes (Lago et al., 2018; Marmot, 2020) and this follows a social gradient. The lower an
individual's social position, the worse their health (Marmot et al., 201€) vates of NCDs
higher in areas of greater deprivation (Marmot et al., 2010). In real terms these inequalities

mean an individual from the most deprived communities spends 17 years more in poor
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health than those from the least deprived and die approxinhafi years earlier (Marmot et

al., 2010; McNally, 2015). A social gradient also exists in PA participation, with higher
socioeconomic status (SES) groups, reporting more frequent leisure time PA (LTPA) than
lower SES groups (Stalsberg & Pedersen, 208)tsAn lower SES groups face several

barriers to participation in PA that are underpinned by lower social capital and cohesion
(Sport England, 2018). These include lack of leisure time and motivation, lack of money, poor

access to transport and havinglesability or NCD (Rawal et al., 2020).

Insufficient psychosocial resources (such as lack of instrumental support) in some SES groups
can lead to differences in physical activity behaviour (Lindstrém et al., 2001). In addition,
having lower levels of hdth literacy is associated with lower levels of PA (Buja et al., 2020).

PA interventions often require individual agency and health literacy which tends to be lower

in lower socioeconomic areas (Buja et al., 2020). This highlights a need to address health
inequalities and the wider social determinants of health as part of any attempt to increase

PA at a population level. Working with disadvantaged communities to provide resources can
help to improve these inequalities (National Institute for Health and Excellence (NICE),

2016) and this has been the focus of recent policy approaches to promote physical activity.
1.2.4 Physical Activity Policy context in the UK

Several policy documents in the UK underline the necessity for a preventative approach to
add@E& e+]JvP E ¢ ]Jv §Z h<X /v 1iioU Wp o] , 0o8Z vPo v o0 pv Z
A EC C_ ~Wpo] , 08Z vPov UVX XU W (} pe %}o] C }

increasing PA in the population through four workstreams:

1. Active society: creating social movement

2. Moving professionals: activating networks of expertise
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3. Active environments: creating the right spaces

4. Moving at scale: scaling up interventions that make us active

Wp o] , 083Z vPo Vv [+ ~W, « A EC } C Sidpddande EC C_ 3E
intersectoral collaboration to tackle inactivity and called for a stronger focus on addressing

]Jv <p 0]8] « ~W, U 1iideX dZ]s uss P A+ Z} ]Jv 38Z h< '}A GEvu
&USUE _ Jv TiidU AZ] Z Z]PZo]PZ3 3§Zultku}s audddocai¢d]vA «3SJvP ]\
( ]o]8] » ~,D '}A Evu v3U fiifieX "WE A v3]}v 88 E dZ v upuE _
of Health and Social Care expressed the importance of PA in prevention of NCDs and

increasing healthy life expectancy (Department of Health avwlabCare, 2018). The aim of

this plan was to improve healthy life expectancy by 2035 so that individuals are enjoying an
additional five quality years of life through a multisectoral approach (Department of Health

and Social Care, 2018). These documentphasise the need for the UK government to

invest in a preventative, multisectoral approach to preventable lifestyle behaviours,

promoting PA as a key tool to address the growing burden of NCDs. The Five Year Forward

View (NHS, 2014) laid out a plan fond term sustainability of the NHS through the

prevention of NCDs. This plan stressed the need to focus on behaviour change and

modifiable lifestyle factors which contribute the NCDs, such as nutrition and PA. Moreover,

the Five Year Forward View called foe integration of health and social care, the creation
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2014). These calls of integrating sectors and services are relevant to-tbeatmn models

discussion in tis thesis.
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1.2.5 The role of sport and exercise in medicine

The use of exercise in the field of health promotion and disease prevention isneot a
concept. For example, exercise appears in ancient, medieval and renaissance medical

literature (Berryman2010) and Plato is quoted in this regard,

"Lack of activity destroys the good condition of every human being, while movement
and methodical physical exercise save and preserv®lato.
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cardiovascular disease was demonstrated underlining its potential role in medicine. The
seminal study of Jerry Morris and colleagues compared the health of Lontodrivers
(who were mostly sedentary) with conductors (who were more active) (Morris & Crawford,

1958; Paffenbarger et al., 2001). Morris found that the conductors were less likely to develop
coronary heart disease (CHD) than the bus drivers becauseneymore physically active
during their work (Morris & Crawford, 1958). Morris & Crawford discovered the association

between occupational PA and reduced risk of chronic disease.

In the 2F! century, numerous calls have been made for the standardisatid®A within
healthcare to reduce chronic disease globally and within the UK (Bowen et al., 2018) by
organisations including the UK Government, PHE, Department of Health and Social Care, and

Sport England.
1.2.6 Existing approaches to the use of PA asrépy

/v 13]}v 8} 18 BE}o + % E A v3 §]A «3E § PC (}E E [U W
treatment of health conditions. Indeed, the benefits of PA as therapy for numerous
conditions is widely recognised (McNally, 2015). Studies have deratedtihat PA can help

in the treatment of type 2 diabetes (Thent et al., 2013), cardiovascular digegseriak &
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Bhatnagar, 2018)osteoarthritis (Villafafie, 2018), cancer (McTiernan, 2008), and some mental
health disorders (Smith and Merwin, 2021). Agotdhally, PA is beneficial across the life

stages including childhood, before, during and after pregnancy (Dipietro et al., 2019), and in
later adulthood (Taylor, 2014). Many attempts have been made to embed PA into usual
healthcare as treatment (Speakea., 2016). In 2005, the field of sports and exercise
medicine (SEM) became recognised as a new specialism within the NHS (Cullen, 2010).
Whilst SEM consultants are well placed to promote and integrate PA within the healthcare
system, barriers prevent $Econsultants having a consistent role in promotion of PA across
the healthcare; barriers include lack of awareness of the specialty from other HCPs and no

clearly defined identity role for the SEM professional (Vishnubala et al., 2020).

1.2.6.1 Exerciseeferral

One method of utilising PA to address NCDs in healthcare in the UK that-established is
exercise referral schemes (ERS) (NICE, 2014). Typically, ERS have focused on the prescription
of exercise to tackle a specific health condition. Gahpractitioners (GPs) (or other

healthcare professionals (HCPs)) can referigk patients to participate in a structured

exercise intervention in a community leisure centre or gym, usually foraekk duration.
Historically, referrals to such schesbave come from primary care practices (PCPs),

however, there is growing recognition of the role of allied health professionals, such as
physiotherapists and nurses and in the promotion of PA (F Lobelo et al., 2014; Tulloch et al.,

2006).

There is alsoariability in how ERS are implemented and inconsistency in the quality of
research to evaluate the impact on health, quality of life and PA outcomes (Dugdill et al.,
2005). There needs to be a greater emphasis on evaluation and standardised data ¢ollectio

(Wade et al., 2020). Some research shows that ERS result in statistically significant increases
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in PA, but these increases are not necessarily clinically meaningful (Wade et al., 2020). ERS
lack evidence of costffectiveness, being more expensive comgzhto usual care, with 17
people needing to participate for one to become moderately active (N. H. Williams et al.,

2007).

The variable success of ERS can be linked to limited patient uptake of referral (Dugdill et al.,
2005; N. H. Williams et al., 2D0and poor participant adherence to schemes (Pavey et al.,
2012). Indeed, Dugdill et al. (2007) found that less than 46% of patients adhered to an ERS
scheme for the full 124 weeks. In a systematic review, rates of adherence were even

lower: 1242% (NH. Williams et al., 2007). Those referred from cardiac and practice nurses
were more likely adhere (Dugdill, et al., 2007) and a recent review of schemes in the UK,
suggests that adherence increases with age and with ERS that are longer in terms of length
of support (Rowley et al., 2018). This is also supported by Campbell, et al., (2012), who
reported older patients and those referred for cardiac reasons were more likely adhere to
programmes and therefore increase PA. Reasons for limited adherence indbude] vSe|
perceived barriers such as: knowledge, affordability and accessibility, costs of gym
memberships and classes, inconvenient location, and incompatible timing of exercise

sessions (Leemrijse et al., 2015; F. Morgan et al., 2016).

Not only do bariers exist which preveniptakeandadherencdo ERS by patients, but also
initial referral of patientsby HCPs out of the NHS to other venues. Barriers exist at multiple
socioecological levels which prevent referral to exercise in the first instanceAg\et al.,
2016). At the organisational level barriers include primary care physicians/practice
(insufficient cost/reimbursement for PA counselling) and commubéiged organizations

and worksites (insufficient prioritisation of PA resources). At thevidler/HCP level, barriers

include lack of time, skills, provider reimbursement and reach 4oskt patients. HCPs
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knowledge, attitudes and confidence when discussing PA with patients also can affect the
success of ERS (Felipe Lobelo & de Quevedo, 2Q16g patient level, barriers to uptake

and adherence include insufficient time, insufficient resources and insufficient social
support (Auyoung et al., 2016; N. H. Williams et al., 2007), poor body image, lack of
selfefficacy, poor time management. Otheairriers to patient adherence include issues with
the exercise scheme such as intimidating environments, poor supervision, and inconvenient
opening hours (N. H. Williams et al., 2007). The numerous barriers to traditional ERS
highlight a need to exploreli@rnative solutions to supporting patients to become active

and creating different environments to help overcome these barriers. Bringing together
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solution to oxercoming some of the accessibility and convenience barriers of ERS. The
promotion of exercise by HCPs might happen more naturally-inocaied healthcare and

leisure environment that is purposefully designed for PA promotion, compared to an
isolated clincal, but few studies provide definitive evidence at this time of effectiveness of

co-located settings in PA promotion.
1.2.6.2 Brief interventions to promote PA as part of healthcare services

In the 2017 reportTackling NCDs: 'best buys' and other rec@nded interventions for the
prevention and control of noncommunicable diseaties World Health Organisation
recommended implementation of PA counselling and referral as part of routine primary
health care services through the use of a brief intervenfdHO, 2017). Although there is

no universally accepted definition, the UK, brief interventions, or brief advice is defined by

NICE as:
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other support or followup. It can vary from basic advice to a more extended,
Iv 1Al p ooC (} pe (NJEER26I3)v _

Brief interventions are shown to be a cexffective approach (WHO, 2017) for incseay

short term, selreported PA (Lamming et al., 2017). Whilst brief intervention through
discussion and referral with patients has been recommended as eetfestive method of
promoting PA through primary care, considerable uncertainty remains deetéetsibility,
acceptability and effectiveness on increasing-segfiorted PA levels long term (Lamming et

al., 2017). There is wide variability in the characteristics and implementation of brief
interventions (Lamming et al., 2017). Additionally, thereat length of brief interventions

as recommended in the UK appears to be too long to be delivered in a standard primary care
practice appointment (Lamming et al., 2017). Patient PA levels are not assessed routinely as
part of clinical appointments nor arbrief interventions employed regularly (Lowe et al.,

2017). Indeed, the frequency of PA promotion in healthcare has shown to be inconsistent
and variable across settings (Barnes, 2018). In addition, Lowe, et al found that
physiotherapists (n514) had limited knowledge of PA guidelines (16%) and did not
consistently signpost patients to further support (Lowe et al., 2017). HCPs express barriers
which prevent them from making signposting, referring and promoting PA to patients such

as lack of the, perceived lack of knowledge, confidence and organisational support (Lobelo

& de Quevedo, 2016; Lowe et al., 2017). Aamated health and leisure environment could
potentially make it easier to signpost and refer patients to PA because the leisure ten

located in the same setting as healthcare, eliminating some of the barriers that HCPs suggest

preventing them from doing so. A d¢ocated environment could also provide the
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opportunity for champions of PA promotion to support those that do not eetonfident

and knowledgeable.

The Moving Healthcare Professionals programme (MHPP) addresses some of the challenges
with the delivery of brief advice in primary care by integrating PA into medical curriculum
and changing culture around HCP promotiorPéf (Brannan et al., 2019). The MHPP whole
system educational approach was developed to educate and empower HCPs to embed PA
counselling and implement effective PA behaviour change into usual primary care practice
(Brannan et al., 2019). This programme sists of a comprehensive PA educational
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and continuing professional development for primary care professionals (Brannan et al.,
2019). MHPP is one attempt at addregsHCPs perceived lack of knowledge and
confidence in promoting PA to patients in the clinical setting, but it does not eliminate all of

the barriers, such as those on the environmental level.

Whilst brief interventions show potential at least in the shi@rm, to increase selfeported
PA (Lamming et al., 2017), it is important to consider the impact of the environment to

change behaviour, particularly the interaction between the individual and the environment.

There is a gap which exists between an]idd] p o[e Jvs v3]}v Vv ep o <p vs Z A]}
This intentionbehaviour gap explains why individuals fail to turn intention into action

(Faires, 2016). For example, a HCP may intend to promote PA to a patient, or a patient may
intend to become physicallyctive after a conversation with a HCP but fail to turn this

intention into behaviour. Variables which help to illuminate this intenti@haviour gap

include elements such as (1) motivation, (2) trigger, (3) response, (4) capacity and (5)

process (Farie2016). An environmental change might help close this gap for HCPs through
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co-location by triggering a response via the environmental cue of thecated health and

leisure facility and enhancing capacity to act (Faries, 2016).

There is a case for furthexploration of the relationship between the trigger of the
environmental cue on the intenticbehaviour gap. In order to effectively promote PA long
§ EuU *"8Z | o0 *SE § PC A}pbasedproveh afipraach@s §ha@ @hich
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1.2.6.3 Cdocation and health

The extant evidence suggests that the promotion of PA in a healthcare context is undermined
by a number of factors including; limited HCP referral (Lowe e2@L7) poor patient

adherence (F. Morgan et al., 2016; Toby Pavey et al., 2012; Rowley et al., 2018) and high
dropout rates. This highlights the need for an alternative solution for the promotion of PA

within healthcare.

One possible solution to addredset shortcomings of the current approaches to PA

promotion within health care, is to bring healthcare services and PA opportunities together

through a model of physical docation. Physical etocation of these two entities might

help promote PA behaviowat the individual, organisational and environmental level by
simultaneously providing opportunities to be active and making these opportunities visible

to patients and HCPs. This has the potential to increase awareness of PA options and make it
easier forHCPs to signpost to PA support located within the leisure centre (Leotta et al.,

2011). This approach is consistent with policy agendas. In 2016, ukactive called for a £1

billion investment into the regeneration of leisure centres, which could combinerakve
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such as health and leisure in the same physical location (OE2D; Places Leisure, 2017;
hl 3]A U 1ii6eX dZ Ju-p@F% =Z}ve_ Aluo 8} u%}A & Jv ]1A]
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*Z}% e+ }E ~A oov ee Zp o Z Aduceditili%afcn ofSbute Servi@es, such as
accident and emergency services (A & E), eliciting a cost savings for the NHS and resulting in
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more, coelocating health ad leisure might result in increased leisure facility usage, resulting
in increases in PA (Sport England, 2016). Moreover, there is evidence to suggest that
collaboration between healthcare professionals such as physiotherapists and GPs in a shared
settingto promote and prescribe PA has the potential to be affordable andefisttive to
the overall health care system (A. Y. M. Jones et al., 2007a). This occurs through prevention
and maintenance of illness which would otherwise be treated by more cestle or long
term services (A. Y. M. Jones et al., 2007b; Leotta et al., 2011; Matheson et al., 2013). This
evidence suggests that docation has the potential to be beneficial not only to the health

of the population, but also the economy.

Whilst celocation of healthcare and leisure hold potential for improving health outcomes,
there is a lack of theory underpinning the value oflecation or evidence to show how it
might work, for whom, under what circumstances and why (Imison et al., 2008; C.etones

al., 2020; Leotta et al., 2011; Olsen & Warren, 2011).
1.2.7 The Olympic Legacy and Sheffield

Colocation of healthcare and leisure to promote PA has been established in Sheffield, UK, as
part of the 2012 Olympic legacy. This legacy aimed thatlnealvices would harness
physical activity for prevention, treatment and management of long term conditions

(London: Department of Health, 2014). The vision would be partly delivered through the
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establishment of a National Centre for Sport and Exercisdiditee (NCSEM). The NCSEM
would bring together universities, healthcare trusts, local authorities and private and
voluntary sector organisations, clustered around three regional hubs (London, East Midlands
and Sheffield), to improve the health and wellbgiof the nation through Sport, Exercise

and Physical Activity. £10million funding from Department of Health and Social Care helped
establish a physical infrastructure to house each consortia See Figure 2.0). The NCSEM now
takes a leadership role in coor@iting and connecting academics and research across 5 core
themes: (1) Physical Activity in Disease Prevention, (2) Physical Activity in Chronic Disease
Treatment, (3) Sports Injuries and Musculoskeletal Health, (4) Mental Health and Wellbeing,

and (5) Pedrmance HealthNational Centre for Sport and Exercise Medic2@20).

1.2.8 The National Centre for Sport and Exercise Medicine (NCSEM) Sheffield and-the Co

Location Model

Each of the NCSEM consortia had different strengths. In Sheffield, the NCSEM was focused on
the promotion of PA at a population level, adopting a systems approach. This was manifest in
the "Move More" strategy (Copeland, 2014) which aimed to make Sheffieldhost active

city in the UK by 2020. As part of the Move More plan, clinical services, HCPs, PA
opportunities and researchers were-tmcated in three communitypased leisure centres

across the city (Copeland, 2014). The thredomated sites were clsen because of their

location within areas of highahan-average deprivation, high incidence of NCD, proximity to
green space and geographical spread across thettitgreby enhancing access to a broad

as possible population. The intention was that tadacilities would serve individuals in

those communities and address health inequalities and accessibility issues (Copeland, R.,

Hart, O., 2015).
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The aim of the cdéocation model was to embed PA as a treatment option within NHS
services (Copeland, Rat O., 2015; Tew et al., 2012), redevelop MSK services around
patient outcomes and to bring care closer to patients, in their communities (Speake et al.,
2016). It was also the intention for these-lorated centres to normalise PA and enhance
patient enpowerment and selmanagement through the creation of facilities that change

the culture of health and care deliverhe celocation of community health care services or
care provided by allied health professionals and/or specialist practitioners al@ngssdire
opportunities is also novel, examples of health/leisurda@ation only tend to occur in

primary care settings (Copeland, R., Hart, O., 2015). Where they exist, these centres either
embed exercise interventions in mental health care (Ledermaal.eR017; Leotta et al.,

2011; Martin et al., 2014), deliver a diabetes service in a gym (in the context of a private
health care system) (Lederman et al., 2017; Leotta et al., 2011; Martin et al., 2014), or
provide PA counselling in general practiced@renan et al., 2017; Leotta et al., 2011; Martin

et al., 2014). As part of this PhD programme, a scoping review was conducted to search for
existing models of ctocation of community health services and leisure. No evidence or
theory was found to explaithe mechanisms by which cdocation of healthcare and leisure

might result in promotion of PA.
1.2.9 A Description of the NCSEM Sheffieldlgcated sites and 8* S C %o ] %© S] vS i}puEv C

To provide context to the research and thelocated sites studié in this PhD, a description
and photographs of the etocated sites are provided below, followed by a description of a
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1.2.91 Description of the cdocated NCSEM sites in Sheffie&raves, Concord and
Thaorncliffe

Figure2.0 The National Centre for Sport and Exercise Medicine (NCSEM) model of
colocation in Sheffield

The celocation model has been established in three NCSEM facilities across Sheffield
(Graves, Thorncliffe and Concord). The thred¢ooated sites were chosen because of their
location within areas of highdahan-average deprivation, high incidence of NCproximity

to green space and geographical spread across the city, thereby, enhancing access to a

broad as possible population. (See Figdu@for an Indices of Multiple Deprivation Map
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(IMD) map of Sheffield with the three ¢ocated sites identifiedOn this map, the three sites

are mapped against IMD scores).

Figure3.0 Indices of multiple deprivation map (IMD) map of Sheffield with Graves,
Concord and Thorncliffe

The intention was that these facilities would serve vndiials in those communities and

address health inequalities and accessibility issues (Copeland, R., Hart, O., 2015). The three
NCSEM Sheffield facilities were newly developed or redeveloped with existing facilities. All
three sites carry the Move More bnding and signage prominently displayed on the exterior
and the inside of the buildings. All three facilities have been developed with attention paid to
the physical environment by making these sites brightly painted, open anditv&ltiming
strategiesare in place in the facilities using signage, case studies and other environmental
features such as prominent placement of accessible stairs. In addition, staff and patients have

access to free parking and HCPs and staff at the facilities have free letsire
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membership. These features aim to help normalise a discussion around PA during the

healthcare appointment. A brief description of each centre is as follows.

Graves is located Southeast of the city and serves the surrounding communities of Bgtemoor
Jordanthorpe and Low Edges. Graves is the most developed of the three colocation sites and
has the most facilities (See images below of Graves exterior and interior). It is considered the
headquarters of the three sites and is the most integrated fgciltthouses 21 clinic rooms,
procedure rooms, a physiology lab for health care professionals and researchers to conduct
cardiorespiratory testing, as well as group therapy/patient education rooms. The leisure
facilities contain a #ane swimming pool ankkarner pool, 150 station fithess suite,

gymnastics hall, trampolining suite and indoor/outdoor tennis courts.

Additionally, a plan was put in place to make staff wellbeing a high priority at the three sites.
Another aim was to have fully networked IT tgyss, places for staff meetings and shared
reception points for both the leisure facility staff and the clinical staff. When a patient enters
the Graves facility, they are greeted by a large, open and bright space. There is a floor to
ceiling glass windowhich looks into the swimming pool on their left, reception and stairs

to the front and the cafe and clinical waiting area off to the right. The clinic waiting area is

the same as the seating area for the cafe. There is brightly lit and open stair achiess,

has been developed with signage encouraging usage. At Graves, although the reception is
integrated, there are different receptionists for the leisure facility and the clinical area. The
hope when these facilities were created was a seamless integratowever, due to the

number of clients/customers at Graves, it was necessary to have separate receptionists.
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Imagel.0 The exterior of Graves leisure centre

When looking into the facility through the windowsassersby can see individuals

participating in physical activity in the pool and gym.

Image2.0 Graves interior combine reception and seating area for leisure centre guests
and NHS clinicpatients.

There is a cyclical open design with a good use of natural light.
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Image3.0 Graves interior pool

When walking into the leisure centté Juu ] 8 oC }v }v [« 0 (3 3Z % }}o ] Ale]
pane of glass. This glass wall is part of the seamless nature of the building design. Individuals
of all ages and athletic abilities can be seen at various times of day swimming and

participating inaquatics classes.

Image4.0 Upstairs gym at Graves

This is the upstairs gym at Graves. It is bright, apahattractive with a wide variety of

equipment. When exercising upstairs, one can observe looking out windows at pagsers
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Image5.0 Concord leisure centre entrance

The entrance to the leisure centig separate to the clinical entrance. Although it is possible
to walk through the building to get to the leisure centre from the clinical area, one does not
walk past the leisure centre to see people being physically active in the same way that is

possibk in Graves with seamless boundaries between both areas.
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Image6.0 Concord waiting area and clinics

Concord was the first of the three centresopen, in February 2015 and is not as integrated
as it was developed with two separate entrances (one for the clinic and one for the leisure
centre). This was a building constraint not a design intention as the clinical facility was
created from disuseébotball changing rooms. Concord is in Shiregreen and was developed
as adjunct to an existing leisure facility, serving Shiregreen and Brightside neighbourhoods.
The leisure centre already had a developed exercise referral programme. The NCSEM
facilitiesat the site include 7 clinic rooms, a podiatry workshop, treatment rooms, training
area, meeting rooms, staff rooms and showers and access to the leisure facility which

contains a dane swimming pool, large fitness site and specialist exercise refemal gy
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Image 7. Thorncliffe entrance, pool and gym

Image7.0 Thorncliffe leisure centre

Thorncliffe was newly built in the North of the city on the High Green recreation ground. It is
similar to size to the Concord facility. Thorncliffe opened in early 2016 and includes 6 clinical
rooms, podiatry workshop, training area/meeting room, stafbmess and showers and

access to the leisure facility which contains-kae swimming pool, large fitness site and

dance studio. Thorncliffe does not contain a separate area for administrative NHS staff.

1.2.91.2 The NCSEM clinics

Over 140 clinics run per week at Graves from various NHS providers including MSK
physiotherapy, Diabetes, Rheumatology, Podiatry, staff physiotherapy, chronic pain,
incontinence and Improving Access to Psychological Therapies (IAPT). There are also 6 HCP
led group exercise sessions and 3 education/training sessions weeklyeighttglinics per

week are held at Concord in similar specialties. Concord also has 5 weekly education
sessions in Diabetes, weight management, mental health and physiotherapsnefot

writing this thesis, Thorncliffe had Physioworks & Podiatry on Thursdays due to the COVID19

pandemic, in operation approximately 50 hours per week. Diabetes & IAPT changed their
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operations to digital. In total, approximately 100,000 appointmentstaglel per year across

the three sites.
1292 ~"S8C%] o0_ % 8] vS i}pEvVv C

An important feature unique to ctocation in Sheffield is the patient journey prior to their
appointment to after their participation in a PA opportunity within the centress It

important to detail the journey as it provides insight into contextual factors which allow
colocation to work (or not). An MSK/PhysioWorks patient journey is provided as an example,
as this service accounts for most of the appointments across the giteg and shares
similarities with other condition patient pathways. The journey and treatment differ
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At the start of the journey, the patient receives a text messegleg into the appointment
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appointment or receive a traditional referral letter from their general practitioner (GP).
Patients that book their appointment online are asked to pdste the EGBD form which is
a standardised &limensional instrument used to assess the quality of life (EuroQol, n.d.).
Patients receiving a traditional referral letter are given the-BEQ) assessment at their first
appointment. Next, the patient receigea letter explaining the time of the appointment as
well as a leaflet with a section discussing the potential involvement of PA in their treatment
pathway. The patient can choose one of the three sites to attend (Patients can also choose
non-NCSEM sitesyVhen a patient arrives at reception for an NHS appointment, they are

directed to the relevant waiting area by reception staff.

As part of the clinical appointment, the HCP ideally asks the patient about their PA behaviour.

If the patient and HCP decidéthe end of the appointment that the patient is interested or
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ready to become more physically active, there are different pathways into physical activity
that can be followed (The following 5 routes are aspirational and might not be consistently

happening yet this is the aim):

1. The HCP can take the patient into the gym or PA lab as part of their appointment

2. The HCP refers patient to the Move More website which highlights various

community opportunities for PA and general information around PA

3. The HCPan take the patient out to reception to obtain more general information

about PA at the specific leisure centre

4. The HCP can refer the patient to an NHS led PA course (usually cofatitised
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5. The HCP initiates a Sheffield Phyisaztivity Referral Scheme (SPARS) referral
(SPARS is a-i#ek supported conditioispecific PA referral scheme based in
Sheffield). After referral, the patient will then have a choice of venues to attend. The
patient may pay an upfront cost or fee eaassion. These fees can range from £55
for 12 weeks to £4.25 per session. Following thevME2k programme many venues

offer discounted leisure centre memberships).

If the patient chooses option 2 and would like more information, at Graves, a PA advisor
(which is a membership advisor) will explain what the leisure centre offers and show them
around the facility if desired. At Concord and Thorncliffe, a receptionilstalk with the

patient about the offers. The patient can choose one or more routes, for example a patient

may attend an NH&d class and also receive a SPARS referral.
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1.3 Summary
Physical activity is associated with numerous health, social andeauorbenefits across the

lifespan. Despite this, large proportions of the population in the UK, particularly those from
lower SES communities are insufficiently active to derive benefit. The outcome of population

level inactivity places huge pressure oralie and care services, driven by burgeoning NCD.
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Health matters: physical activityprevention andnanagement of long term conditions,

(PHE, 2020) have pushed for a greater role for healthcare in directly tackling inactivity, yet
interventions to date have resulted in mixed effectiveness (Rowley et al., 2018; M. Wade et
al., 2019; Wade et al., 202@®xercise referral and brief counselling are two of several
approaches that incorporate PA into healthcare but are limited in terms of uptake and
adherence (F. Morgan et al., 2016; TG Pavey et al., 2011) due to intimidating environments,

inadequate supergion, and inconvenient access (N. H. Williams et al.,;2007

Buckley et al., 2020; James et al., 2017; Lion et al., 2019; Pettitt & Joy, 2019; M. Wade et al.

2020). The distance to point of accessing and costs of the scheme are also issues reported
to effect the impact of these interventions (F. Morgan et al., 2016). One way of overcoming
these barriers would be to bring health and PA opportunities together Hpcating them in
purposebuilt facilities. Indeed, a etocation model could reduce barre to PA, lead to
patient empowerment and selfnanagement as well as HCP promotion of PA. There are a
small number of examples of where-tmration of services has been delivered (Leotta et al.,
2011; Olsen & Warren, 2011; Speake et al., 2016; Ukactit8; PO Williams, 2012) and there

is a growing policy and advocacy agenda in support-tdeation, (Ukactive, 2018) however,

no existing evidence or theory explains how thel@cation of health clinics and leisure

opportunities might work to promote PAfor whom and under what circumstances.
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Additionally, there is no existing quantitative data measuring outcomes and impact of
colocation. Given the scale of the impact of inactivity and the potential fdocation to

address key barriers to access, funtliesearch exploring these models is warranted.

1.4 Research aims and objectives
The primary aim of this research was to develop refined prograrm®eries to help explain

the key contexts and mechanisms of why, how, for whom and under what circumstances
the caolocation of health clinics and leisure opportunities is expected to work (or not) to

promote PA. These programme theories were developedugh two phases of the PhD.

Primary research questiortiow and in what ways (if at all) does thelooation of health
and leisure centres work to promote physical activity, for whom, under what circumstances

and why?

Phase 1: Development of initial rolgprogramme theories (IRPTS)

T Objectives: To develop IRPTs to explain théocation model.

¥ Methods: The first phase consisted of three parts which were iteratively
combined to develop the IRPTs: (1) realist review of the academic and grey
literature oncolocation, health and PA (2) interviews with NCSEM stakeholders

(3) Use of existing middle range theory (MRT) to develop IRPTs.

Phase 2: Theory Testing

T Objectives: To test IRPTs to produce refined programme theories.

T Methods: Theory testing in different contexts using sestnuctured realist
interviews with patients and HCPs that have attended clinics or work at Graves

and Concord leisure centres.
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Chapter 2. Methodology

2.1 Chapter introduction

Chapter 2 pesents the rationale for choosing a realist approach and an explanation of the
philosophy and methodology. The methodology of this PhD research is explained prior to
the review chapter in this thesis because it informs the development of all subsequent
chapters. First, the rationale for use of a realist approach is explained, followed by an
explanation of realist ontology and epistemology, realist causation and discussion of
complexity. Next, the processes used to address the research questions are presente
including programme theory development and an explanation of the framework that will be

used for the presentation of theories, concluding with a chapter summary.

2.2 Rationale for realist approach

There are several reasons for choosing a realist approach to this PHD research. Firstly, there
are no existing theories to date to explain howlogating healthcare clinics within leisure
centres is expected to work, for whom, under what circumstancey, avid how (at the

time of writing this thesis). It is important to understand and to illustrate hovlocation is
working (or not), why, how and for whom, so that further implementation cfaated

facilities in other localities meets the needs of ghepulation and is successful in improving

PA outcomes. A realist approach allows for the examination of the influence of contextual
differences, which is crucial to implementing interventions successfully in other settings.
Awareness of contextual facto(scluding but not limited: to perceptions, worldviews,

motives, goals and values of stakeholders) is imperative as these factors will influence the
U e <pu VS Z(]J]E]VP[ ~}& Vv}Se }( % ES] po E u Z v]eu ~ }0o ¢ S
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colocation model, which lacks a theoretical and empirical basis and understanding, but there

is anecdotal evidence of how it might be working.

Secondly, céocating healthcare clinics with leisure centres in order to promote PA is a

complex intervention Complexityrecognises that an intervention has multiple interacting

components, such as bewaurs of stakeholders and organisations involved in the

intervention and variety of outcomes depending upon how the intervention is implemented

(Craig et al., 2008).

Realist philosophy of science provides an ontological and epistemological framewerk sui

to exploring complex interventions amidst a complex social reality (Pawson et al., 2005b) by

clearly linking context to outcomes (Wong, 2018). Realist approaches have also been used

to evaluate other complex interventions (Bertotti et al., 2018; Wl al., 2018). Third,

realist methodology is theordriven and allows for explanation of the underlying causal

% E} oo o v 5Z }v8 ESe v AZ] Z 3Z C uC }% E 3 U pe]vP %o
A %0 Jvu Z v]eueX ~D Z v]eue &E S drotgsses@acuciues vS]S] U
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2010)). Traditional review methods such as systematic reviews andaneigses tend to

have a focus on linear causal pathways without det@rng underlying causal processes

that are crucial to understand for programme theory development (Kelly et al., 2010). In

contrast, realist research takes an explanatory rather than descriptive focus and seeks to

understandwhat “u | * % E}P E u uandopdaéy work (or not) (Pawson et al.,

2005b).
Additionally, realist methodology acknowledges the impact of contextual differences and

assumes that nothing works the same everywhere, or for everyone (Westhorp, 2014). The

success, or otherwise, ofgéhcalocated sites in Sheffield, may be due to the stakeholders
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involved, the communities which are served, the design or business models of the sites or a
multitude of other factors which should be considered alongside the basic premise of
colocation. Itis important to acknowledge the impact of such factors as they can explain
partially why/why not an intervention works in one context and not another. Awareness of
these contextual factors helps to develop transferable theory of how the intervention is
working or not.

The selection of a realist approach thus informed the development of research aims and
objectives (See 1.4 Research aims and objectives) (Pawson et al., 2005b) for this PhD and
provided a methodological framework. The following is a discassidhe aspects of

philosophy used in this PhD research.

2.2.1 Ontological depth

Realist philosophy posits that there is ontological depth, meaning that reality is stratified and

events that can be observed are produced by generative forces whicmatde

immediately observable (Bhaskar, 2008; Pawson & Tilley, 1997). A conversation between a

HCP and patient about PA might later result in a patient becoming physically active. This

behaviour change might not be immediate, but instead be the resudewéral encounters

with the leisure centre for clinical appointments before the patient becomes physically

active. Causal powers do not lie in the actual events that occur (for example the patient

attending an appointment at a elocated site) but insteatle in the organisational

structures and social relations which make up the open social system (Kazi, 2003). One
S]}v E eposSe Jv Vv}SZ &E nue }( 8§z S]}v[e %0 ]Jlv 2z VvsS|G&E

embedded. An outcome of a programme is the résfiimultiple causes. These actions occur

as a result of numerous interactions, transactions and structures throughout the different
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layers of reality (Kazi, 2003). Numerous interactions took place from the intial conversation

between the HCP and patieand the patient becoming physically active.

2.2.2 Epistemology
It is important to understand epistemology as a researcher because it shapes how the
research project is framed. Epistemology explores the ways of knowing, knowledge
creation, application ad explains why it has the features it does (Rescher, 2003).
Epistemology concerns how one might accrue knowledge to answer a research question. In
realist research, knowledge accrual is never final, but instead results in refinements and
improvements uporexisting knowledge. Thus,
N U%]E] o0} e EA SJ}v]e S3Z Ju% E( 3 A Z]l o }( <} ]}o}P]
to access real causes and mechanisms by hypothesizing actual processes based on
observed outcomes ~ AJo « ~ Z U 1ii6+X
Therefore, the goal of the realist researcher is not only to explain, but also to improve upon
existing explanation (Kazi, 2003). Knowledge in realist research consists of causal
explanations in the form of theories, which can never be fully proven, onllgdr refined
and improved upon.
Realist epistemology specifically posits that there is no final truth to knowledge, but it is
possible for it to bemproved and refinedGill Westhorp et al., 2011). Thus, throughout this
PhD, theories were developed arefined, but not definitively, as they will be subject to

further improvement as knowledge is gleaned from future research.

2.3. Generative causation and complexity

Realist methodology is underpinned by generative causation which focuses on contexts,
mechanisms and their outcomes, postulating that causal relationships between context and
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outcome only occur when triggered byganerativemechanism (Pawson, 2008). Resili
explanation depends on identifying these causal mechanibms they work to cause
outcomes, discovering they have been activateahd under what conditiongSayer, 2000).
This is in contrast to successionist causation which looks simply for regslamongst a
sequence of events, whilst generative causation examines how the causal association
happens and how the outcome pattern is generated (Stern et al., 2012). Successionist
He $3]}v eleU A} ¢y E epos Jv zU_ AZ]o*34KKiv EISPATNAZUSE F1}15~
ISy 8Z § € *pos8es Jv zM_ ~W Ae+}vU Tii6e+Xhowa@@ogratame pe 3]}v
works, which allows for examination of the contextual factors and differences in
implementation of the cdocated sites which result in mechgmue Z(]E]VvP[ ~}E& v}SeU
ultimately leading to outcomes. Generative forces produced as a result of the initial PA
conversation between the HCP and patient later result in an observable event of the patient
becoming physically active (for example, attendenstructured ERS, attending the gym on

their own or walking regularly).
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Figure4.0 Generative explanation in realist program theory (Wong et al., 2013)
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how a programme or intervention might need to be adapted to other contexts. (For this PhD
research, the cdocation of healthcare and leisure is consideredrarrvention,but in

keeping with realist evaluation, theories shall be referrecasprogrammetheories).

Programmes & ZZC%}S8Z *]* }us e} ] o 838 Gu vs[ A]8Z v puv Eo
assumptions or theory of how they are supposed to work (Pawson & Tilley, 2004); they may

also be termed an intervention or policy. Understanding hawby an outcome occurs is

essential to understanding how to adapt a programme to a specific context (Emmel et al.,

2019). As cdocated settings are implemented into three unique contexts within Sheffield

and there is a call to establish further-tarated sites, it is essential to understand what

aspects of cdocation are essential for effective implementation.

Complexity is a construct important to the application of realist methodology used in this

research. The ctocation of healthcare with leisuns considered aomplex interventioms

§Z E & Avpu E }( ]Jvd E S]vP Ju%}lv v3eU vpu €E }( Z A]}
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delivering or receiving the intervention, number of groups or organisational levels targeted

by the intervention and number and sability of outcomes and degree of flexibility or

§ Jo}E]VP }( 8Z ]Jvs EA v3]}v % Eul]38 _ ~ E ]JP 8§ oXU 1iideX
interventions, it is important to ascertain whether they work in everyday practice and how

they are working, considerg the programmes active ingredients and their effects (Craig et

al., 2008). Being able to answer these questions is key to understanding how to apply
interventions more effectively and across different settings (Craig et al., 2008). Complex
interventionsrequire a different type of analysis than more discrete interventions. Realist
research recognises the complexity of programmes and interventions and that they are
introduced within a complex social reality (Pawson, 2013), thus, making it a useful approach

for this PhD research.

Complexity recognises thatogrammes are active and opdn.reality, the celocated sites

are an open intervention, meaning that participants have a choice in how to respond to the
resources on offer (Pawson & Tilley, 1997 T% E}P & uu [ JvS Vv (( S }% &
through the volition and reasoning of the participant. For example, a HCP may refer a patient
to a PA opportunity, but it is up to the individual patient as to their response to that referral,
thus affecting whetheor not the outcome occurs. The intervention may also be considered
anopen systemmeaning that they do not exist in a vacuum and cannot be kept constant,

nor isolated from external conditions. Interventions are subject to influence from numerous
outsideforces including but not limited to societal structures, organisational initiatives,
personnel moves, physical and technological shifts and-gatichinterprogramme

interaction (Pawson & Tilley, 1997). In the context ofaation, outside factors whichave

an impact on the intervention include organisational aspects of the NHS, economic factors,

information systems, changes within local healthcare commissioning and interaction
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between and within PA/ERS within Sheffield. The concepts of active intermsraial open
systems are important to acknowledge in realist research and have played a role in

development of the research methods and analysis of the results (See Chaj@®grs 3

2.4 Programmes

2.4.1 Programmes are theories

Everyprogramme, intervention or social initiative has a theoretical basis, whether or not

§Z §SZ }EC ]Jeu E%o0] 135 UE]VP 83Z % E}PE uu [* A 0}%u
dZ u]Jv sSel}( €& o0]*SE-« EZEUSZE (}J& UI]JABY}E% v SZ]:
unearth, develop and refine these theories (Pawson & Tilley, 1997). At the outset of this PhD
research there was no explicit theory to explain howl@cation of healthcare within leisure

centres works (or not) to promote PA. The aim of the Pla3 therefore to develop these

programme theories, addressing complexity and behaviour at multiple levels of influence, to
make explicit the underlying causal mechanisms of what makéscation of healthcare

and leisure is working (or not). By making &ipthese underlying causal mechanisms, one

can begin to understand what it is about a programme which is working or not (Pawson &

Tilley, 1997). Additionally, as there have been numerous calls for more effective strategies

to address the growing burderf dlCDs and inactivity, it is important to evaluate whether or

not existing approaches such aslooation of healthcare and leisure are effective and what

aspects are working well, in order to implement furtherlooated sites more effectively.

Making these theories explicit are therefore an important step in effective design and future
evaluation of cdocated sites.

Finally, it is accepted in realist research that social programmes do not work everywhere and

for everyone under all circumstances, buatrelements of programme theory are
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transferable (Emmel et al., 2018). The refined set of theories developed from this PhD
research are neither finite, definitive, nor infallible, but aim to provide the best explanation
available at the time of this puloktion, in the form of transferable theories to explain how

co-location of healthcare clinics with leisure centres is working (or not) to promote PA.

2.4.2 Programmes are embedded

Programmes (and their actors) are embedded into an existing sociayrédlis means that

a programme will work differently in different circumstances and situations (Pawson &

Tilley, 1997). Géocation of healthcare and leisure across Sheffield may result in different

outcomes because of the different context in which tlaeg situated . There are four levels

of context to consider when examining how the existing social structures affect the

Jvd EA v3]}v }us Ju X W Ae}v o E] * Z&IUE /[[W J* Jv ]A]l p o

relationships iii) institutional iv) infstructural (Pawson & Tilley, 1997). A necessity of realist

evaluation is to consider how these different layers of the social reality affect how the

programme is working (or not) (Pawson & Tilley, 1997). These correspond to the important

contexts in prewaus literature (see Introduction Section 1.1 for more detail on these

contexts).
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knowledge and confidence discussing PA with a patient.

2. Interpersonal relationships created between the HCP and patient
3. Institutional: Service or organisational level cultural norms and prioritisation
of discussing PA with patients.

4. Infrastructural: Polices, legislation and funding at the government level
supporting
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NCD prevention initiatives focused on PA within healthcare within the NHS

2.5 Essential Concepts in Understanding Realist Theory

2.5.1 Context Mechanism Outcome Configuration

Theories are traditionally employed to express causation in realist research, using the
ContextMechanismOutcome configuration (CMOc) (Wong et al., 2016). Context is usually
but is not limited to factorat the institutional, infrastructural, interpersonal and individual
levels (Pawson & Tilley, 1997). Mechanisms can include available resources and human
reasoning. Outcomes are the effect of the mechanism firing (or not) in the context (Pawson &
Tilley, 197). Mechanisms thus operate within contexts resulting in (or not resulting in) a
particular outcome. The CMO configuration is depicted commonly as a rugby ball shape to
denote realist causality (Figuke0). CMO configurations are expressed in multiplg'sya

most commonly as C+M=0 (Pawson & Tilley, 1997).

Figure5.0 Context, mechanism, outcome configuration (Pawson and Tilley, 1997)

CMOcsre considered the accepted nomenclature amongst realist researchers for the
expression of realist programme theory (Wong et al., 2016). Despite this, CMOc

development has proven challenging to numerous researchers, specifically the task of
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conceptualisig the mechanism and differentiating between contexts and

mechanisms

(Dalkin et al., 2015; Emmel et al., 2019; Marchal et al., 2012). In addition, it can be difficult
to distinguish mechanism from the programme or intervention (Dalkin et al., 2015) and at
different levels of social structure (Westhorp, in Emmel di@k 2019). Mechanisms that
occur distally along the causal chain could become contexts that later become mechanisms
closer to the point of evaluation (Shaw et al., 2018). Depending on thé pbanalytic

focus along the causal chain, the causes of outcomes could be classed as contexts or
mechanisms (Shaw et al., 2018). Shaw et al. (2018) use the exampdeladyawhich can be
classed as part of theontextif occurring more distally alonpe causal chain from the point

of analysis or as mechanismif occurring closer to the outcome of interest. By using CMOcs
only, it is possible to risk only lists of contexts, mechanisms and outcomes and lose the

interconnected relationship between théree.

2.5.2 Framework for Reporting Theories

In this thesis, programme theories were expressed in early stages of development as prose,
then as IRPTs and final programme theories (PTs). For the reasons highlighted above, and
because of a desire to stv causal relationships at different levels of social structure, it was
impractical to define discrete contexts, mechanisms, and outcomes. It was important that
the research still led to theories that were realist in nature which meant expressing
explanatons of change that corresponded to the deeper, underlying and invisible powers
and liabilities and the contexts in which these produced outcomeSHENBECAUSE
statements were utilised. fFHENBECAUSE statements are explained below (Box 2.0). IF
represents thecontext or conditionsSTHEN represents theutcome and BECAUSE represents

the explanationt attending to mechanisms at different social levels..
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Box 2.0 Example {FHEN...statement representing CMO configuration

IFa healthcare clinic is elocated with a leisure facility HENHCPswill be more likely to
discuss PA with patienBECAUSE&xercise and physical activity will be more salient in

their minds.

By using HHENBECAUSE statements, it makes the finalised theories more underbtanda
and useful to those who are not familiar with realist methodology and those involved in the

implementation of celocated sites, HCPs and policymakers.

2.6 Programme theory development
The next part of this chapter on realist methodology presents the process of developing and

refining theories to explain how docation of NHS healthcare clinics with the leisure centre
environment works to promote PA (or not), under what circumstancekvalmy. An overview

of the research methods, design and phases will be presented.

2.6.1 Iterative and cyclical research design

Realist evaluation aims to develop deeper and ever refined explanations of what works for
whom, under what circumstances andhw(Pawson & Tilley, 1997; Sayer, 2000). This
necessitates a research approach that is reflexive, reflective, iterative and cyclical. This PhD
research utilised the processes of retroduction and abduction to develop testable theories.
Retroduction refersd the process of developing hypotheses from similar circumstances or
interventions (Kazi, 2003) and uses both inductive and deductive reasoning. Induction
means to look for patterns within data in order to develop theory (Given, 2012). Deduction
means to tart with theory and test propositions to see whether or not what is predicted

occurs (Greenhalgh et al., 2017). Abduction means to develop hypotheses about
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circumstances for which there is no theory, using existing data or drawing inference to the
best wrrent explanation (LeviRozalis, 2000). The various modes of inference relate to the
iterative cyclical design, because in order to develop the theories, one must move back and
forth between these different modes. This means that as data is collected, th

understanding and interpretation of the theories in question can change.

2.6.2 Methods

The research question was addressed through two realist phases (see &)igline purpose

of Phase 1 of this PhD research was to develop IRPTs to be testedéPha

Phase 1 consisted of a realist review, purposive search for existing middle range theory
(MRT), and interviews with NCSEM stakeholders. Initial theories were developed through a
realist review/synthesis. MRT was used to provide further structucerafinement to initial
theories. Interviews with NCSEM stakeholders were conducted to test and refine theories
further.

The purpose of Phase 2 was to further test and refine the initial theories developed in Phase
1. This was conducted through a rea#igaluation. These theories were tested through
interviews with HCPs working at, and patients attending, NCSHbtated clinics. These

phases are described briefly below with further detail provided in subsequent chapters.
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{realist review {realist evaluation to
further test and refine

{ purposive search for the initial th_eories
existing MRT developed in Phase 1

{interviews with {interviews with HCPs

NCSEM stakeholders and patients attending
Graves and Concord

{output: initial . _
programme theries {output: final reflngd
programme theories

N\ / NS /

Figure6.0 Research design

2.6.3 Phase 1Realist review/synthesis
Phase 1 began with a realist review. The aim of the realist review was to develop initial
programme theories to understand how, for whom, under what circumstances and why, the
co-location of healthcare and leisure centres is wogk{or not) to promote PA. The purpose
of developing initial theories at this stage to was to focus the research and to facilitate an

(( 8]JA & o0]*3 A op 8]}vX ~dZ 8§ Bu "E o0]*8 & A] Al*CVvSZ *]
Al8z "E& A] AV _ (speofifds PBDLKE ¥erininologgviewwill be used). Realist
review allows for inferences to be drawn from broad topic areas and diverse methods and
methodologies. This is particularly appropriate here as there the underlying theory to explain
how cclocating healthcare within leisure centres is expected to work, for whom and under

what circumstances has not been made explicit. The realist review is detailed in Chapter 3.
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2.6.4.1 Phase 1: NCSEM Stakeholder Interviews
The second component of Phase 1 sigted of a realist evaluation using interviews with
NCSEM stakeholders to test emergent themes developed from the realist review. This phase

is explained in greater detail in Chapter 4.

2.6.4.2 Phase 1: Middle range theory
The third component of Phaseconsisted of a purposive search for Middle range theory
(MRT). MRT was used to inform theory development in combination with the realist review
and NCSEM stakeholder interviews (described below in 2.7.4.2). MRTs are described as
theories which
ANo] weén the minor but necessary working hypotheses that evolve in abundance

during dayto-day research and the alhclusive systematic efforts to develop a

unified theory that will explain all the observed uniformities of social behaviour, social

organisatiov v <} ] o ZMeRon, 1968).
MRT can be used to guide empirical testing in realist evaluation by providing a scaffold of
existing relevant models, theories and frameworks. MRT can highlight key concepts that
may be influential to programme devegdment and helps to form an explanatory structure
to initial theories that emerge from the data (Shearn et al., 2017). Building programme
theory solely from tacit theories found in the literature or from stakeholder interviews
without reference to Middle Rage Theory (MRT) can be problematic for several reasons
including rediscovering what is already established, generating an overabundance of
candidate theories or developing theory that is unstructured (Pawson, 2013; Shearn et al.,

2017). Chapter 5 describes the process undertaken to identify MRT relevant to this study.
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2.6.4.3 Phase 2: Realist evaluation to test and refine initial rough theories

Phase 2 of this PhD consisted of a realist evaluation which tested and refirmiethe
developed in Phase 1. Interviews were conducted with patients who attended clinics and
healthcare professionals (HCPs) that worked at Graves or Concord Leisure Centres. The

objective of this phase was to test theories to produce refined programmeriées.

2.7 Chapter summary
This chapter provided an overview the realist philosophy of science, realist methodology and

methods used to direct this PhD research. The two phases used to direct the research as
well as the theory presentation frameworkgere also described. These specific phases and
methods and results are detailed in subsequent chapters. The next chapter explains the

realist review of existing literature completed during Phase 1.
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Chapter 3. Phase Defining calocation of health, leisure, and physical activity:
realist review

3.1 Chapter introduction

Chapter 3 presents a realist review exploring thdamation of healthcare and leisure. The
review was necessary to define the concept odacetion of healthcare and leisure (Shearn

et al., 2017). A realist review was chosen as there were no existing theories (at the time of
this research) explaining how the-tmcation of healthcare and leisure centres is expected to
work to promote PA. Whilstere were no theories explaining bocation of healthcare and
leisure at the time of this review it was important to conduct a realist review to discover
what evidence (or nuggets of wisdom) existed in the literaturedntributeto initial theory
building (Pawson, 2008; Shearn et al., 2017). It was important to develop initial theory ideas
from the literatureprior to testing with stakeholders to prevent finding what is already

known from the data (Shearn et al., 2017) (See Section 2.2 for furthemaxiola on the

rationale for using a realist approach).

Additionally, the review was intended to gather evidence to inform the development of
initial theories (presented in Chapter 5) about howlooation might facilitate PA outcomes
such as conversatierbetween HCPs and patients about PA, referrals to PA and increased

patient PA levels.

3.2 Aims of the realist review

The aim of the realist review was to gather evidence from existing from academic and grey
literature to contribute to the development of initial rough programme theories (IRPTS) to
understand how, for whom, under what circumstances and why, thcationof

healthcare and leisure centres is working (or not) to promote PA.
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3.3 Methods

An initial scoping search was conducted to identify existing exampleslotated

community and allied health professionals and/or specialist healthcare professiomals (a

1% %0}e &} 'We }JE % EJu EC E % E &§] VUEs s A]E8Z 0 J+uE
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of GP practices and/or other services within Hersure settingslnitial scoping searches
indicated that there were few examples of healthcare and leisurcation, so the search
was broadened (See Table 1.0). There was little cohesivity amongst the results in terms of
document type, study type, intervention type, el of celocation, or population served.
Furthermore, because elocation of healthcare services and leisure lacked definition as a
concept in its own right, it was necessary to search the literature more broadly, allowing for
inclusion of studies that pmorted on PA referral, delivery, promotion, uptake and

opportunities in various healthcare settings, from diverse methodologies.

3.3.1 Search strategy

A broad search strategy (Tabl@Ylwas developed to identify literature about health, PA and
leisure ©-location. The review adhered to the RAMESES guidelines (Wong et al., 2013).
RAMESES are reporting standards developed for realist syntheses andanetidve reviews
(Wong et al., 2013). Key concepts were developed from the initial search statement and
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education and experience. MEDLINE and CINAHL indexes were used to identify other
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potential subject headings. Several searches were piloted before the final geakchlace

which led to the inclusion of other synonyms of keywords not otherwise identified.
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Tablel.0 Search strategy

Key Concept:
Key Concept: y P Key Concept:

A> Jeu@E VSE Z

A 08Z o]v] Z_ — | "co-located"

~nZ 08Z o]v] Z_ No Jen@E VEE _ "co-locat*"
Synonyms ] _ _
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Use 'OR

"Health service*" Exercise Hub

NW o epEP EZ Gym integrat*
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3.3.2 Inclusion/Exclusion criteria for database search

The following inclusion and exclusion criteria were used for the database search. No

exclusions were made based on article type or study design.
Inclusion criteria:

T Topic: Studies were included which focused on health services or clinics and
leisure fadities which have been structurally 4ocated. Other relevant papers
on colocated health services or embedding PA within healthcare were included,
such as policy documents and grey literature.

T Study type: Sources included evidence reviews, opinion papérite papers and

primary studies.
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T Dates: No start date for the inclusion of studies. Health events such as the
development of the National Health Service (NHS) and World Health Organisation
(WHO) (1948) and policies such as the Hear Forward ViewNHS, 2014)
suggested that results would take place within the 20th century. There is also
evidence to suggest a resurgence in the presence of physical activity in health
policy in the latter half of the twentieth century (Mansfield & Piggin, 2016).

T Geogrphy: Only studies which have taken place in high income countries were
included as it was necessary to consider differences in the issues that these
healthcare systems face. Different healthcare systems will have different
implications and effects on theetlvery of potential cdocated health and leisure

models.

¥ Language: Only papers in English or English language translation were included.

Exclusion criteria:

T Topic: Studies which were not focused on health services or clinics and leisure
facilities which have been structurally-tmcated or other relevant papers on
colocated health services

T Study type: No exclusions.

T Dates: No exclusions based solely on date

¥ Geography: Studies from low and middle income countries.

¥ Language: Papers published in languages other than English.

3.3.3 Search processes

See Appendix 1 for a table detailing the search processes used. Initially a brief scoping search

was conductd to search for existing literature, policy and other documents on colocation of
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healthcare and leisure, using Google and Google Scholar search engines as well as
governmental, organisation, voluntary websites in health, physical activity and colocation.
Next, an academic database search was conducted, utilising academic databases in health,
sport and medical subjects. These databases included: MEDLINE, CINAHL, SportDiscus,
SCOPUS and Psychinfo. The results of the academic database search included any
docunents related to barriers and facilitators of sport and health collaboration, opinion
papers on physical activity approaches, physical activity interventions and strategies as well
as policy recommendations. The search was run after several trials seaatisingct, title

and subject terms on 25/04/2018 and retrieved after removal of duplicates. Results are
shown in Figur&.0 (PRISMA Flow Diagram). Results from each database were as follows:
MEDLINE (199), CINAHL (146), SportDiscus (27), Psychinfoddd®3, (3698). The results
were uploaded into Mendeley as well as to (2150 results) Excel for title and abstract
screening. After removal of duplicates, 1789 were left. After title screening, 72 results were
left. After application of the inclusion/exclusicriteria, 33 documents were left for fetkbxt
review. Finally, a search was conducted to include grey literature and policy documents from
government, organisation and policy websites and included sport, physical activity, health
and design information(These are detailed in Appendix 1). Finally, 6 documents were
included from the grey literature to bring the total to 39 documents for inclusion in the
review. Initial screening was performed following piloting with one PhD supervisor (KS) of 10
papers toensure clarity on inclusion criteria. Six documents from grey literature were also
included based on stakeholder suggestions and searching relevant body, policy and

government websites and Google.
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Figure7.0 PRISMA Flow Diagram

A summary of the data is presented in Tabl@. Only one result from the academic
database search specifically describedaration of healthcare in a leisure centre (Leotta et
al., 2011). Leotta et al2011) provided a narrative account of a diabetes centrdéocated

with a gym in Giarre, Sicily. This paper, whilst mostly descriptive, provided insights into
initial theme development. Theories were inferred from papers that related to the

colocation of A and health, as well as relating to PA in healthcare.

3.3.4 Data extraction and appraisal
Data extraction followed an iterative process in keeping with realist methodology (Pawson

et al., 2005; Wong et al., 2013). Data was extracted to Excel andl calag@mnships were
inferred and redescribed as themes based on how the data might contribute to an

understanding of how ctocation is working (or not) The data was appraised and extracted
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using a template modelled on a previous realist review (Willietrad., 2017). The template

allowed for the inclusion of literature from various methodologies and subjects. Information

was noted about the document type, source, aims, intervention, design and outcome.

Where possible, contextual factors, mechanisms pastulated theory were described or

inferred from the source. Additionally, in keeping with realist methodology, documents

were appraised for relevance, or the ability to contribute to theory development and

refinement of how cdocation of leisure and cli] o « EA] « "A}EIls }JE } «v[§ A}E
promote PA (Pawson et al., 2005). The literature was also appraised for rigour, which was
assessed based on the credibility of the methods used to generate the evidence, rather than
quality appraisal of the study,» A v %}}@Eo0C <]Pv +3pu ]« v }vs Jv ~vuP
Ale Ju_ ~W Ae}vU TiideX

3.4 Results
3.4.1 Initial Themes

After selecting and appraising the documents, nineteen themes of helwaadion works to
promote PA were synthesised from the findingsgépdix 2). Data was extracted, coded to a
theme and then written out in narrative format to develop an explanatory theme related to
co-location of healthcare and leisure to promote PA. These themes were used to develop an
initial set of theories to guidehe next component of Phase 1, consisting of interviews with
NCSEM stakeholders. The themes used to develop the IRPTs are described below, with the
IRPTs presented in Chapter 5. Table 2 presents background information of each study that
contributed to the nitial themes. Twelve themes most focused on answering the research

guestion are described below.

The 12 remaining themes were prioritised based on their ability to contribute to answering
§Z E « E Z <p *38]}v "AZ 3§ A}YEI|+ (}E AZyedandwhyForAieed ]E pu-

o} 8]}v}i(Z 08Z E Vv 0 ]J*uHE S} %oE}u}s W M_
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With consideration of the various levels of influence on behaviour that are often described
within whole system approaches (Bagnall et al., 2019), resulting themes were then mapped
against one of four levels of social strata: Infrastructural, institutional, interpersonal and
individual (Pawson & Tilley, 2004) (See Fi@rénferences were then made as to how the
results might be applied to the Sheffield-tmation model. Themes we then used to

A 0}% ]Jv]8] o0 8Z }&E] U AE]88 v + ~/&U d, EU h~ e

(V213
(V513

underlying causal mechanisms oflogation of healthcare and leisure to promote PA

(Pawson & Tilley, 2004).
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Table2.0 Data from realist review and background of the review results contributing to themes

Study type

Background

Source contribution

Specific theory theme

Barrett, E. M., Hussey, J
& Darker, C. D. (2017).
Feasibility of a physical
activity pathway for Irish
primary care
physiotherapy services.
Physiotherapy, 103(2),
106-112.

Modified Delphi approach

To establish consensus on a physi
activity pathwa suitable for use by
physiotherapists in Irish primary

care. The physical activity pathway
"Let's Get Moving" was examined
agree recruitment criteria and seek
consensus on component parts.

background information
on physiotherapy and
exercise referral

logistical challenges

& Jv U ,X : XU
C. K. (2007).
Development and
implementation of a
pharmacistmanaged
universitybased
wellness center. Journal
of the American
Pharmacists Association
47(3), 396397.

case report

Report on development and
implementation of gogharmacist
managedwellness center based on
campus within a school of
pharmacy,

combining two disciplines
of health through
colocation can improve
patient health outcomes
through increased
referrals to otherhealth
providers

coordination and
collaboration (structural)

increases convenience
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Boehler, C. E., Milton, K
E.,,BulbF.C.,, &
FoxRushbyJ. A. (2011).
The cost of changing
physical activity
behaviour:evidence from
a" physical activity
pathway" in the primary
care setting. BMC publig
health, 11(1), 370.

guantitative study

Time driven variant of activitybase
costing, audit data througgeMIS
and a survey of practice managers
provided patientlevel cost data for
411 screenedhdividuals

background information
on pa in healthcare

increases awareness of P/
facilities

BdrjessonM. (2013).
Physical activity in the
hospital setting.

scoping study/review

Expert paper reporting evidence fq
different methods to increase the
level of PA in patients, barriers to
the implementation of PA in the
hospital setting and potential

solutions.

rich data to inform theory
building

logistical challenge
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Candib L. M. (2013). A
more holistic approach
needed to physical
activity access for
all/silva et al. Respond.
American journal of
public health, 103(6), E3

expert
opinion/recommendations

Opinion letter recommendations to
Silva et al. to strengthen the projeq
design: Iplacing a followup call or
an email to all individuals issued &
referral to determine whether they
had visited the YMCA or not and
providing counseling to those that
did not use their referral. 2
individuals who opted into the
membership could have undergon
a brief orientation (e.g., gym tour,
brief assessment, goal setting) ang
been assigned a peer accountabili
% ESv E }E "PCu
their initial intake pra@ess.

background information
and theory building

normalising PA
modelling

awareness of PA
opportunities

logistical challenges

Carson, S. R., Carr, C.,
Kohler, G., Edwards, L.,
Gibson, R., & Sampalli.
(2014). A novel

literature review and
formative/ongoing
evaluation

A communitybased health
promotion model in Canada that
uses population health promotion
approaches to reduce the impact @

rich data to inform theory
ujo JvP  }jus ZA
AYEI[ 3} E 3

long term conditions
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community-based model
to enhance health
promotion, risk factor
management and
chronic disease
prevention. Healthcare
quarterly (Toronto,
Ont.), 17(3), 4&4.

chronic conditionghe model
acknowledges the influence of the
social and environmental
determinants of health and
emphasizes the importance of
creating supportive community
environments for health (policy
level context); free programming,
community clientbased, whole
person approach, interprofessiona
accessible, behaviour change
(intervention/organisational level
context)

supportive community
environments for health

Dietz, W. H., Solomon, |
S., Pronk, N., Ziegenhor
S. K., Standish, M.,
Longjohn, M. M., ... &
Sanchez, E. J. (2015). A
integrated framework
for the prevention and
treatment of obesity and
its related chronic
diseases. Health Affairs,

34(9), 14561463.

expert
opinion/recommendations

A new iteration of the Chronic Carg
Model that integrates clinical and
community systems to address
chronic diseases

The delivery of care for obesity
requires the integration of
providers of that care and the
integration of health care delivery
systems and community services

insight on intgrated care
systems in the community

coordination and
collaboration (structural)

increase convenience

increases awareness
logistical challenges
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Fortney, L., Rakel, D.,

expert

Objective: describe key ingredients

background information

improved patient

RindfleischJ. A., & opinion/recommendations | of integrative medicine angropose | and expert experience
Mallory, J. (2010). models and suggestions that can fj recommendations on
_Introdugtion to implemented on the clinical level a| integrative care to inspire
integrative primary care: well as the philosophical level that theory building
th'e .healt.horlented can help inform primary care
CI'_n'f:' P.rlmar.y Care: ] design, lead to increased patient
Clinics in Office Practice satisfaction, lower health care cost
37(1), ¥12. and promote prevention over
treatment.
Hodgson, M. H., qualitative study Oneone semistructured interviews| example of pa programme long term
McCulloch, H. P., & Fox to identify factors influencing integrated into health conditions

K. R. (2011). The
experiences of people
with severe and endurin
mental iliness engaged i
a physical activity
programme integrated
into the mental health
service. Mental health
and physical activity,

4(1), 2329.

adherence to an activity programir
and the perceived effects of PA on
wellbeing in people with severe an
enduring mental iliness (SEMI)

searvice for specific
condition
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Hopkins, J. M. (2013). A
more holistic approach
needed to physical
activity access for all.
American journal of
public health, 103(6), e3

opinion paper

Letter to editor in response to Silvg
et al. (2012) calling for the holistic
integration of public kalth and
primary care to provide PA
opportunities for community health
patients

background information

increases convenience

increases awareness of P/

facilities

Jones, A. Y. M., Chan, [
F. Y., Fu, S. N,, Ngai, S.
C.,&Ho, S. Y. K. (2007
Exercise prescriptica
pilot collaboration
between medical
practitioners and
physiotherapists. Hong
Kong Practitioner.

one-group, pre/post-test
design study

This article reports the success of
collaboration between medical
practitioners and physiotherapists
in exercise prescription

They concluded that collaborative
efforts by medical practitioners ang
physiotherapists could effectively
promote primary health care and
should be widely adopted in the
community.

data to inform theory
building about
collaboration in a
healthcare and gymetting

coordination and
collaboration (structural)

Jones, R., Van den Brue
A., Gerada, C., Hamilton
W., Kendrick, T., & Watt
G. (2015). What should
integrated care look
like...? Br J Gen Pract,
65(632), 149151.

expert recommendations

Description by five health experts
on what integrated care should loo
like for children, older people,
people with cancer, mental health
problems, and patients with
multimorbidity.

hcp opinions on
integrative care
preferences for different
conditions

coordination and
collaboration (structural)
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Karusisi, N., Thomas, F.
Méline, J., & Chaix, B.
(2013). Spatial
accessibility to specific
sport facilities and
corresponding sport
practice: the RECORD
Study. International
Journal of Behavioural
Nutrition and Physical
Activity, 10(1), 48.

guantitative
study

Study of spatial accessibility and
likelihood of attendance to specific
sport facilities.

Data from the RECORD Study
involving 7290 participants
recruited in 20042008, aged 3@79
years, and residing in the Paris
metropolitan area were analysed.
Associationdetween the spatial
accessibility to sport facilities and
the practice of the corresponding
sports were assessed using
multilevel logistic regression after
adjusting for individual and
contextual characteristics

rich data to inform theory
building about low
colocation could
ameliorate logistical
challenges

logistical challenges

Karwalajtys, T., &
KaczorowskiJ. (2010).
An integrated approach
to preventing
cardiovascular disease:
community-based
approaches, health
system initiatives, and
public health policy.
Risk management and
healthcare policy, 3, 39.

literature review and
opinion paper

Recommendations fomulti-level
integrated approach to CVD risk
prevention and management

expert recommendations

increases convenience

long term conditions

social support
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Kemper, K. J., Dirkse, D
Eadie, D., & Pennington
M. (2007). What do
clinicians want? Interest
in integrative health
services at a North
Carolina academic
medical center. BMC
complementary and
alternative medicine,
7(1), 5.

gualitative study

Crosssectional online survey aboul
referrals and recommendations
made in the past year and interest
in therapies if they were to be
offered at the medical center in the
future

background on integrative
care services and
colocation

patient experience

increases convenience

Kligler, B., Bair, M. J.,
Banerjea, R., DeBar, L.,
EzejiOkoye, S., Lisi, A.,
& Cherkin, D. C. (2018).
Clinical Policy
Recommendations fron
the VHA Statef-the-Art
Conference on Non
Pharmacological
Approaches to Chronic
Musculoskeletal Pain.
Jaurnal of general

internal medicine, 38.

expert
opinion/recommendations

Clinical policy recommendations
emphasizing multimodal care with
rigorous evaluation grounded in
team-based approaches to test
integrated models of delivery and
steppedcare approabes; and
working to address socioeconomici
and cultural barriers

clinical policy
recommendations

increases convenience

coordination and
collaboration
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Lederman, O., Suetani,
S., Stanton, R., Chapma
J., KormanN.,
Rosenbaum, S., ... &
Siskind, D. (2017).
Embedding exercise
interventions as routine
mental health care:
implementation
strategies in residential,
inpatient and community
settings. Australasian
Psychiatry, 25(5), 45145

scoping study/review

Report on key components of
successful exercise interventions
embedded into residential,
inpatient and community mental
healthcare in Australia.

rich data to inform theory
building

long term conditions

Leemrijse, C. J., De
Bakker, D. H., Oomk.,
& Veenhof, C. (2015).
Collaboration of general
practitioners and
exercise providers in
promotion of physical
activity a written survey
among general
practitioners. BMC family

practice, 16(1), 96.

crosssectional survey

A study reporting on a wrién
questionnaire about PA promotion
sent to a representative random
sample of Dutch GPs.

rich data to inform theory
building

coordination/collaboration
of health and PA
professionals (structural)

improves patient
experience

long term conditions
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Leenaars, K. E. F., Smit
E., Wagemakers, A.,
Molleman, G. R. M., &
Koelen M. A. (2015).
Facilitators and barriers
in the collaboration
between the primary
care and the sport secto
in order to promote
physical activity: a
systematic literature
review. Preventive
medicine, 81, 46@78.

systematic review

Review to identify cadiborative
initiatives between the primary car
and sport sector in order to
promote PA.

rich data to inform theory
building

coordination/collaboration
of health and PA
professionals (structural)

increases awareness of P/
facilities
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Leotta, C., Fedele, V.,
Schifilliti, C., Ingegnosi,
C., Savoca, G., Cucinott]
L., & Strauss, K. (2011).
Movement in health:
Housing a diabetes
centre within a gym (and
vice versa). Journal of
diabetes, 3(4), 27-277.

formative evaluation

Narrative alout a diabetes centre
purposely cdocated with a gym in
Sicily.

rich data to inspire theory
building; most similar
representative example of
co-location to theNCSEM
model

perceived importance

increases awareness of P/
facilities

coordination/mllaboration
of health and PA
professionals (structural)

normalises PA behaviour

modelling physical activity
behaviour

Martin, B. W., Padlina,
O., MartinDiener, E.,
Bize, R., Cornuz, J., &
Kahlmeier S. (2014).
Physical activity
promotion in the health
care setting in
Switzerland.
Schweizerische
Zeitschrift fur
Sportmedizin und
Sporttraumatologie,
62(2), 1922.

review

Review of physical activity
integration into primary care in
Switzerland

Setting: integrated physical activity
into primary care in Switzerland

background information
on pa in healthcare
setting

increasesonvenience
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Matheson, G. O., Klugl,
M., Engebretsen, L.,
Bendiksen, F., Blair, S. N
Bdrjesson, M., ... & Khat
K. M. (2013). Prevention
and management of nen
communicable disease:
the IOC consensus
statement, Lausanne
2013. Sports Medicine,
43(11), 10751088.

expeat
opinion/recommendations

Summary of results of a consensu
meeting on NCD prevention
sponsored by the International
Olympic Committee (I0C)

in April 2013

-strategy for the prevention and
management of chronic disease
that includes the following:

1. Focus on behavioural
change as the core component of
clinical programs for the preventiof
and management of chronic
disease.

2. Establish actual centres to
desiq, implement, study, and
improve preventive programs for
chronic disease.

3. Use humarcentered design
in the creation of prevention
programs with an inclination to
action, rapid prototyping and
multiple iterations.

4. Extend the knowledge and
skills of Sportand Exercise
Medicine (SEM) professionals to
build new programs for the
prevention and treatment of chroni
disease focused on physical activi

diet and lifestyle.

expert
opinion/recommendations
and background
information

coordination and
collabomtion (structural)

increases awareness

perceived importance
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5. Mobilize resources and leveragq
networks to scale and distribute
programs of prevention.

Mclintosh, N., Fix, G. M.,
Allsup, K., Charns, M.,
McDannold, S., Manning
K., & Forman, D. E.
(2017). A Qualitative
Study of Participation in
Cardiac Rehalitiation
Programs in an
Integrated Health Care
System. Military
medicine, 182(9L0),
el75%el763.

gualitative study

Qualitative study to identify
contextual factors that influence
patient participation in CR

rich data to inform theory
building

logistical challenges
long term conditions

inconsistency of the clinica
schedule

logistical challenges

81



Moe, R. H., Grotle, M.,
Kjeken, 1., Olsen, I. C.,
Mowinckel, P.,
Haavardsholm, E. A,, ...
Uhlig, T. (2016).
Effectiveness of an
integrated
multidisciplinary
osteoarthritis outpatient
program versus
outpatient clinic as
usual: a randomized
controlledtrial. The
Journal of rheumatology!

43(2), 411418.

randomised control trial
(RCY

RCT of an integrated osteoarthritig
outpatient programme versus
outpatient care as usual

rick data to inform theory
building

improves patient
experience
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Morris, M. (Ed.). (2006).
Integrating planning and
public health: tools and
strategies to create
healthy places.

case report

Examination of collaborations
between planners and public healt
professionals committed to buildin
healthy communities. It ouithes the
five strategic points of intervention
at which planners and public healt
professionals can coordinate their
efforts: visioning and goal setting,
plans and planning, implementatio
tools, site design and development
and public facility siting anchpital
spending. Case studies illustrate tH
specific toolsv including health
impact assessments used in such
collaborations. The report also
examines the role of universal
design in creating healthy
communities

background information
on planning andlesign
through calocation to
foster pa

perceived importance

increases awareness of P/
facilities

Murphy, S., Raisanen, L
Moore, G., Edwards, R.
T., LinckP., Williams, N.
... & Moore, L. (2010). A
pragmatic randomised
controlled trial of the
Welsh National Exercise
Referral Scheme:
protocol for trial and
integrated economic ang
process evaluation. BM(

Public Health, 10(1), 352

study protocol for mixed
methods randomised
controlled trial

Study protocol for mixed methods
randomised controlled trial, with
nested economic and proces
evaluations. A nested process
evaluation examined how the
initiative was implemented, gained
an indepth understanding of the
views of providers and users, and
facilitated interpretation of
outcome effects.

background information
on exercise referral

long term conditions
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Olsen, K. D., & Warren
B. A. (2011). Integrating
health and health care.
ACSM's Health & Fitnes
Journal, 15(4), 234.

case study/report

Case report on the Mayo Clinic D
Abraham Healthy Living Centre
explaining their approach to
integration of the halth/fithess

and healthcare team and how this
approach can aid in disease
management and prevention.

rich data to inform theory
building

improves staff experience

Ribera, A. P., McKenna,
J., & Riddoch, C. (2006)
Physical activity
promotion in general
practices of Barcelona: a
case study. Health
education research,
21(4), 538548.

gualitative study

Objective: to generate explanation
for the lack of integration of
physical activity (PA) promotion in
general practices of Barcelona, the
capital of Catalonia

Theoretical approach: This
explanatory study adopted a
gualitative approach, based on
three techniques; focus groups (n {
3), semistructured (n = 25) and
short individual interviews (n = 5).

background information;
support forcommunity
basedPAapproaches

increases convenience
logistical challenges

increases awareness
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Seidman, M. D., & van
Grinsven, G. (2013).
Complementary and
integrative treatments:
integrative care centres
and hospitals: one

vS E [ e %o (E * %o
Otolaryngologic Clinics ¢
North America, 46(3),
485497.

descriptive paper

Descriptive article aboutree
complementary medicindocused
integrative care centre

background information
on integrative and
complementary care

coordination and
collaboration (structural)

Speake, H., Copeland, R
J., Till, S. H., Breckon, J
D., Haake, S., & Hart, O
(2016). Embedding
physical activity in the
heart of the NHS: the
need for a wholesystem
approach. Sports
Medicine, 46(7), 939946

expert recommendations

plans detailing theo-location of
NHS clinics with leisure centres in
Sheffield.

rich data to inform theory
building, background
information, expert
opinion and
recommendations

perceived importance

increases awareness of P/

improved staff experience

coordination and
collaboration(structural)
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Taylor, A. H.,
EversonHock, E. S., &
Ussher, M. (2010).
Integrating the
promotion of physical
activity within a smoking
cessation programme:
Findings from
collaborative action
research in UK Stop
Smoking Services. BMC
health services research
10(1), 317.

collaborative action
research study

Objective: Within the framework of
collaborative action research, the
aim was to explore the feasibility o
developing and embedding physic
activity promotion as a smoking
cessation aid

Collaboration with advisors was ke
in ensuring that a feasible
intervention was developed as an
aid to smoking cessation. There is
scope to further develop tailored
support to increasing physical
activity and smoking cessation,
mediated through changes in
perceptions about the benefits of,
and confidence to do physical
activity.

information to inform
theory building

increases convenience

coordination and
collaboration (structural)

perceived importance

Williams, P. M. (2012).
Integration of health and
social care: a case @
learning and knowledge
management. Health &
social care in the
community, 20(5),
550560.

gualitative study

Qualitative study on integration of
health and social care as an exerc
in learning and knowledge
management; collaborative culture
was key for learning and knowledg
uv P uvsV }ro} S]}v
facilities, joint appointments, trust
and interpersonal relationships
were seen important for tacit
knowledge exchange.

rich datato inform theory
building on celocation

perceived importance

knowledge transfer and
shared learning
increases convenience
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Whitelaw, S., Topping,
C., McCoy, M., & Turpie
L. (2017). Promoting
integration within the
public health domain of
physical activity
promotion: Insights from
a UK case study. Journg
of Integrated Care, 25(3
174-185.

case study

Research method: A quality
improvement (QI) methodology wa
deployed, comprising three
elements: a diagnostic tool that
assessed strategic and practice
positions; a halflay workshop that
brought senior leaders together for
to reflect this evidence; and a
structured process that sought to
generate proposals for future
integrated action

data to inform theory
building

coordination and
collaboration (structural)

improved staff experience

Grey Literature

Copeland, R., Hart, O.,
and Till. S. (2015).
National Centre for Spor
and Exercise Medicine
(NCSEM). Community
MSK: a hub and spoke
model.

expert recommendations

Expert recommendations calling fg
embedding PA into healthcare.
Presentation of case study of
colocation in Sheffield

background infomation
and rich data to inform
theory building

increases convenience

(Department for Digital,
Culture, Media & Sport,
fiiAsX dZz P}A (@
sport strategy Sporting
Future: A New Strategy

for an Active Nation

working paper

h< P}A Evu v3[s *%}E
Sporting Future

increases convenience

normalising PA
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(Design Council, 2009).
Report: Sustainable
Places for Health and
Wellbeing

report

Design Council report on what
sustainable places for health and
A oo ]JvP Zo}}l o]l |

background information
on building design

increases convenience

increases awareness of P/
facilities

(Project for Public
Spaces, 2016). The Cas
for Healthy Places

working paper

Working paper and case studies 0]
ZZ 08ZC %0 ¢f

theory building

increases convenience

increases awareness of P/
facilities

(Sinclair, 2017). Building
Connections: cdocating
advice services in GP
and job centres

paper included from the
grey literature

An evaluation report of the
colocation of advice centres in
general practices and job centres

rich data to inform theory
building and other
example of cdocation

increases convenience

knowledge transfer and
shared learning

(UK Active, 2018).
Empowering
communities:

An assessment of capitg
investment into
community wellness
hubs

case examples and
evaluation of community
wellness hubs including
NCSEM ctocation model
in Sheffield

An assessment of capital
investment into
community wellness hubs

background information
and rich data to inform
theory building

increases convenience

coordination and
collaboration

perceived importance
increases awareness

normalising PA
modelling
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3.4.2 Overview of source contribution

The 39 sources listed above contribute to background information on the topics of exercise
referral, integration of healthcare, elocation, placemaking, healthcare design and PA. All

of the sources contribute to theorguilding in some way. Some sourgasvide data which
speak to contextual and mechanistic elements of the described themes. The sources are
from different countries, disciplines, healthcare systems, sectors and of different

methodologies which made it challenging to compare the findingmgij from each source.

There are interrelationships between the expert opinions and recommendation papers
calling for reducing barriers to PA opportunities, integration of services, embedding PA into

healthcare and reducing chronic disease through PA.

3.4.3 Themes supporting elmcation of healthcare and leisure as a means to enable PA

promaotion

The themes (described in greater detail below) include:

1. Increases convenience

2. Perceived importance of PA

3. Knowledge transfer and shared learning to promote P

4. Coordination/collaboration of health and PA professionals (structural)

5. Normalises PA behaviour

6. Modelling PA behaviour

7. Improves patient experience
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8. Improves staff experience

9. Increases awareness of PA facilities
10. Long term conditions
11.Inconsistency othe clinical schedule

12. Logistical challenges

1. Increases convenience

Several of the findings suggested thatlooation of healthcare and leisure would increase
convenience for service users (Hopkins, 2013; Karwalajtys & Kaczorowski, 2010; Dietz, et al.,
2015; Kliger, et al., 2015; Leemrijse, et al., 2015; Seidman & vasvarn, 2013; Berdine &

K[E o]JU Tii6V D} U § oXU 1iioV d Co}EU § oXU 1iiiV tlJoo] ueU

2006; Martin et al., 2014; Kemper, et al., 2007; ukactive, 2018; Copeland, et al.,
2015;

Sinclair, 2015; Department for Digital, Culture, Media & Sport, 2015; Design Council, 2009).

This theory theme was noted in the case study of two integrated services (a mental health

service and a multidisciplinary care group) (P. M. Williams, 201Zg)aatron development

and implementation of a pharmacistanaged wellness centre (based on campus within a

e Z}}0 }( %Z Eu Ce ~ E Jv ~ K[E ]JoU 1ii6U & A] A }( %ZC+] o
primary care in Switzerland (Martin, et al., 2014) and &al@ation report of the cdocation

of advice centres in general practices and job centres (Sinclair, 2017).

Sinclair (2017) concluded (in an evaluation report of théocation of advice centres in

general practices and job centres) that key rationaflentegration was to provide single

point of acces$or service users®W }% o0 VP P uHGcatdd]seRicds than with

« EA] + AZ] Z & <p]E 3Z u 8} SE A oU landrefermoande3 v U &}
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engagement rates were higher in embestticcoo} § ¢]S X ]S]}v ooCU SZ "JuL
of the PA opportunities that the leisure centre provides could facilitate referrals by

providing patients the opportunity to participate as soon as they have been primed by a
conversation with the HCP (Bio JEU Tii0 XS} % "} vZddé uaigQe to colocation,

could also make it easier for HCPs to prescribe and refer to PA because the leisure centre

and gym is in the same location, thus keeping PA in the forefront of HCPs cognitive

awareness (Copand, R., Hart, O., 2015; Ukactive, 2018).

It may be concluded that elmcation of health and leisure services would work to increase
physical activity promotion by increasing convenience for the user and health care

practitioner.

2. Perceived impdance of PA

Several studies suggest that the-logation of healthcare with leisure increases the

perceived importance of PA for both HCPs and patients (Leotta, et al., 2011; Matheson, et
al., 2013; Morris, 2006; Speake et al., 2016; Taylor, et al., 2K @ctive, 2018, Williams,
2012). In the Williams' (2012) case study, the two integrated services were purposely co
located together in the same facility (rather than using an existing facility). The NCSEM
facilities have also been purposely-lozated, herefore, the inference of this theme is that
this purposebuilt co-location raises the profile of PA in patients and HCPs, which may make
it more likely that HCPs will promote PA and patients will participate in PA opportunities.
Part of this profile raisg is the intention behind purposkuilt co-location. In the case of

§Z E ~ D u} oU *% ](] o00C '"® A «U }v « EA] A «v[3 u E oC :
service, the healthcare clinics and leisure facilities wertcated intentionally, recognising

the merit of each service equally.

91



With this in mind, cdocation of health and leisure services might work to promote the
perceived importance of PA. Purposely building andbcating services may raise the
profile, thus, enabling easier promotion and rafa@rof PA (Leotta et al., 2011; Speake et al.,

2016).

3. Knowledge transfer and shared learning to promote PA

Two studies suggest that the -bocation of healthcare with leisure promotes knowledge
transfer and shared learning to promote PA (Williams, 2012; Sinclair, 2017). In Williams
(2012) case study, the integration of health and social care througboadion of facilities

as well as trust and interpersonal factors help to facilitate knowledge transfer and shared
0 EV]VPX A]v o JE[s ~Tiidée A op dochtedyith R practiedsE « }
suggested that putting two services together could result iovidedge transfer and shared

learning on an administrative basis.

Learning through informal interactions is preferential to traditional dbaked structured

learning (P. Williams, 2012). Whilstlozation is helpful, it does not solely determine

whether different professional groups share knowledge. Tacit knowledge exchange is a key
factor for integration; it is facilitated through informal interactions whichlgoation allows

(P M Williams, 2012). Designing spaces thdbcate healthcare and leisuservices could
therefore enable and enhance the shared understanding, value and referral of PA by
allowing for informal interactions to occur between HCPs and exercise professionals (Speake
et al., 2016). It is inferred that through these informal interas, tacit knowledge could be
shared around the benefits of PA promotion, discussion and referrals (Copeland, R., Hart, O.,
TiineX /v ]181}vU , We v /&£ E J* % E}( **]}v 0o }po <Z &

to promote PA amongst patients. Knowledggansfer and shared learning is important for
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co-location to work to promote PA because then HCPs and exercise professionals will share
knowledge regarding patients and best practices to promote PA. Physitadatmn

enables knowledge transfer and skd learning to work to promote PA. Therefore,

colocation of healthcare and leisure may work to facilitate knowledge transfer and shared

learning to promote PA.

4. Coordination/collaboration of health and PA professionals (structur8gveral studies
suggest that the celocation of healthcare with leisure increases coordination/collaboration
of health and PA professionals (structural) (Leotta et al., 2011; Leemrijse et al., 2015;
~> v E+ § oXU TiifieX /v > }3%-locatéd centriesatAJAE | U }EZ 1@ U] ]5C

v Jvd§ PE §]}v. S8A v §Z PCu v Z o03Z & ( ]o]s] « Azl Zz (}
UMOS] ]* 1% 0]v EC %% E} Z ~> }88§ § oXU TiiieX > uEl]ie §
found that GPs participating in a formal alliancehwither HCPs made more exercise
referrals than colleagues not in a formal alliance. Developing strong formal alliances and
referral pathways with community organisations also promotes PA and healthy lifestyles
(Leenaars(Leenaars et al., 2018)liancesv Z 05Z % E}u}sS]}v v (Tv U A
collaboration between two or more parties that pursue a set of agreed goals for health
% E}IU}S]IVvX_ ~']oo] *U i6806U %X ilieX tZ v , We E pv ES Jv }H
HVeHE J( W }%%}ESUVIEES o "AVSUEZ &£ E ] % E}( *+]}v o
prevent the HCP from making referrals to PA (Leenaars et al., 201B)calion may
facilitate collaboration by creating structural linkages and referral pathways between the
healthcare and leisure (Leattet al., 2011; Lobelo et al., 2014b). The mechanism described

above is that if HCPs and exercise providers collaborate, HCPs may become more
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knowledgeable about PA promotion, opportunities and referral pathways and this

collaboration could lead to increadA referral (Leenaars et al., 2015).
5. Normalises PA behaviour

Research suggests that the-lozation of healthcare with leisure normalises PA behaviour
(Cabdib, et al., 2013; Department for Digital, Culture, Media & Sport, 2015; Leotta et al.,
2011; Uk active, 2018). A docated diabetes centre and gym described by Leotta, et al.
~7ii6e Z] A ~(op] 183C v Jv8 PE 3]}v}i(u ] o €& A]3Z PCu |
N%oUE %} (MO OMEE]VP }(8Z JE €& }( 8Z 3AliKaredzZz ( ]o]3C
designed so that patients see staff and other patients (like themselves) participating in the
same exercises, thus normalising PA (Leotta et al., 2011). This would not occur in a
traditional clinical setting without gym facilities. @aration of halthcare and leisure
facilitates normalisation of PA because patients that might not ordinarily be exposed to the
leisure centre environment are exposed to people being physically active when they attend
their clinical appointment. Over time, attending Hérecare appointments in a leisure centre
setting could serve to change norms of PA in the minds of patients. The hypothesis is that
patients who attend healthcare settings-tmcated with leisure facilities will be more likely
to view participation of PAithe healthcare setting as normal. Furthermore, in the leisure
VEE VA]JE}vu v3U % 5] vi3e AlJoo « }3Z E- "0o]l $Z u_ ]JvP %
encourage physical activity through peer modelling of PA behaviours and increasing belief in

thep 8] v8[*« }JAv ]0]3C 8} % E(}EuU §Z | E Z AJJuEX

If there are seamless boundaries between the healthcare and leisure facilities, then the

patient may be more likely to see the behaviour as normal.
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6. Modelling PA behaviour

Several studies suggetat the colocation of healthcare allows for patients to experience
modelling of PA behaviour by both staff and other patients (Candib, et al., 2013; Leotta, et
al., 2011; ukactive, 2018). In the M.O.V.l.Slooated diabetes centre, staff are able to
participate in PA in the same gym as patients; "staff teach by doing" (Leotta et al., 2011),
therefore, modelling PA behaviour to patients that are observing them in the gym at the
same time. This idea can be applied to the NCSEMaztion model as leige centre staff

and HCPs working in Graves and Concord can use the gym for free. A patient in Graves or
Concord could be exercising in the gym at the same time as a HCP or leisure centre staff
member, thus, modelling healthy behaviour to the patient. ltilicbbe inferred from this

that if the patient at Graves or Concord sees the gym staff and HCPs participating in PA
whilst they are in the gym, the staff may appear as aspirational figures to the patients. In
addition, patients may observe other patients wh are of similar health status participating

in PA in the cdocated environment. Previous research shows-s#fitacy can be influenced
through modelling behaviour (Bandura, 1986, p. 400) and that if an individual observes
someone being physically aoti could help build the patients sedfficacy, making them

more likely to begin and maintain PA behaviour. This hypothesis is subject to individual
differences in psychology and motivation, however, as some individuals are not motivated
by individuals thaseem aspirational or interesting, such as sports figures (Biddle

& Mutrie, 2008). In fact, for some individuals, observing others with fitness levels that seem
Apv 88 v o JE M8 I(E Z_uC e luE P W Z AJJUE ~ ]
Olderadults referred to PA may feel discouraged seeing younger vigorous exercisers (Biddle,
Fox and Edmunds, 1994; Fox et al., 1997; as cited in Biddle and Mutrie, 2008). Thus, the
theme of modelling to promote PA in the-tacated environment is subject to inddual
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differences in motivation. To summarise, it is hypothesised that thiocation of health
and leisure would work to promote modelling of PA behaviour to patients from both staff
and other patients which would in turn work to increase PA partiogat

7. Improves patient experience

Several studies sugest that-tmration of healthcare and lesiure improves patient
experience (Leemrijse et al., 2015; Moe et al., 2016) and that when patients have a better
healthcare experience, they will be moredik to selfmanage their health, adhere to HCP
recommendations and have better healthcare outcomes. A positive healthcare experience
for patients could facilitate more GP referrals to PA (Leemrijse et al., 2015). Moe, et al.
(2016) found that patients rec&ng care through an integrated multidisciplinary model

were more satisfied with their care and reported higher levels ota#itacy than those
receiving usual care. Safficacy is a mediator for increased PA behaviour(Bauman et al.,

2012).

In the NCSEM Hub and Spoke document, Copeland et al. (2015) describelticateal

0 ]J*uE Vv Z 03Z o]Jv] e "~ Z 083ZC VvA]E}vu v3 (}JE }8Z 3 (
opportunity to develop skills, knowledge and confidence to-s&hage PA levels, thelby

improving their health outcomes and quality of life. It is hypothesised that if patients are

more satisfied with their care, they may be more receptive to messages about PA from their

HCP. They may experience an increase ire$itiacy from the integpted care environment

because of the resources that this environment provides (Moe, et al., 2016). In addition,

patients might perceive less barriers to PA in this environment and more likely to take up

subsequent opportunities to be active (such as eserceferral).
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It may be concluded, therefore, that 4ocation of health and leisure services would work to

improve patient experience and in turn increasing patient participation in PA opportunities.

8. Improves staff experience
Several studies suggest that-lozation of healthcare and leisure may work to improve staff

experience in the céocated environment (Olsen & Warren, 2007; Speake et al., 2016;

Whitelaw, et al., 2017). One example of impedvstaff experience through docation is

the Dan Abraham Healthy Living Centre (DAHLC) which was developed to offer onsite health

and wellness services at the Mayo Clinic (Olsen & Warren, 2011). In the DAHLC, there is a
seamless integration of health amealthcare, designed to improve employee health. The

aim of the centre development was to expand the workplace fithess offerings and include a
broader focus on areas such as nutrition, stress, and sleep for staff. The centre also aimed to
enhance integraon of health and healthcare for the wellbeing of Mayo Clinic staff (Olsen &
Warren, 2011). Care and attention were paid to architectural elements such as natural light,

social spaces, green spaces, private areas and accessibility to improve staff eogoekien

D C} o]Jv] u%o0}C < v pe 8Z VSE [+ E + E Z % E}PE uu U
Initial development focus groups identified barriers to staff gym attendance such as

perceived lack of time, intimidation, childcare availability, parkingl, ewst (Olsen &

t EE vU fiiieX dz ( ]o]3] » A E *]Pv -3 3SIEV ® <% E(E E Ev.
Membership fees were set low to make the facilities more accessible and gym staff were

told at staff meetings that they would be new membersheflthcare team to build a sense

of integration between healthcare and gym staff, with the value that integration of staff into

the healthcare team is vital for treating the whole person. By providing opportunities for PA

and giving staff permission to eage, the organisation is making it easier for staff to be

active, therefore, bringing value to the staff member and the organisation. These
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opportunities would not be provided in a traditional clinical environment; therefore, it could
mean that through cdocation, HCPs will be more likely to promote PA to patients because
they participate and value PA in this environment (Olsen & Warren, 2011). Enabling staff to
engage in positive health behaviours at work through the integration of fitness into health
andgiving them permission to do so is also likely to enhance staff experience. Data from the

review suggests that elmcation of health and leisure could improve staff experience.

Speake et al. (2016) described how embedding PA into healthcare throughla sylstems,
multi-level approach can improve staff working experience, improved staff PA levels,

increase in active travel and reduction in perceived barriers to participation in PA.

9. Increases awareness of PA facilities

Several studies suggest thai-location of healthcare and leisure may work to increase
awareness of PA opportunities (Copeland, R., Hart, O., 2015; Leemrijse et al., 2015; Leenaars
et al., 2015). Leemrijse et al. (2015) found that insufficient knowledge of local PA
opportunities was aeason for GPs not referring patients to a local exercise facility. Leenaars
et al. (Leenaars et al., 2015) report that facilitators for referral schemes included better
HV E+3 v ]vP v A E v ¢« }( « EA] « A Jo o 3} Pelanfd,vieX }%o
R., Hart, O., 2015) vision for the-an} § VEE * Jv *Z ((] o A e~ o uo e
from specialist secondary and community care clinics embedded within leisure facilities to
E E]Je E(EE o §3Z +u A vu U Wizth€corfidosth méet thpiss P} ~ }
£ E J» JVeEEU SIYE Vv 8 ES SZ |E % EIPE uu X_dZ ZC%1}sZ
clinics are cdocated with leisure centres, then this may facilitate patient and HCP
awareness of PA opportunities, making them mbkely to engage (Copeland, R., Hart, O.,

2015; Leenaars et al., 2015; Leotta et al., 2011). Because the clinic is in the setting of the
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leisure facility, discussing PA with patients in this environment is more contextually relevant
than having similaridcussions in a hospital setting. The inference is that patients and HCP
create a different psychological contract about what treatment (and the role that PA might
play in it) might involve in clinical settings compared to the leisure centre environment
(Gopeland, R., Hart, O., 2015)(Copeland, individual correspondence, 2018). This could,
therefore, result in increased referrals to PA, improved health outcomes long term for
patients and reduced utilisation of healthcare servicHsus, ceocation might beémportant

in increasing HCP awareness and subsequent patient participation in PA opportunities.

10. Long term conditions

Several studies suggest that-loration of healthcare and leisure may work to help those
with long term conditions to take part iRA opportunities (Leemrijse et al., 2015; (MciIntosh

et al., 2017).

Long term conditions, irrespective of the specific condition, were reported by ovethorte

of GPs as a barrier to referring patients to PA (Leemrijse et al., 2015). Fear of exercise,
specifically concerns about increasing cardiac risks, was reported by patients and HCPs
(Mclintosh et al., 2017). Patients reported feeling safer if monitored during exercise in the
cardiac rehabilitation environment and therefore more likely to participddelfitosh et al.,
2017). Cdocated facilities might enhance feelings of safety for the patient given the
proximity of HCPs. At the same time;looation might also provide assurances to HCPs that
% 8] vS§e v e (0C A & ] -]v][SEv Eahdwpeak to bxercise

professionals to establish confidence in programming.
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3.1.4.3 Themes that do not support docation to enable PA promotion

This section explains themes from the realist review which do not support thecation of

healthcare and leisure to promote PA.

11. Inconsistency of the clinical schedule
Mclintosh et al., (2017) found that inconsistency of the clinical schedule mdgiull

colocation of healthcare and leisure may work to increase PA. A key barrier to participation
in the CR programme in an integrated care facility in the US was instability or inconsistency
of the clinical schedule (McIntosh et al., 2017). Thisneistency of the clinical schedule

could affect patient participation at the docated facilities. Instability of the clinical

schedule, particularly in the context of the NHS and professional working patterns (for
example, appointments set around the HORorking pattern and not the patients schedule)
could mean that patients might not have their appointments in damated facility every

time, instead having their appointment in the traditional hospital setting. This could result in
colocation not workig as intended to promote PA behaviour development and

maintenance. When factors such as instability outweigh the benefits of attending a co
located facility, a patient may choose to attend appointments that are available first, which
may not happen at ac:zlocated facility. This would result in the patient not receiving the
potential PA benefit that céocation provides. Gtocation might not work as intended

because of contextual factors such as healthcare system structure and professional working
patterns ~]X XU ¢ § @E}uv 8Z }vepod v3[e AJEI]VP % §3 Ev vV
1989). According to data from the literature review, inconsistency of the clinical schedule
appears to be a barrier that needs to be overcome in order feiocationto work to

promote PA.
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12. Logistical challenges

Several studies suggest that logistical challenges may act as a barrietdoation of

healthcare and leisure (Barrett, et al., 2017; Borjesson, 2013; Dietz, et al., 2015; Karusisi et
al., 2013; Ribereet al., 2006). This theory theme was noted in Dietz, et al. (2015) integrated
framework for the prevention and treatment of obesity and its related chronic diseases: a
clinical intervention in a community setting in a leisure centre. The communicatstersg

and data monitoring modelled how communicatioauldoccur between social and clinical
systems, yet logistical challenges with data sharing between clinical and community settings
prevented full cdocation in practice (Dietz, et al., 2015). Borjassb al. (Borjesson, 2013)

in their review on PA promotion in the hospital setting in Sweden describe logistical
problems which serve as barriers to physical activity prescription (PAP) in the hospital
setting. Barriers described include short stay of @at$, lack of transfer from hospitals to

follow up care and lack of fithess facilities for patients in the hospital setting. McIntosh
(2017) suggest that logistical challenges such as transport, distance and cost are barriers to

patient participation in Qaliac Rehabilitation (CR).

Logistical challenges might be a barrier to some patients accessing the facilities consistently
and preventing cdocation from having the intended effect of promoting and instilling PA
behaviour. Patients routinely describeclaof transportation poses a significant barrier to
accessing services (MclIntosh et al., 2017) and programmes close to home enhance the
likelihood of patients attending their appointments (Mclntosh et al., 2017). The importance
of proximity is reinforced Y Karusisi et al. (Karusisi et al., 2013) in their study of spatial
accessibility and likelihood of attendance to specific sport facilities. Karusisi and colleagues
suggest that spatial accessibility might play a role in participation of certain spotts, bu

"accessibility is a mullimensional concept that integrates educational, financial, and
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geographical aspects and therefore strategies to increase participation in sport activities
should improve the spatial and financial access to specific faciligslso address

H S]}v 0 ]*% E]S] ¢ ]V *%}ES % E S] _ ~< EMe]*] § oXU T1iii

AN, oSupportive programming and activities are successful when they are well located,
*]JoC ee]oU v }vv & &} 183Z E §]A]8] * 3Z 3 S83E & % }
Places, 2016) and the NCSEM model in Sheffield intentionally locatet badlleisure in
areas of deprivation with the aim of overcoming barriers to access (the assumption was
made that users of the services would be local given the high incidence of NCDs in the
surrounding community). However, these centres may not reachdb& target
populations. Data in this review substantiates this decision and is likely to support
attendance (Mclntosh et al., 2017). Proximity of access seems particularly relevant in low
SES areas given lack of access to a car, and/or the costs s$iaggeublic transport without
assistance could be prohibitive leading to rattendance. Indeed, CR ngnarticipation has
been shown to occur when disincentives (financial) to participation outweigh perception of
the benefits (benefit to health) (Mcintosét al., 2017). This tension is captured by Mcintosh
et al. (McIntosh et al., 2017) who described the challenges that exist between those who
choose not to participate in a CR programme and those that do. The model proposes that
when barriers to attendare (logistical challenges: transport, distance, cost) outweigh
benefits, nonattendance will result (McIntosh et al., 2017). Therefore, logistical challenges

need to be overcome for full elocation to work to promote PA opportunities.

Table 3.0 presentsdrriers and facilitators of patient attendance at alooated facility.
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Table3.0 Tension between ctocated clinic attendance factors

Tension between cdocated clinic attendance factor

Barriers = Nomattendance Facilitators= Attendance
Lack of or transport - Ease of transport
Accessibility and distance - Facility nearby and easily accessible
Cost of attendance, fuel, - Inexpensive (not a cost burden) to
transportation attend and patrticipate at facility

3.4 Chapter conclusion
This chapter described the findings of a realist review exploring the extant evidence for the

co-location of health and leisure as it pertains to the promotion of PA. The evidence pointed
to several themes that ether support or inhibit the promotion of FAemes which support
co-location include increasing convenience, awareness and perceived importance,
normalising, modelling, improved staff and patient experience, long term conditions,
knowledge transfer and shared learning and coordination and collaiooralhemes that

hinder celocation include logistical challenges and inconsistency of the clinical schedule.

Evidence appeared to strongly support thatlogation of healthcare and leisure could work
to increase convenience, perceived importance andi@ness of PA, improve staff and
patient experience and normalise PA for those patients that would not otherwise be
exposed in a traditional clinical setting. There are gaps in information regarding for whom
and under what circumstances-tocation workgo increase convenience of PA
opportunities. It is important to understand if docation increases convenience for those

that live in nearby low SES communities (or not). Gaps in the data remain as for whom and
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under what circumstances docation works ¢ increase awareness of PA opportunities; it is
important to understand whether ctocation works better to increase awareness for
patients and HCPs of certain clinical conditions, health status, PA level (prior and current)
and postcodes. Whilst elocation appears to improve patient and staff experience, more
explanation is needed to determine if this is enough to change PA behaviour. In addition, it
is important to tease apart whether patient and HCP experience is wholly more positive
simply because thegre in a salutogenically designed community environment and/or
because they have the opportunity to be physically active in this setting, which they would
not be able to in a clinical setting. It is important to understand if HCP experience is
improved beause they can have a more meaningful role in this environment or because
they have amenities which they would not in a clinical environment (parking, brightly lit,

open environment, free gym membership, colleague support).

More information is needed toxglain the following themes: modelling PA behaviour, long
term conditions, logistical challenges, inconsistency of the clinical schedule, coordination
and collaboration and knowledge transfer and shared learningo€ation appears in
theory to enable coalination and collaboration as well as knowledge transfer and shared
learning, yet it is not clear from the data if this happens in-docated healthcare and

leisure setting and to what extent context influences this translation.

Context is clearly vitan understanding the value of the docation of healthcare and
leisure in the promotion of PA. With this in mind, the following chapter presents data from a
series of semstructured interviews conducted with stakeholders in Sheffield that were

involvedin developing the cdocated model, including professionals currently working in
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and experiencing the models. Data from these interviews will be used to refine the themes

presented here and help build programmes theories.
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Chapter 4. Phase 1: NCSEM Stakeholder Interviews

4.1 Chapter introduction

Chapter 4 presents the aim and objectives, methods, results and conclusions of the NCSEM
stakeholder interviews. Realist sestructured interviews were conducted with NCSEM
stakeholders who were instrumental in the development of thel@cation model in

Sheffield. These interviews were conducted in order to refine, refute and confirm the
themes developed from the realist review described in Chapter 3. (See section 2.6.4.1 for
more detail into the methods used).

4.2 Aims, objectives and research questions

4.2.1 Aims The aims of the interviews was to explore NCSEM stakeholder perspectives to
understand the rationale behind the initial formation of the-lozation modelandto test

initial themes gleaned from the realist review (Manzano, 2016). This was crucial to inform
the continued theory development and to understand why the model was developed and its

anticipated impacts on PA.

4.2.2 Objective The objective of these interviews was to conduct qualitative realist
interviews with a convenience sample of the NCSENbcation model stakeholder group to
contribute to initial rough programme theory development of thelogation of leisure and

health services.

4.2.3 Research Questions

1. What are the perspectives of the NCSEM stakeholders with regards to formation of

the colocation of leisure centres with NHS clinics to increase and promote PA?
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2. tZ 8 AE 38Z E "N"D 31 Z}o E-[ ] Iying grpcesses thavthe(E
thought would contribute to increased PA, and why, when they developed colocated
leisure centres with NHS clinical services?

4.3 Methodology and methods
4.3.1 Realist interviews to refine, refute or confirm initial rough programe development

theories (IRPTS)

Qualitative research seeks to make visible participant experiences, thoughts and attitudes.
Interviews are best suited to explore these thoughts, attitudes and experiences through
dialogue between the researcher and pap@nts (DeJonckheere & Vaughn, 2019).
Interviews in realist evaluation are used to explore propositions that will be tested and
refined in further research (Manzano, 2016). Realist interviews are both structured and
unstructured and are distinguished fronther semistructured interviews by the use of

IV %0Se e Z -3 EX E_ C o0+ V }V %Spo E (Jvuvsd ~W Ae
Figure9 XieX dZ]e ¢ ®&vEE_ C 0 J* pe (}E SZ %opE %o} ¢ }( SZ }(Q
refinement (Pawson, 1996; Manzaty TiidoeX /v E 0]*3 Jvd EA] AeU §Z E « (
about the subject matter of the interview is placed before the interviewee to be confirmed,
refuted and further refined through an iterative and cyclical process (Pawson, 1996).
Conceptual refinemenbccurs when participants offer a formal description of their own
§Z}uPZ3%e }v 8Z E + & Z E[* 3Z }EC +« Aoo * v AE%o v §]}v}
1996). This is an important process within the realist interview as it allows the researcher to
understand whether or not the participant shares the same understanding of a particular

concept or theory.
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Figure9.0 Teacherlearner cycle (Adapted from Pawson, 1996)

4.3.2 Sampling

Interviews were conducted with a convenience sample of a multidisciplinary group of
stakeholders from the NCSEM initial capital@cation model group. Nine (out of 12)
stakeholders compriag the original group of professionals involved in development of the
co-location model were invited to participate. The participants were all male from different
professional backgrounds and vocations. Whilst the stakeholders worked in a variety of
sectas in sport, physical activity and health, a limitation is that they were all male and of
similar ages and socioeconomic staflisis was the natural makeup of this stakeholder
group, but it is important to note that there are gender differences in motoraaaind

E% E] v (W ~ «Z(}E& S oXU iddiV hoe $ZU 11i6X dZ
an influence on how they experienced and reflected onlooation of healthcare and

leisure. Additionally, the stakeholders did not directly experiencesites as a patient or
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HCP but were instead making an informed decision on how and why they thought

colocation would work (or not) for patients and HCPs.

An initial contact with each stakeholder regarding the interview was sent on behalf of the
PhD studenhby the Director of Studies (RC), who had been part of the initial stakeholder
group. Following the initial contact by RC, participants were sent an email by the PhD
student with an invitation to participate, a participant information sheet and consemhfo
(Appendix 4). Participants were contacted again after at least 24 hours to follow up. Eight of
the stakeholders agreed to participate in interviews. Table 4.0 presents the characteristics

of the participants.

Table4.0 Participant characteristics

Stakeholder Role

1 Project manager

2 Primary care general practitioner (GP)

3 Teaching hospitals NHS estates executive

4 Operations executive

5 United Kingdom (UK) University Head of Sport and
Physical Activity

6 Leisure venues executive

7 Consultant rheumatologist

8 Former hospital CEO
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4.3.3 Data collection

The interviews took place in July and August 2018. Interviews were conductetbffame
or via telephone based on the participants' preferences. Radace interviews took place

at Sheffield Hallam University or at the participant's place of work.

4 3.4 Interview Schedule

The full interview schedule is included in Appendix 6. In the first part of the interviews,
NCSEM Stakeholders were asked about their perspectives on what the initalation

model was trying to achieve, their involvement witretboard (how, why and when they
became involved), their experiences with the development of the model and their
perception of whether the model is working as intended (how, why, for which population(s)

and under what circumstances).

Initial themes develped from the realist review were tested within the second part of the
interview (Manzano, 2016). These themes were placed before the participant on large
pieces of paper (See Appendix 6: Interview Schedule for full list of initial themes tested).
Participants were given an example of each theme and asked if and how it related to their
experiences, beliefs, and knowledge about how the NCSHbcation model is working (or
not). Some participants did not feel that their experiences or knowledge in theiorsett

work was related to a particular theme therefore, it was not discussed.

4.3.5 Analysis

Interviews were recorded with a digital voice recorder, transcribed and pseudonymised by
the lead researcher. Transcripts were uploaded to -Q$®Ro version 1INVivo software is

useful for managing large quantities of data and creating framework matrices to compare
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within and between cases. NVivo enhances transparency in qualitative analysis and has
been used previously in realist evaluation (Dalkin and For2645). Use of NVivo allowed
(JE& A u]v S]}v }( Z % ES] ]% vS[e E *%o}ve S} % ES] po &

relationship between each case and IRPT.

Data were analysed using framework analysis (Ritchie & Spencer, 1994). Framework analysis
has ben used in previous realist evaluations to test and refine theory (Brand, et al., 2018;
Handley, 2017; McHugh et al., 2015). It is an appropriate method of analysis when there are
a prior themes (in this case IRPTs from the realist review) and is appeofaianterviews

where there are large volumes of data (Ritchie and Spencer, 1994).

The key stages of framework analysis and how they were applied to the interview analysis

are explained below (Ritchie & Spencer, 1994).

Familiarisation with the intefiew

Developing the analytical framework

Applying and indexing analytical framework
Mapping and charting data into framework matrix
Interpreting data

a s wdhPE

1. Familiarisation

Familiarisationis the first phase of framework analysis. This phase involves listening to audio
recordings, reading transcripts and studying observational notes. The transcripts were first
read thoroughly by the lead researcher and were reviewed in line with the stoggives

and IRPTs developed from the realist review. Reflective notes were taken. Any additional

themes not already developed from the realist review were also noted.

2. Developing the analytical framework

111



dZ +3 % JVA}oA ¢ A 0}%]vP \E WEA}EIZS} Pod(33 § He]vP
issues as well as emergent themes (Ritchie & Spencer, 1994). The analytical framework was

A 0}% u8]o]e]vP 3Z [/ZWdes §Z 3§ A E "]ve%]|]E _ (E}u 32 E
research aims and emergent recung themes within the transcripts. The IRPTs were
charted in columns (codes) with each interview participant charted in rows (cases) to
analyse the association between participant and IRPT. Additionally, in line with the realist
methodology aim of understv JvP "AZ § A}JEIle 3§ (}E& AZ}u pv E AZ § ]

v AZCU_ 8Z]e <u *3]}v A » e« §Z u }JopuvX
3. Applying and indexing analytical framework

Nv EJVP_ JE % %0C]JvP 3Z v 0oC3] o (E u A}EI ]» 8Z v AES «:
judgements about the significance of the interview transcripts and annotating the text
according to the analytic framework (Bryman & Burgess, 1994). The use of N\¢ivo wa

especially useful at this stage to facilitate the application of the framework.

4. Mapping and charting data into framework matrix

A framework matrix was created within Nvivo, and coded text was reviewed in line with the
analytical framework. The framewk matrix helped to summarise and provide structure to

the data. Each cell of the framework matrix contained coded summarised text.

5. Interpreting data
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In this stage, the data was mapped and interpreted in various formats to investigate how

the IRPTselated to each other. Various methods were used to chart the interview results

using the charting functions in NVivo, Google Drawings, Microsoft Word and by hand with

pen and paper. First, a diagram was drawn by hand on a large piece of paper to help mak

sense of the relationships between the IRPTs. This initial drawing positioned the IRPTs
E}ee ¢} ]} }o0}P] 0 0 A 0eU pe]vP "W Ae}v[e & /[*_ ~W Ae}v ~ d]

supported initial analysis by helping to make sense of the data botledlpaand

temporally. Additionally, charting the data in this way helped to visually illustrate context,

mechanisms and outcomes. Next, a mind map was made using drawing functions in Google

(see Appendix 2: initial theme mapping). This method was usadather way to make

sense of the relationships between the IRPTs and where they were situated across the

sociological levels. Other methods to help make sense of the data were used, including a

NAYE o}u _ ~]v Es]A}e v '}}Po & A]JvPeX
4.3.6 Ethics ad governance

Ethical approval was obtained through Sheffield Hallam University Research Ethics
Committee (SHUREC) to conduct interviews. See Appendix 5 for copies of ethical

documentation.
4.3.7 Consent

Participants were asked to sign two consent forappendix 3). Participants were made
aware of their right to withdraw from the study in the participant information sheet
(Appendix 4). The participants were given two weeks after the interview took place to

withdraw their information.
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4.38 Data Managemat

Audio recordings of the interviews and the transcripts were stored on the Sheffield Hallam
University secure drive. Paper copies of consent forms were securely stored in a drawer in
Chestnut Court, Sheffield Hallam University Collegiate Campus. Didbe wtored for a

minimum of 10 years (See Appendix 7 for Data Management Plan).

4.4 Results
4.4.1 NCSEM stakeholder interview themes

As the research was conducted iteratively, the 18 themes presented below represent a
combination of themes inspired by the realist review and additional themes not included in

the realist review (See Chapter 3) but generated inductively from the interviews

The themes are categorised into various socioecological levels utiiging s }v[e *"&}uE /[ U _
variation on the socioecological model (Pawson, 1997). Whilst theories may fall into more
Zv}iv o AoU}IE 3A voAoeU (}JE 3Z %UE%}e » }( 8Z] +3p

judgement was used to situate each theory pragmatyceito just one level.
4.4.1.2 Infrastructural
1. Increases convenience to overcome logistical challenges (transport, distance & cost)

In theory, celocating NHS clinics within leisure centres in deprived communities should
provide individuals in thee communities with opportunities to participate in PA. However,
barriers could outweigh the opportunities to be physically activeldCation, therefore,

may only increase convenience for the people who live close by and can afford to attend the
leisurecentre. Additionally, for an individual with long term conditions that must rely on

public transport, this could pose an even greater barrier, as they may have health conditions
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which limit their mobility. The current operational model of the NHS meanspghaents are
referred from postcodes across the city and beyond, so for many patients the usual logistical

barriers of healthcare access persist. Therefore, it is hypothesised¢dHatation works

best for thosevho live nearby

Participant 1:

"toovou E (EE o0 8§} §Z }8Z € ] XXX} 8Z v CIU[E =5
barrier of them accessing the facility, possibly with long term conditions...it's not a

panacea, it's not going to solve all the problems. And for those people that are close
to”r]8 i v ZA 3Z]E % %}]vSu v3 & 218 i Y -basédl v3 §} } o

§]A]8CU ]85 Aluo % E} oC A}EI E 00C A ooX_

Participant 3 described how docating healthcare with leisure intentionally, instead of
merely coelocating healthcare with another service (such as a GP clinic with a library),

could increase accessibility and convenience for the patient.

AdZ  ]((] pos8C ]» Al13Z AZ § C}u -locaidh of cBiics@ithispX XU }
library], going to the library and reading is hugbkneficial for all sorts of reasons,

15[« v}§ P}]JvP 8} E § ]JP %ZC+] o $]A]3C VA]JE}vu v3)>
A e VAle]lv Z E A« Zo S[cul spE 3Z 35 A ZA 3Z %ZC
environment to make it easily accessible to these pegple are accessing the

}Jo} & u} o v ¥Z v ZA $Z o]v] o &]AJEC v ES 8} 18 &

Thus, for cdocation to work as intended to promote PA, it is important that clinics are built
purposely with leisure centres or facilities whiare designed to promote PA. Site 1 clinics

were purposely cdocated with a leisure centre, with clinics and leisure centre visitors
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sharing the same entrance. The-location of Site 1 makes it easy to notice the leisure
centre and individuals particip@ag in physical activity. In contrast, Site 2 clinics were built
onto the opposite side of an existing leisure centre. There are two separate entrances.
Although one could walk from the leisure centre entrance to the clinics and vice versa, the

leisure catre is not immediately visible when attending a clinical appointment.
2. Inconsistency of clinical schedule

Consistent exposure to PA opportunities was an intended outcome of thecated health
and leisure models. It was hoped that patients woulceatt celocated clinics for each
appointment (rather than traditional clinical settings) and that consistent exposure to PA
would contribute to participation and the development of PA habits over time. In practice,
inconsistency of clinical schedules mayamehat patients do not have appointments at a
co-located site for every appointment. HCPs work across the city in sites which are both
colocated and not céocated, and the first available appointment may therefore not be at a

co-located site:
Participant 1:

"dZ % 5] v§ A v3e 8} IVIA Z}A <plloC Vv /P &« VM Z/-u P
%0 % }]vSu vS SZ S Je <pu] | S (}E& u U v}S v ¢ (E]OC SZ u}es
Contrary to this, Participant 3 suggested that appointments are offered to patients based on
the clinic that they need to attend and when the HCP is working at that site, as HCPs may

often work at multiple sites. This means that patientid be offered appointments based

first on the location of the clinic and the HCP that they need to see.
Paticipant 3
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running hs sports medicine clinic at either on a Tuesday at Site 1, on a Thursday at

¢

A& 1Y dZ C P § 8} Z}}e AZ] Z }v §Z C P} §}X z}p u]PZ§ §Z

P} &)} §Z }v &Z & ]o o0}e +8 8} uC Z}ue X[ ~}U / u]PZ% o]A

stone's throw away from Site 1, but | look on the list and | can get into Site 1 in three

A le[ 8Ju v 8Z §—+ AZ v 3Z v ES A]Jo 0 %%}]viu vs ]e;

}v du ¢ CYN} Sudndeijjourney, the fact that | have to wait another three

A 1eU /[u PY]VvP &} P} 8} ~]§ 11X A

There are multiple factors which influence where a patient attends their appointment. For
some patients, waiting time for appointments could override the distance to travel. For
other patients, distance to travel andrvenience may be more important factors in

choosing where to book an appointment.

If inconsistency in the clinical schedule does exist and patients are not offered appointments
at the same location with the same HCP every time, at least patients nownnanee

options and choice in where they go for their appointments than before.

To enable cdocation to work as intended to promote PA, it may be important that patients
consistently have their appointments in a-tmated facility every time with the saarHCP.
However, patients may choose the appointment that is most convenient for them in terms

of transportation/distance to travel and availability of appointment.

4.4.1.3 Institutional
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3. Purpose built (perceived importance)

This theme reflects datéhait suggests that purpodgauilt co-location of healthcare with

leisure facilities with leisure centres could raise the perceived importance of PA in both the
minds of patients and HCPs. This is because the clinics are built purposefully with the leisure
centre and the opportunity to refer to PA is immediately available within the facilities. This

potentially raises the profile and salience of PA in the minds of both patients and HCPs.

Participant 3:

AN u]lo JvP e}lu SZ]JVP <% ](] oo0C ichlBctvily]|Shtwg @%o}e €% ZC e
important something is... tangible evidence of the commitment of the city to take the
model forward. Whereas if you were trying to shoehorn these services into a building
§Z §—« o0& C & S SZ S[* }o v hawsStheisageidorii€ } ev][$
35 Sue 3Z 38 A AE SEC]vP 8} Z] A Y }uu]3s]vP 8} §Z A]-
Thus, for cdocation to work as intended to promote PA, it is important that clinics are built
purposely with leisure centres or facilities which are designed to pterRA. Site 1 clinics
were purposely cdocated with a leisure centre, with clinics and leisure centre visitors
sharing the same entrance. The-lozation of Site 1 makes it easy to notice the leisure
centre and individuals participating in physical atgivin contrast, Site 2 clinics were built
onto the opposite side of an existing leisure centre. There are two separate entrances.
Although one could walk from the leisure centre entrance to the clinics and vice versa, the
leisure centre is not immediatglvisible when attending a clinical appointment. Physical
activity is not made salient in Site 2 in the same was as Site 1 because of its poupbse

design. This hypothesis was further explored in phase 2 interviews with patients and HCPs.
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4. Integrated care environment of cdocation

Colocation of healthcare and leisure was intended by NCSEM stakeholders to create an

integrated care environment.

Participant 4:

" JHocation helps you to see the link between specialty or disciplines that you might
not normally associate with healthcare such as physical activity and health trainers

Al3Z 1 & X

This integrated care environment was intended to create a searnassition between

clinics and the leisure centre. One intention of this seamless transition was to reduce
barriers, such as lack of awareness of facilities, for patients being referred to PA. An
integrated care environment could result in greater patisatisfaction because the barriers
normally faced accessing PA opportunities could be eliminated or reduced in this integrated

environment.

NCSEM stakeholders visited otherlooated sites across the UK which informed

their decision making about the molddesign in Sheffield.
Participant 3

AY A Avs v Z 0}}l 8§ ( ]0]3C 8 €EE}ESZA +3 Ev ]3C-
but not quite what we wanted, there was still clear segregation...they had like a GP

practice sports centre, and they hadlardiry, and they had a swimming pool and

various other things.... the GP hub seemed a bit out of it. And what we are trying to

} AJ§Z JUE ( ]o]&] + ]+ o]l JvE PE & &§Z uY_
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The degree of integration appears to be an important factor in howocation waks to
promote PA, with full integration appearing to be essential. Participants described
differences in integration of ctocated sites. For example, whilst a GP clindocated with

a leisure centre might be physically connected, the two entities voperating separately

and not seen as fully integrated in the descriptions of participants, in contrast with Graves

leisure centre, where the boundaries are seamless between leisure and clinical areas.

In phase 2 of the research, it was important to explthe degree of integration between

site 1 and site 2.
AX WE}AE]JU]SC }( E *}pE U *]v-P8} %o} VS %ol **U "}v

Colocation of healthcare and leisure facilitatpgoximity of resourcefor patients and staff.

dZ]e *]JvPO %o}]VvS }ES} %o #2¥% u |l « ]88 ] & (}E , We §} & ( &
% S] vSe §} oo W }%0 %0} ESUV]S] -=X}% Z]}3p}vUE Z2]vPQV %}]vS |
access could create a broader, more holistic focus onwdlvP (E}u SZ % S] vVS[* %o}]Vv

view, rather han a mindset of only treating illness (pathogenesis).
Participant 5:

AY]E VvV IUE P » 3Z § Z}0]*8] %% E} ZU *} AlS3Z [}v *&}%
*% Vv o0o}vP U C}u[E P}]vP S} sZ]vl }us sz &} E %o

CIU[E P}]vP %opE& oC (}E ] S < SZ]JvP C}u uJPZs (} pe }v
orwhateveE C}HE A% ES]e ulPNo Zj% ~WPP ¢Se SZ S upos
different practitioners coming from different angles, it generates that more holistic

approach which tends to focus more on your generatahg and kind of what
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matters to me most athe heart, rather than simply what might be a focus on that

% ES] po E ]-Panticipdht 7:X _

AYW }%0 3Z 8 A 0}% *Z}% % ]vP VSEE « } 18 (JE E s+}vX
works because people spend money and itdo $]}vY A ipeShapping -
centre which has a one shop: your doctor, in one shop your physio, in one shop your

(]8v o+ JveSEN 3}EU Jv Vv}E3Z E *Z}% CIUE *AJuu]vP %}}oX_

]S]}v ooCU §Z ~"}v S }beabaniGbeates gravidgs patients and HCPs with

AMuu ] CESF E v oe W }%%}ESUV]S] U ¢« SZ PCu ] o} S
Participant 3:

NG v § ol]vP 8} s}u }v U 8E 3]JvP 3Z ]E 1}v ]8]}v YA
whatever else you will do? Do you want to have a look at the facilities that we got?
You could do a program through that or if you don't fancy that, there is a swimming

%}}o }Av 8Z B U C}lu }po } % E}IPE uX[ /8[* 83Z E }v §Z

E 3]VP % E}EJU]EC }( E }UE + SZEIUPZ ~}v 8)}% *Z}% _ u}

be a key mechanism to facilitate PA in the context efamation.
6. Coordination & collabaation of health and PA professionals (structural)

The hypothesis behind this theme developed the realist review data, is that if clinics are
colocated with leisure centres, then both HCPs and exercise professionals are more likely to
work together becauséhey share the same working environment, facility, structures and
work processes. The physical structure of the leisure centre with clinics and the gym located
under the same roof, a centralised reception and information technology could be

mechanisms witih support collaboration. In turn this collaboration could facilitate increases
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in PA because HCPs are able to share working processes with exercise professionals which
are separate in a traditional clinical setting. The collaboration that thincated

environment could facilitate might make it easier for HCPs to make referrals to PA
opportunities when they are collaborating with exercise professionals in the same

environment.

Full structural collaboration appears to be a necessary mechanism4ocawn to work as
intended. In the early stages of implementation of thelooated sites, structural
collaboration, particularly in terms of sharing financial and IT processes between the leisure

and healthcare aspects proved to be difficult.
Participant 4

N §Z]vl v }( 8Z §Z]vPe A (Juv E o00C Z oo VP]vP § §Z
Jv(}Eu §]1}v § Zv}o}PC 8Z /d Jv(E *SEN SPE Y §Z E," ]* ((
talking to each other and just in Sheffield we had a primary care system and an acute
systeuU v 3Z C A & v[§ § ol]vP &} Z }3Z ®U «} A z &} A}
them together. So, | think sharing of information is one aspect of it. But its finance is

VI8Z E % 33Xt -A 00 P}3 }u% 3]vP Z 0o VP + Vv }u%o

Full structual coordination and collaboration within the sites is perceived to be essential but
appeared to be challenging, particularly within the early stages ¢bcating. The main
challenges discussed were issues with sharing the same structures and work psotdess

to NHS constraints regarding IT systems and patient record sharing. Having shared records,
IT systems and budgets would make it easier to enable HCPs to collaborate with exercise
professionals to make referrals to PA. Having shared records woowd fali HCPs to

monitor patient progress and exercise professionals to easily check a patient's health history

122



to appropriately plan a safe and effective PA programme. Having shared budgets would
allow for easier referral to PA for patients that might nat &ble to afford PA opportunities.
Having shared IT systems would allow HCPs to access leisure centre booking systems and
processes which would allow them to book patients directly into PA sessions, thus allowing

for easier referral into PA opportunities.
7. Affordability for patient, business model

Coalocation of healthcare with leisure centres and providing discounted gym memberships
in the facility, could result in greater affordability for the patient. In the early phases of the
NCSEM model, patienthat were referred to PA could purchase reducedt memberships
and day passes to the gyms. The intention behind this was to eliminate costs which could
prevent uptake and adherence to schemes and further gym attendance. In addition, if a
patient was réerred to and participated in PA at the same site and time of their clinical

appointment this could eliminate barriers associated with tranedhted costs.
Participant 1:

NE}A §Z E ] <p *8]}v  }us AZ 8Z E }E v}§ §Z C P} }v 8} ¢
there's an access challenge there, we've got discounted rates, and some free passes
that we have organised all this sort of stuff that we've done to try to remove the

(Jvv]o EE] EXXX_

If patients are shown and internalise the benefits of PA by the,Hit&n they might be more
likely to prioritise the costs of a membership. A patient could only be exposed to the leisure
centre in this cdocated setting, therefore, even if patients do not use the leisure centre at

the colocated sites, they are exposéal PA through their clinical appointment; this
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active by their HCP through 4ocation, the patient may realise they can do so without the

leisure centre and magot purchase a membership.
Participant 2:

"There are definitely some people for them which cost is a barrier. That is a very real

thing in the current economic climate. People that even want to don't have the

ulv C 8} *% E YX Kv Cl}u ZefAmayberyduiZpripritise how you

spend? For some people there will always be that issue that no matter how much

they value it they just can't afford it. Well maybe then as part of it they realise that

the benefits of exercise don't just haveto beinaigy «} u C 3Z C E o]s X ZA
can walk so there are other things | can do to get exercise that doesn't involve paying

&} P} 8§} PCu ]8—+ (]38]vP ]8 Jv&} A EC C 0]( U Jev-3 ]&M_

Therefore, cdocation of healthcare and leisure may only resulaffordability for the

patient in the context that the reduced cost is considered affordable for the patient and/or
they believe and value the benefits of PA and are referred or voluntarily attend the leisure
centre following their clinical appointment. iBtheme would only be supported in the

context of the leisure centre which offers discounted memberships/passes and only for
patients whereby the discount is considered affordable or a prioritised expense. Participants
were not convinced that ctocationresulted in affordability for the patient. Therefore, this

theme was not substantiated by strong evidence from the interviews.
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8. Social support of environment

Colocation of healthcare and leisure create a socially supportive environment which could
encourage PA participation and adherence (Uchino, 2006). One unique feature of the
NCSEM ctocated models that may increase these interactions is the shared spaces
between clinical and leisure services. Additionally, a waiting area for the healthcare also
serves as a cafe seating area, where patients, HCPs, leisure centre customers and exercise
professionals may sit and mingle. Social support has been linked to nusmbealth

outcomes, including treatment adherence (Lorig, et al., 1989). The increase in spontaneous
interactions between HCPs and leisure centre staff/customers could create an atmosphere
of social support. Patients that fear that PA might cause thermhagny feel especially
supported in this environment where HCPs could theoretically provide reassurance if
needed. In addition, whilst waiting for an appointment, patients may meet other patients

like themselves who have become physically active. A patieiyt also meet other patients

like themselves in a shared clinical appointment, group exercise class, or in the leisure
centre. If relationships or friendships develop over time, this could result in a potential
source of peer support. Social supportcojld SpEv Jv E +« 35Z &ffiacypndSe[ ¢ o

confidence to become (or remain) physically active (Anderson, et al., 2006).
Participant 5:

N&EIU UC E% E] V ]V *%}ES Y A}EIIVP § §Z PE}U% O
interaction, the social * % S }( ]S ]-° U **]JA % @ES3S }(18Y J( CIn v F
exercising in partners at least in part of the group | think that's as important for

adherence. know it's not right for everybody...you get your outgoing people that

would very much appreciateand your isolated people won't, but again | do think it
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Social support is important in the leisure centre ggitbut was not seen to be a mechanism
unique to health and leisure docation, as social support can exist in the leisure centre
environment which is not céocated. This theme will not be further refined based on the
participants not explaining factorshich were unique to cdocation, but rather could be
A% E] vV ]Jv. ¢S v o}v o ]JpE VSE X ¢« }v SZ o E « C

to focus the review to factors unique to ocation this theme was not further refined.
9. Access to spediged exercise equipment

This theme posits that if patients are in alogated facility with specialised exercise
equipment that they would be more likely to participate in PA because of the access to the

equipment whilst being under supervision or iretkame facility where HCPs are working.

However, NCSEM stakeholders did not agree that access to specialised equipment was

necessarily a draw for most patients:
Participant 6:

A §Z]vl 18 Alpo % Vv }v 3Z Jv ]JA] p oX Ny wEpuold}E <}ju %o
that the only way, they could get access to [specialised exercise equipment} is if they
were to go to this place then I think that it's going to make a difference. | am not sure

Pv & ooC S$Z S—« P}]vP S} u | 1(( E v X_

Due to the lack oévidence which supports that this mechanism works, this theme was not

further refined.

4.4.1.4 Interpersonal
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10. Multidisciplinary approach

If clinics are cdocated with leisure centres, then a multidisciplinary approach is created

because of clinicalccess to leisure centre facilities and collaboration of different disciplines

working together in the same space. This could have an impact on the perspectives and

treatment priorities of a given illness or condition.

Participant 4:

A JHocation helps you to see the link between specialties or disciplines that you
might not normally associated with health care such as physical activity and

Z 038Z SE ]Jv E+ APadicidantZ « X _

r"dZ % ]v o]v-]ocated\thei} servicesthey always have a bend towards

getting people ... to move better and to think about how their physical activity

impacts upon their condition and I think that they have really benefited from running
their services up there because staff having sharedgatbfferent lines of expertise.

The physios and exercise instructors probably have a better understanding of what it
means to address the specific needs of people with chronic pain. Probably the chronic
pain experts have a much more holistic wider una@arding of what they can offer in

& Eue }( A & ]+ Jvd EA vE]}veY

Calocation of health and leisure may create a multidisciplinary approach to healthcare,

(}+8 E]JvP o]vl 8A v ]e ]%o0]v e v A]S3Z W 5Z § A}po v[$3

non-co-located healthcare environment, such as a hospital. A mechanism that facilitates this

%0
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and between different healthcare disciplines.
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11. Conversation in context

When a HCP has a conversation about PA with a patient or makes a PA referral within the
co-located health and leisure setting, it is more appropriate to do so with the contextual
conditions of the leisure centre setting. This theme proposes that HCPs \milbise

motivated to discuss PA in this setting because it is a leisure centre.
Participant 1:

NE p]A e Ue <}u Iv(] Vv v ]S—-« u}lCE %0 % E} %0 E] § (}JE %

Uuee P YC}u P}338Z ( Jo]8] » 83Z 8 C}pu v 3SZv XZ}Av v

For the patient, hearing the message that they should become physically active from their

HCP in this environment makes more sense that in a traditional clinical or hospital setting.
Participant 6:

N(CIH & e CJvP S} % S] vS Clp v s} U}E %ZCe+] 00
that you're going to recover from this condition is to take more exercise, then it's got

to be easier to do it in an environment where is available on site. It may berfar

% }%0 SZ § SZ C ipes v $} Aol u}E& }E P § }v 11 ' YSZ C
facility but that doesn't change the fact that the overall message of physical activity
UleeveY AZ 3Z E Cluy—-E EE]JA]JVP C %op OPth&E ve% } E.
people that are dressed like they're going to be physically active because they want

§} %ZCe+] 00C S]A Z « 3§} Z A %}*]S5]A Ju% SX_

The environment of the ctocated leisure centre primes both HCPs and patients with the

message of PA, norrising the idea that it will be a part of their healthcare experience.

Participant 7:
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Discussing PA with the patient in a clinic based within a leisure centre environment makes
sense contextuall, in contrast with having the same discussion within a traditional medical
facility. The context of the leisure centre is important; however, the HCP still needs to have

the intention to initiate a conversation about PA with the patient within the appoiant.
12. Collaboration of health and exercise professionals (cultural)

In a celocated environment, cultural collaboration between HCPs and exercise professionals

is more likely to happen than in traditional clinical settings because they are workihg i

same facility. The hypothesis of this theme is that over time, they might see themselves as

sharing norms and values to promote health and PA habits in the patient. In addition,

barriers are broken down that could exist in traditional isolated dirsettings. Some of

SZ o EE] E+ Jvop , W[eo |1}(IviAo P }( AZ E 8} E ( E %
opportunities and patient barriers such as transport, distance and cost to travel to PA

referral sites.

HCPs that work in a docated environment may sthemselves as innovators, or early

adopters, in terms of sharing culture with PA and exercise professionals. Thecglosal

sharing between HCPs and exercise professionals could help raise the perceived profile and
credibility in the minds of patietX dZ]eU Jv SUEvV }po Ju% 3 % 5] v3e[ 0o A

with PA, particularly in terms of delivering a message that is credible.

Participant 8:
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is an example of where level 4 is highly qualified, well trained, you understand the
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[International Venues] has been engaging these people and I think that they're

E *% § C §Z o]v] ] veX }8Z Z]PZoC SCE ]Jv Y t § ol
exercise professionals have the same kind of credibility for patients? Do they believe
what they say? Mowould hope that actually because they see them together that
perhaps and then they will see them on their own, | presume, almost like a handover
from the health professional to the exercise professional, that that, coming together
and then seeing them otineir own gives them a sense of credibility that actually

%0 é] vie E * %o}V §}X_

Patients and HCPs need to perceive the exercise professionals to be knowledgeable, credible
and trustworthy for this type of cultural collaboration to occur. Thus, the canéthe co

located clinic and leisure centre setting may facilitate cultural collaboration, but if shared
culture and trust between HCPs, patients and exercise professionals, does not exist,

collaboration to promote PA may not occur.
4.4.1.5 Individual
13. Motivation of patients to participate in PA

Incoo} § ]S U % 8] v§¢ (E Uu}E& o]l oC 8§} « }SZ E- 0]l SZ L
a typical gym environment, thus increasing social norms around PA. They would also have
the opportunity tobe supported by HCPs working in the same environment, which could in

turn increase their motivation to participate in PA
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Participant 1:

AXXXU}STA 8]}v }( %o Slthatdwassyery/mudd goout the psychological
}vVSE SY J( C}lp E opuen@Enmehvarig the environment reinforces
some key messages and you see people like you...your social norms, they are likely to

U}YE %ZCe] 00C S]A X_

Thus, in the context of the elocated health and leisure centre setting, patient motivation

may increase when seeing others like themselves exercising. This would be dependent upon
how the individual patient is motivated psychologically. For patients that have not been
active before or experienced a lapse in PA, attending their appointmentodacated
environment could enhance patient motivation through the mechanism of observational

learning, or modelling, which could drive the outcome of PA participation.
14. Long term conditions

If patients with long term conditions participate in PA incdocated environment, knowing

that HCPs are working in the same venue, they might be more likely to participate in PA
because they reassured that they could do so safely in this environment, knowing that HCPs
can provide treatment if they experience aagiverse events. Additionally, HCPs may feel
safer to refer patients to PA in this environment because they are more aware of the
equipment, adaptions of the facility and the skills and knowledge exercise professionals

working in the leisure centre.

Although in the last century, there has been a shift in mindset from prescribing rest for
those with chronic conditions to the prescription of PA as treatment and accepted practice,

due to emerging evidence (Felipe Lobelo et al., 2018) and shifting norms. &Py,
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however, do not prescribe PA due to fear of causing harm to the patient. Family members
may also worry about the safety, however, when the HCP expresses the benefits of PA, this
can serve as an incentive for the patient to participate (Felipe Labele Quevedo, 2016;
Mclintosh et al., 2017). Some clinics have shifted mindset around PA sooner than others, as

evidenced with the pain management clinic.
Participant 2

We had people with kidney disease which also have cardiovascular disease or
diabetes, we saw them with their spouses and there was a really strong feeling of
§Z ]E % }pes « AJEEC]VP }us 8Z u }JvP &£ E ]+ U o]l
and actuaooC ]S[oo0 up Z SS & (}& C}lp S} ipesS E S v

opposite is true, the bigger risk is in not being active, so once we get that, then | think

]33 0] E 3§+ 3Zus3}( oUZA oo 3pooC/ v Capb 3} A}EI

risk of suddenly dropping dead from a heart attack, my knees are not getting a lot

AlE. Y _

There appears to be a reticence amongst some, even highly experienced HCPs to prescribe
PA to patients with long term conditions, with some HCPs worried maoetatausing harm

to patients with reduced health, rather than viewing PA as beneficial to their recovery,
focused more on risk instead benefit of PA. Additionally, some HCPs lack PA education in
their university curriculum to adequately design tailor mgaegrammes for patients,

sticking only to already established screening criteria which may not be appropriate or

relevant enough to all patients and those presenting with complex or comorbid conditions.

Participant 7:
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"...there's this assumption and tiiee very, very defensive. They're not wanting to be
brave.... a knee physio will feel very comfortable about recommending rehab for the
knee but may not be as comfortable or may not have the time to look at something
that affects the shoulder or the baekd certainly would be very reticent about
advising an overall physical activity programme for an individual's mental and
physical welbeing. And that's not because they're not good physios it's just because
]S—* v}S % ES }( SZ |E& S EegsatilyPecodmmend spmething that they
JVI[S pv E+S v 8Z EJele v %ZCes] 0 S]AI3C % E}u}s]iv ]

JVP EJICXXXX ~

It appears that HCPs do not feel comfortable discussing physical activity when it pertains to
a condition that is otside of their realm of expertise. Overall, HCPs appear to have little if

any PA training. In addition, they may perceive they lack time to discuss and refer to PA.
Participant 7:

AYEZ E ] 3Z]° %ZC+] 0o 3]A]SC « E v]vPasstAeydweie } %0 |
recommending something that's actually unhealthy and it's bananas... putting

obstacle after obstacle after obstacle in the way and | think the reason that perhaps

the physios in particular promoting physical activity enough is A) time and B)

Hv Ee3 v JvP v IviAo P v % ES }(38Z & ]« (ve]A u ]

Whilst celocation can offer additional reassurances and incentive to participate in PA for
those with long term conditions, it is important that the HCP has the values, knowledge,
skills to promote PA in the context of the 4ocated health and leisure facilities.

Additionally, there must be enough time within the appointment to discuss PA. The HCP

must feel confident that there are adequate resources to promote PA safely. In additeon, t
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patient must feel confident in the HCP, exercise professional and resources that the facility

offers.
15. Patient experience

Patients might have a more positive experience than the traditional clinical appointment
and potential referral to PA in theommunity because ctocation eliminates barriers (such

as travel and knowledge) between HCP and exercise provider/PA facilities. Additionally,
colocation models as providing a better experience for patients in contrast to the traditional
clinical settingregardless of the site to which they were referred. The leisure centre

environment promotes a holistic view of wellness, rather than treatment of illness.
Participant 2:

AYUC /E% § 38]}v ]* 8Z 35 C}u &E ulA]vP (E}u %o }( Joo
wellness, where people are being treated for iliness to a place of wellness, where

% }%0 & & S|JvP Z 0SZ ¢} |S[c u}E }( SZ S N OuS}P v ]
pathogenesis model. Leisure, exercise, wellness centres, with their cafes, with their
exercise facilitisU ]3[¢ Uup Z U}E <3Jupo S]VvPU %}]S]A A% E]
at a hospital where you see people being wheeled around in wheelchairs with drips
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Y$Z }E]P]v o AWeldppliedXd the grant was just to build something on
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honest, if we had done that it would have been a white elephant.”
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The context of the ctocation of health and leisure may facilitate a positive experience for
patients in contrast to traditono o]Jv] - v &£ E ]+ €& ( EE o pe }( 8§z
SE ve+]S]}v -loéatiol prevides between clinic and leisure centre. Patients that are

willing to take more selmanagement approach may have a better experience than those

that prefer the tradiional clinical setting, but participants described that thelgoated

model has the potential to change perspective in the minds of patients.
16. Positive staff experience

This theme proposes that staff experience will be more positive inlagaiedsetting
because they are enabled to engage in PA through working iA@ated environment.
This in turn, would result in the HCPs relaying the message of PA to patents because they

value the benefits of PA personally.

Additionally, features of the ctocated environment such as easy parking, building design
and gym memberships may play a role in making staff experience more positive. There was
competition amongst initial HCPs to relocate to the sites because the naidops were

seen to be more desirable setting to work.
Participant 4:

—VY/ 8Z]vl §Z § §Z]+ A « }us SskEkifgRsa merizer of staf. dlot
Vv e E]JOC ¢ ]JVvP o]A E & }( 8Z « EA] YSZ » v A u}
to get to, eay to find parking, had windows, so that sense of being at work with, that
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Thus, in the context of the elocated health and leisure centre, staff may feel more valued

because of benefits that the satig provides to their own health personally, not necessarily

as a service deliverer.

17. Awareness of PA facilities

Because of the presence of leisure facilities on site, this could increase awareness of PA
amongst HCPs because of the elimination of barriers, such as knowledge of where to refer
patients to PA. The salience of the leisure centre being the location aflithies with the

PCuu @ oC ~Aol }Av 8Z Z oo_]1*38Z u Z v]eu AZ] Z (

Participant 7:
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Although awareness of PA facilities is enhanced througloeation, it is not enough to
enable PA referrals. The HCP must feel knowledgeable, confident and motivated to refer
patients to PAand the patient must have the intention to act on the offer. This issue exists
in traditional exercise referral, but docation could increase the likelihood of referrals by

nudging HCPs and patients through awareness of the environment and elimin&tion o

barriers to referral.
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18. Buyin from HCPs

This theme explains the importance of buyfrom HCPs to enable docation of health and
leisure to work as intended. It is necessary that HCPsrbtgy colocation and promotion of
PA, so that the desiredutcomes of promoting PA to patients and increasing PA referrals
will result. Levels of buin could be variable between different services as a whole and

between HCPs individually.
Participant 1:

N SZ]vl  Elee o EA] U ]E E théte a®]peopld willihg to €Bgage U
in this more so than others. There are clinicians, there are patients, there are leisure
staff there are academics that are willing to engage in this and can see the bigger
picture of this...and see how this willwork mo§ Z v }§Z (Ees v S§SZ S[e §Z =+ u
vC3Z]vP v A]J53Z o0 + EA] U A[A P}S Z u%]}veU A [A |
P}3 % }%0 3Z & P 8§ |]SXXXA [A P}3 % }%0 3Z & P} Z8Z &
Vo SZ }%%}ESUV]S] *X[_
Although buyin appeas to be a mechanism leading to the outcome of increased PA
discussions and referrals, there is variance in the degree ofrbwyil vary between
amongst HCPs. This could affect howamation works to promote the outcome of
increased PA, withthosewith PE S & PE&]Jv}(u}@ECo]l oC S} % E}u}s W

those are less convinced of its merits.
4.4.2 Discussion

The phase 1 interviews with NCSEM stakeholders were conducted to test themes developed

from the realist review (Chapter 3).
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Followinginterviews with NCSEM stakeholders, 19 themes developed from the realist
review explaining how ctocation of health and leisure was expected to work were tested
through realist interviews with NCSEM stakeholders. These themes include logistical
challengegtransport, distance & cost) inconsistency of clinical schedule, affordability for
the system, business model, purpose built (perceived importance), integrated care
environmentofceo} S]}vU % E}A]Ju]SC }( E *}uE <U-BiBo p,%dB]vs }(
coordination & collaboration of health and PA professionals (structural), affordability for
patient, business model, social support of environment, access to specialised exercise
equipment, multidisciplinary approach, conversation in context, collabonabf health and
exercise professionals (cultural), motivation of patients to participate in PA, long term
conditions, patient experience, positive staff experience, awareness of PA facilities and

buyin from HCPs.

18 theories emerged to explainco} 3$]}v pe]vP 3Z 3 1 Z}o Ee+[ % E+% 3S]A
themes include: logistical challenges (transport, distance & cost), inconsistency of clinical
schedule, salutogenesis/holistic/prevention vs. treatment approacHpcdion alone is not

enough, purpose built (perceived importance), integrated care environment-tdcadion,

% E}AEJU]SC }( E *}uE U ¢]JvRoS}%} W% U }IPE& 1yvS]}v ~ }oo
of health and pa professionals (structural), multigiéioary approach, conversation in

context, relationship between HCP and patient/ relationship of patient to care, long term
conditions, patient experience, positive staff experience, and awareness of PA facilities.

Themes which were not included in fughrefinement include: affordability for the system

(business model), affordability for patient (business model), social support of environment,

access to specialised exercise equipment, collaboration of health and exercise professionals
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(cultural), motihation of patients to participate in pa and by from hcps.

d 0 fAXi %@E » v3e 3Z u s A 0}% ]V %Z « i}(3%Z &+« E ZU }
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the themes, many of which deal with the experiences of the patients and HCR=)tpand

HCPs could provide more refined responses to those themes as they attest to their

experiences. The NCSEM stakeholders were, however, able to comment on how they
anticipated celocation would work, speaking from their experiences ofawation. Itmust

be acknowledged that there was little diversity amongst the stakeholders as they were all

males and held leadership positions in their sector. They had substantial familiarity with the
co-located models as they were stakeholders from-pomception b postimplementation.

True to realist methodology, it is best to interview stakeholders for initial theory gleaning,

prior to interviewing service users (Greenhalgh, et al., 2019). Service users (defined in this

study as patients and HCPs) are expertshenmechanisms diiow a programme is working

(or not).

The themes identified solely from the stakeholder intervieuali€ised were used to
inform the selection of the middle range theory (MRT) in Chapter 5. (These include:
salutogenesis/holistic/preantion vs. treatment approach, eocation alone is not enough

and relationship between HCP and patient and patient to care).

Some themes were substantiated through evidence from the interviews, whilst others were

not substantiated, thus, were not furtheefined (see Table 5, Column 4: themes not further
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refined). Realist reviews often generate an abundance of themes which may not be relevant
to the research question, thus it essential to prioritise those which are most relevant and
can be managed withithe constraints of the project (Wong et al., 2016). Furthermore, in
keeping with realist methodology standards, it is essential to sufficiently focus the
evaluation so that it can be managed within the constraints of the project (Wong et al.,
2013, 2016)Themes which were not refined further were not substantiated through
stakeholder interview data and were not seen to be specific enough-toaaiion of

healthcare and leisure. For example, the themegial support of environmentould be

applied to nonco-located leisure, health or PA settings, and was not specific enough to
address the question of how to promote PA within alacated health and leisure

environment.
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Table5.0 Themes developed in Phase 1

Structural Level Themes developed from realist Themes substantiated through stakeholder interview| Themes which not further
~W Ae}v[e & /[+e |review refined

Logistical challenges (transport, Logistical challenges (transport, distance & cost) Affordability for the system,
Infrastructural distance & cost) business model

Inconsistency of clinical schedule
Inconsistency of clinical schedule

Salutogenesis/Holistic/Prevention vs. Treatment
Affordability for the system, business Approach

model
Colocation Alone Is Not Enough




Institutional

Purpose built (perceived importance

Integrated care environment of
colocation

Proximity of resources, single point 0
ee U /-\}ﬁ}%o_ ‘Z}%o

Coordination & collaboration of healt
and PA professionals (structural)

Affordability for patient, business
model

Purpose built (perceived importance)
Integrated care environment of elocation

Proximity of resources, single point of access,
A}V 'é}%o_ 'Z}%o

Coordination & collaboration of health and PA
professionals (structural)

Affordability for patient, lisiness
model

Social support of environment

Access to specialised exercise
equipment
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Social support of environment

Access to specialised exercise
equipment




Collaboration of health and
exercise professionals (cultural)

Interpersonal Multidisciplinary approach Multidisciplinary approach

Conversation in context Conversation in context

Collaboration of health and exercise | Relationship between Healthcare professional (HCP,
professionals (cultural) and patient and patient to care

Individual Motivation of patients to participate ir] Long term conditions Motivation of patients to

PA

Long term conditions
Patient experience
Positive staff experience
Awareness of PA facilities

Buyin from HCPs

Patient experience
Positive staff experience

Awareness of PA facilities

participate in PA

Buyin from HCPs
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4.5 Chapter conclusion

Data from the interviews showed indisputable support amongst NCSEM stakeholders for the
promotion of PA in the ctocated health and leisure centre setting, which was perhaps
unsurprising, given their vested interests in sport, physical activity, heattHeasure

sectors. Some themes from the realist review were not refined further as they were not
refuted by stakeholder interview data and not specific enough téocation of healthcare

and leisure. Additionally, in keeping with realist methodology,aswecessary to

progressively focus the review, this essential to prioritise those themes which can most

directly answer the research question (Wong et al., 2017).

The next chapter presents the IRPTs developed from the realist review, the NCSEM
stakeholaer theory-gleaning interviews and MRT review conducted in Phase 1 of this
research. The review of MRT was conducted in order to continue to focus the review and to
provide a scaffold for the existing themes and is the final component of phase 1 of this

dodoral research.
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Chapter 5. Initial Rough Programme Theories fotdCation of health and
leisure to promote PA

5.1 Chapter introduction

This chapter presents the following the MRT review conducted in Phase 1 of this research
and the IRPTs developed from the realist review. MRT is introduced in this chapter as a
means of scaffolding and helping to create explanations for the IRPTs witlalalkeisting
substantive theory. The process for selecting MRT is detailed and the shortlisted MRT are
presented (See 2.6.4.2 Phase 1: Middle range theory, for further details on methodology
and the use of MRT). This is followed by an explanation of A€ tlRevelopment process.

Phase 1 IRPTs are presented next, ending with the chapter conclusion.

5.2 Middle range theory selection
As discussed in Chapter 2, MRTs are described as theories and models which:

~o] SA v 8Z u]Jv}E ps v potheEes tha} @vdlve @agndance
during dayto-day research and the alhclusive systematic efforts to develop a
unified theory that will explain all the observed uniformities of social behaviour,

*°} ] o }EP v]e §]}v v e{Merion, Z968P

MRT is used in realist evaluation to facilitate empirical testing in realist evaluation through
creating a scaffold of existing theories, models and frameworks. MRT can be utilised to form
an explanatory framework to situate initial theories that emergenirthe data (Shearn et

al., 2017).

By building programme theory solely from tacit theories found in the literature or from

stakeholder interviews data without inclusion of Middle Range Theory (MRT), one can risk
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rediscovering already established knowledgenerating an overabundance of candidate

theories or developing unstructured theory (Pawson, 2013; Shearn et al., 2017).

MRT can be used primarily to guide empirical testing and can highlight key concepts that
may be influential to programme developmeiithis helps to form an explanatory structure

to guide initial theories that emerge from the data (Shearn et al., 2017).
5.2.1 Methods to Search for MRT

This section explains the process used to search for existing MRT. The search strategy

included the ftlowing five components:

(1) Review of the theories used by key researchers (those commonly cited) in
physical activity, sport, health & organisational psychology, public health and

behaviour change.

(2) Identification of MRT used in other realist research sitilj a purposive
« E Z v §Z uj § o N }%pe pe]vP 3Z (}oo}A]JvP § EL

A op 8]}v_U "E 0]*8 *CVvSZ +]* U "E o0]*38 E A] A_X

3) Screening of results in accordance with their relevance to physical activity,

sport, health & organisational gshology, public health and behaviour change.

4) Use of the Theoretical Domains Framework (TDF). The TDF synthesises 33
different theories, models and frameworks of behaviour change into 14 domains
which support the identification and selection of relevamterminants of health

behaviour for targeting within interventions (Michie et al., 2011).

(5) Consultation and discussion of results with PhD supervisory team and

colleagues Historically, there has been little guidance on how to judge MRT
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suitability excepfor that which has been recently developed (Shearn, et al., 2017;

see Table 6.0, p. 117). This paper aims to aid the selection of MRT which can inspire
theory building. The criteria provides a means of scoring MRTs according to level of
social strata, fitvith general programme aims, utility and compatibility with realist
notions of causation (Shearn, et al., 2017). This guidance was used to prioritise MRTs
in addition to consultation with the supervisory team. Selected MRTs were then

used to inform the IRT development by adding explanatory value.

Table6.0 Criteria for selecting abstract substantiated theories to support initial theory
building (Shearn et al., 2017).

Social The layer within the social system that the theory 0 = unstructured
strata relates to. That is, the extent to which the theory . -
. .. 1= layer identified
offers guidance for explaining phenomena at or

between micro, meso or macro levels 2= o0ne or more layer
identified and relations
between them
explained

Fit The theory's potential fit with the general 0= no fit
programmeaims. That is, the extent to which the
theory offers guidance for explaining the likely
phenomena observed when looking at the 2 = likely full fit
transformation of services

1 = likely partial fit

Utility The theory's simplicity. That is the extent to whichO = highly
the theory could be readily utilised as an complex, hard to
inspirational tool for data collection / analysis. understand and apply

1 = complex but
easy to understand anc
apply

2 = simple

concepts easy to
understand and apply
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Compat The theory's compatibility with realist notions of 0 = limited or no

ability causation. That is, the extent to which they offer compatibility with key
tenets
guidance for articulating underlying causal 1 = compatibility
processes. with key tenets but not

explicitly realist

2 = compatible
and explicitly realist

5.2.1 Shortlisted MRT

The full results of the search (13 models, theories and frameworks) are presented in
%0% Vv |E 00X (S & SZ %o%o0] S]}v }(~"Z E&v S ofe ~71i0e » 0 &

were prioritised: Salutogenesis, Ca&b/kand Theory of Planned Behaviour (TPB).

These existing theories were then used to provide a scaffold to guide empirical testing and
theory development. The application of each theory (salutogenesis,-8@kd TPB) the
topic and research question is described below. First a brief explanatieacbftheory is
provided, followed by the researchers own theorising of how each model can be applied to

the research question.
5.2.2 Salutogenesis

The salutogenic orientation was initially proposed (Antonovsky, 1996a) as providing a

theoretical basisfE SZ (] o }( Z 0SZ % E}u}S]}vX N OUS}P v o]e Jeo }ve
SE} _ %% E} Z 5} A oo JvP v ]e pe (po (}JE u v PJVP }u%oo0 |,
specifically, complexity related to the physical environment (Mittelmark et al., 2016).

Salutogenesis is a theory of health promotion that focuses on the factors which promote

good health, rather than those that merely prevent disease (Antonovsky, 1996b).
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Salutogenesis focuses on the continuum from disease to health, rather than simply illness

and isk factors (Antonovsky, 1996a).

There are three concepts which comprise a sense of coherence (SOC) )(the ability to
comprehend the whole situation, and the capacity to use the resources available)

(Antonovsky, 1996b, 1979). These include (1) comprehgitgi the extent to which one

perceives events in life to make logical sense (2) manageability: the extent to an individual
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extent to which perceives life to make sern{gatonovsky, 1996b, 1979).

Salutogenesis has been applied to the field of architecture and design more recently (Dilani,
2000; Dilani, 2007; Dilani, 2008). A framework developed by Heerwagen (Heeri29&i,
identifies the elements that salutogenic design should include: (1) social cohesion, both
formal and informal meeting spaces; (2) personal control for regulating temperature,
daylight, sound, private rooms; (3) restoration and relaxation with gagding, access to
nature, quiet rooms, and pleasant view (Dilani, 2005, 2009; Heerwagen, 1998). This existing
framework explains how the elements of the-lorated healthcare and leisure centres

studied in this research are salutogenically designedjqdarly Graves.

A traditional clinical setting such as a hospital is focused on treatment of disease and a
] Z}3}u}pue & o0 8]}veZ]% SA v JvP Ze¢] I[ A Eepe ZA 00 ~&E]
healthcare approach focuses on health always being pte®en greater or lesser degree at

different stages and times in life (Bauer et al., 2020a).

Not only can salutogenesis be applied to building design, but also the healthcare delivered
within these celocated environments. Salutogenesis offers an altersato the pathogenic,
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or biomedical model (which focuses on treating disease and the causebedlith rather

than focusing on what promotes wellbeing) which has long dominated healthcare systems
(Fries, 2020; D. T. Wade & Halligan, 2004). Indeedatest NHS Lon@erm plan promotes

a personalised care model, which is in line with a salutogenic approach (Howarth & Burns,
2019; NHS, 2019). A more salutogenic approach, focused on assets rather than deficits,
through a personalised model of care couklfhaddress the growing chronic disease

burden on the NHS (Howarth & Burns, 2019).

For the purposes of this PhD research, salutogenesis provides a theoretical framework to
help understand how the ctocated design of healthcare clinics into leisure cestmight

work to promote health. Specifically, this theory provides a lens to understand how the
design elements of the leisure centre facilities and clinics such as lighting, space and colour
(Golembiewski, 2016a; Schweitzer et al., 2004) and the canreededl within these leisure

centres affects HCP promotion of and patient engagement PA opportunities.

5.2.2.1 Salutogenesis and 4ocation and celocation of healthcare and leisure to promote PA

After salutogenic theory was shortlisted, it was then kb to the topic of cdocation of

healthcare and leisure to promote PA. The theorising is as follows:

T A salutogenically designed-tmcated setting provides patients witheneralised
resistance resources (GR@)ese can be material, cognitive, emotidnghysical,
etc, on various levels: individual, primary group, subculture and society) to take
charge of their health, giving patients a senseaierence (SO@he ability to

comprehend the whole situation, and the capacity to use the resources algilab
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T Inthe colocated healthcare and leisure setting, these GRRs include places,
opportunities and equipment to be physically active (prominent staircase, gym,
leisure centre, PA classes, SPARs referral scheme), places to socialise with other

patients.

T In addition, salutogenesis is applied in this environment specifically to the
architecture and design of the facilitieBsychosocially supportive designight shift
away the locus of control from staff to patients and away from a medicalised model

of careto a holistic model.

¥ The environment is more positive than the clinical setting, with brightly coloured,

open design with shared spaces for both clinical appointments and for the leisure

centre. The design elements such as use of natural lighting, wimtlo the outside

world and to other parts of the leisure centre such as pool and gym all change the

% E %3]}v 8} Uu}lE Z 03Z %E}u}S]A & 3Z E $Z v Z]oov
¥ The seamless boundaries between the leisure centre and healthcaresechy
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them to a mindset of empowerment and management to take charge of their health.

This design is unique to 4ocation and in contrast to the traditional NHS clithica

setting of the hospital and GP surgery. In addition, the unique aspectlotating

clinics with a leisure centre is the subliminal message of PA that this design can help

to plant in patient and HCP minds, even if they choose not to engage with PA

behaviour.

T Patients have choice at these sites regarding their care pathway. If support is given

from HCPs in this environment the patients will have the resources available to them
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(via physical activity opportunities, socialisation opportunities). Thismgatlly
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beyond their condition, by changing their health behaviour and becoming more

physically active.

5.2.3 COMB

COMB was highly ranked using the selectmiteria (Shearn et al., 2017). C&/has been
used to understand and explain health behaviours and plan PA interventions. The tenants of
COMB are Capability, Opportunity, Motivation and Behaviour (Michie et al., 2011).
Capability includes physical andypkological capability as well as knowledge and skills to
perform the target behaviour, in this case PA. Opportunity consists of all of the factors
external to the individual which enable or hinder the behaviour, including the physical and
social environmat. Motivation recognises that human behaviour can be influenced
(activated or inhibited) by both reflective and automatic mechanisms (Michie, et al., 2011).
This includes any cognitive process which enhances or guides behaviour, including but not
limited to conscious decisiemaking and goals, emotional, analytical and habitual aspects
(Michie et al., 2011). The three interacting components of capability, opportunity and
motivation collectively work to promote or hinder behaviour and can also be enhanced

through participation in the target behaviour Figutr@.0).
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Figurel10.0 The COMB Model
5.2.3.1 COMB and the cdocation of healthcare and leisure to promote PA
After COMB was shortlisted, it was then applied to the topic oflecation of healthcare

and leisure to promote PA. The theorising is as follows:

T Colocation provides patients wh physicabpportunity (environment, resources,
location, cues (case studies, stair signage, etc)), somoertunity (conversation
with HCP around PA, "bumping" into other patients in cafe discussing PA, etc), and
affecting their automatienotivation to participate in PA.

T If the HCP has a conversation about PA with a patient in the context where the PA
opportunity is immediately available to them this could give the patient the
psychologicatapability and physicatapabilityto overcome barriers (Leenpse et
al., 2015) and ould increaseotivation of HCP to encourage patients to participate

in PA; to have conversation about PA.
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T If a patient is already motivated to become healthier and more physically active than
the colocated environment would suppbtheir increasednotivation by providing

the opportunity (leisure centre, exercise professional).

T If the message about PA is delivered and tailored appropriately to patient and meets
them at their level of motivation, knowledge, attitudes and beliefsrthieis could
lead to increased motivation of patients to participate in PA, resulting in the patient

participating in PA, leading to increased adherence and PA levels.

5.2.4 Theory of Planned Behaviour (TPB)
Theory of Planned Behaviour (TPB) (Ajz80,1) was selected from the TDF due to its fit
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MRT selection. TPB was used to inform initial theorising.

TPB posits those individuals will choose the behaviour which is of the highest benefit and

lowest cost (economically, materially, mentally, socially, etc.) to themselves. Behaviour

(Joo}Ae v Jv JA] p o[* Jvs v3]}v 8} % E (}Eundighdepehdy Z A]}pE.
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(PBC) and social norms (Azjen, 1991). PBC and subjective norms are considered strong

determinants of intention to participate in PA.

In a study examing TPB in the context of physical exercise, PBC was found to be the

strongest predictor of intention to participate in PA (Neipp, et al., 2013). Consequently, it

has been recommended that interventions seeking to increase PA should focus on

increasing parf 1% vSe— % & %S]}v }( }vSE}o S} % ES] |% S Jv W U

that their behaviour, ability and perceived capacity is under their control (Neipp, et al.,
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2013). In the cdocated environment, participants perception of control could bereased
simply by providing an opportunity to be active in the same setting as their clinical
appointment, in an environment that they are already familiar with, thus removing the

barrier of needing to find another leisure centre to attend.

The gym/leisuE VEE P]JA ¢ % 8] v8e ~ ¢« A 00 ¢, Wee Vv }%%}ESUV]
their health and shift the locus of control back to the patient through opportunities for
selfmanagement. The docated environment gives the patient the opportunity to be an

active participant in their own care, in contrast to the traditional clinical setting, where they

would not have the option to participate in PA opportunities.

The application of TPB to the-tmcated health, leisure and PA facilities is summarised in the

box below, applied to patient participation in PA.

5.2.4.1 Theory of Planned Behaviour (TPB) and thdamation of healthcare and leisure to
promote PA

After TPB was shortlisted, it was then applied to the topic efbcation of healthcare and

leisureto promote PA. The theorising is as follows:

T Colocation of healthcare and leisure might influence normative beliefs, changing

subjective norms, thus influencing intention to participate in PA, making it

acceptable and even encouraged to participate liygical activity as a patient and

, W He %o }%0 ¢ }SZ Ee "o]l $Z u_ % ES] ]% S]vP Jv W
¥ Colocation of healthcare and leisure might increase perceived behavioural control

(PBC) because it is eliminating perceived barriers of access to gym mjimyov
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colocated environmensuch as taking them into the gym during appointment,

referral

to SPARS scheme, or participation in a conditemused class) to make it easier for
patients to be physically active, this gives them a greater sense of control and choice
over their own healthcare management, leading to potentially improved health

outcomes (enabling)

Which can lead to intention to participate in PA if the patient is sufiitye

u}sJA 3§ v 8Z ~}VA E-+ 3]}v_ v pu <38} 3]}vsI| %o
Patients that develop intention to participate in PA will be more likely to participate

in PA, develop habit and improve health long term

5.2.4.5 Discussion of MRT setion

The previous section presented the MRT review conducted in Phase 1 of this research. The
purpose of including MRT, the search processes used, the prioritised theories as well as the
application of the theories to the research question were presented. S@ddson presents a

brief discussion to summarise the rationale for the inclusion of the above described theories
(Salutogenesis, COBland TPB).

Firstly, a search was conducted to identify theories, models and frameworks used by key
researchers in sport PA, public health, behaviour change and psychology. A search in Scopus
was then conducted to identify MRT used in other realist research. Nexilisegere

screened in accordance with their relevance to physical activity, sport, health &
organisational psychology, public health and behaviour change. The TDF was then used to

support the identification and selection of relevant determinants of hebihaviour for
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targeting within interventions (Michie et al., 2011). Finally, the lead researcher discussed

findings with the PhD supervisory team and colleagues.

Iv}E €& S} % E]}E]S]s S$Z (]v JvPeU §Z "~Z &v SactoX[e ~Tii0e
substantiated theories to support IRPT building was applied (See Table 6.0). This criteria
ranks theories, models and frameworks based on their layer within the social strata, fit with
programme aims, utility or simplicity and compatibility with reftistions of causation

(Shearn et al., 2017). Salutogenesis, C®&hd TPB were chosen for their high ranking

using these criteria (See Appendix 9 for the full shortlist). Salutogenesis was prioritised as it
is a broadstroke theory of health promotion ahoffers guidance for explaining phenomena

at various levels of social strata. The theory fit well with the aims of the research in terms of
its applicability to the céocated model in terms of the building design/architecture and also
the healthcare deliered within the building. The theory offered utility in that the concepts,
such as SOC, were easy to understand and apply. The theory also ranked highly in
compatibility with realist notions of causation. Moreover, salutogenesis has been applied in
other research in healthcare (Antonovsky, 1979; Diehl, 2009; Fries, 2020; Tsekleves &
Cooper, 2017), PA (Ericson et al., 2021) and architecture (Bauer et al., 2019; Golembiewski,
2016; Pelikan, 2016).

Next COMB was prioritised for its ability to explain healbehaviour on the individual and
interpersonal levels of social strata. The model fit well with the programme aims, offering
guidance for explaining how docation of healthcare and leisure may work on an individual
level and interpersonal level to prort@PA. COMB ranked highly in utility, with simple

concepts that are easy to understand and apply tdamation. Finally, COM8 has good
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compatibility, but is not explicitly realist. Additionally, Cé&8Mvas chosen for its consistent
use in previous reseah to explain health and PA behaviour (Howlett et al., 2019; Martin &

Murtagh, 2015; Michie et al., 2011; Van Kasteren et al., 2020).
The third prioritised theory is TPB. TPB was chosen for its high ranking in terms of fit with

social strata, or abilityo explain behaviour on the individual level. TPB fit well with program

aims and could add to the explanatory power of constructs relevant to tHecated

model, such as social norms, intention and PBC. The theory ranked highly in terms of utility

and canpatibility with realist notions of causation.

These three theories/models were systematically selected as a means to structure the IRPTs

to provide explanatory power and guide their development. There are other theories,

models or frameworks which couldso have been used but at the time of this research the
MSZ}E[e 3 ip P uvd Aepe 3} %E]}E]S]e 3Z « SZE X

Next, the key findings associated with each IRPT are explained.

5.3 Initial Rough Programme Theory (IRPT) Development
The key findigs associated with each IRPT are presented in five sections with each section

introducing:

T the theme derived from the realist review

¥ how this theme was further refined in the light of the NCSEM stakeholder interview
data

T MRTs that were chosen to scaffold the Phase 1 IRPTs

T §Z (J@Eupo 8]}v }( 82 /zwWd AZ] Z % E}A] « v A %0 v $}EC
ZZYAU[ Z(}E& AZ}u v ZAZ vdchtiorddf NHE]dmics Wwith leisure

centres to promote PA
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for further explanation of realist theory presentation). The principal outcomes are focused
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discussions and referrals made to ERS.

Please see sectidlil.O for further information on the iterative and cyclical design of this
research. See the below figure and highlightext for the stage of research presented in

this chapter.

{realist review {realist evaluation
to further test and
{ purposive search refine_ the initial
for existing MRT theories developed
in Phase 1
{interviews with _ _ _
NCSEM {interviews with
stakeholders HCPs and patients

attending Graves
and Concord

N / N /

Figurel1l.0 Theory development phases: Phase 1
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5.41Initial Rough Programme Theories (IRPTS)

The Phase 1 IRPTs presented below include: increases convenience, inconsistency in
appointment location, Coordination and collaboration of health and exercise professionals
(structural), Knowledge transfer andasted learning to promote PA, improved patient
experience, improved staff experience, long term conditions, increases awareness of PA

opportunities, people like me (normalising and modelling).

5.4.1 Infrastructural
5.4.1.1 Increases convenience to supp®aA participation

The initial theme derived from the realist review (chapter 3) was based on results which
suggest that the integration of healthv ¢} ] o & <« GEA] « E 3§+ ~"e]JvP0Oo %
ee  (}JE « EA] He Ee ~WX t]Joo] ueU TiiieX ]5]}v o PE C 0]3¢
(Copeland, R., Hart, O., 2015) about the NCSEMcation model suggested that Graves
and Concord were developedti the intention of making opportunities convenient for
service users. Increasing convenience througiocation by providing opportunities to be
§]A ZE]PZ35 8Z & [Juu ] 8 0C }]v]]vP A]3Z 8Z 1|E %% }]viu

more likely thatusers will engage with PA opportunities.

Data from the interviews with NCSEM-logation model stakeholder interviews (chapter 4)
confirmed the themes from the realist review, adding further explanation about how
colocation models might increase the cemience of PA opportunities. For example, if a
patient Is referred to a clinic near their home and then has the time to attend a PA
opportunity afterwards, cdocation may enhance convenience for the patient. Participants

recognised that céocation wouldnot increase convenience for everyone, and in some
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cases could create further barriers if a patient is referred to a facility far from their home.

This nuance was acknowledged in the IRPTlagistical challenge.

Constructs of the COM model which support this IRPT include that if the patient has the

capability (the patient would gain knowledge about PA opportunities by meeting with the

HCP and attending a 4ocated clinic) and motivation (which the HCP would tranhance

through a conversation about PA with the patient), together with the opportunity to be

active (provided by the leisure centre), this should help create a behaviour of PA. This might

include attendance at the gym, PA class, ERS or becoming aataide the leisure centre.
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through a discussion within the appointment or by taking a patient into the gym. In the
colocated setting, the patient is provided comvently with the opportunity to participate in
PA through the leisure centre/gym being located in the same location as the clinical
appointment. This, in turn, gives the patient the immediate opportunity to be physically
active in this environment. Attendg a celocated clinic for an appointment could create
convenience of PA opportunities for the patient, leading to enhanced capability and
opportunity, as the leisure centre is in the same location as the clinic.

IRPT 1: Increases convenience to suppokt participation

IF clinics and leisure
facilities are cdocated

THEN this makes it easier fq
HCPs to refer and easier for|
patients to access PA
opportunities

BECAUSE of the immediacy
the opportunities which
creates a single point of

oo JE-AB} %o *Z}%

Logistical challenges

IF there are logistical
challenges (transport,
distance & cost),

THEN céocation might not
have the intended effect

BECAUSE logistical challeng
might be a barrier to some
patients accessing docated
health and leisure facilities, a
patients may be referred from
across the city.
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5.4.1.2 Inconsistency in appointment location that prevents consistency

This theme was initially derived from findings of the realist review which suggested that if
there is inconsistency in appointment location it can prevent consistency in exposBr to

opportunities.

This IRPT was refined further with data from the NCSEM stakeholder interviews which drew
attention to the variation in patient choice of appointments. There are contextual nuances

in how appointments are allocatellased on patient choicand/or availability. Patients

appear to choose appointments based on different factors such as distance to travel or how
soon the appointment is available regardless of location. This could depend on the
particular clinic that the patient needed to attendv. Jv JA] p o , We[ AYEI]VP % 33 (
since they may work at different sites on different days. Although attempts are made to
create consistency for patients, there is some variability on how this works in practice. Some
patients may choose a facilitydhis farther away because they have more availability. This
can lead to having appointments at different sites, creating inconsistency of the clinical
schedule. In addition, if a patient attends different sites for each of their appointments, with
some Ieations being céocated and salutogenically designed and others at traditionally
designed clinical sites (community clinics and hospital), this could have an effect on their
perception of their care and ability to setianage their health because of thesources or
deficits that the environment provides. Consistency of the clinical schedule in a
salutogenically designed docated setting could be more likely to enable the patient to
selfmanage their condition through a PA habit because the opportunitiasco-location

provides are consistently available or reinforced at successive appointments.
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IRPT 2: Inconsistency of clinical schedule

Phase 1

IF there is
inconsistency of the
clinical schedule,
meaning patients
might not have
appointments at
colocated facility
every time, (due to
contextual factors
such as NHS structur
and professional
working patternst
l.e., set around the

THEN cdocation
might not work as
intended to increase
PA

BECAUSE the
opportunities that
colocation provides are
not consistently available
or reinforced at
successive appointments

}Jvepos vs[e A
pattern and not the
patients).

5.4.2 Institutional/Interpersonal

5.4.2.1 Coordination and collaboration of health and exercise professionals (structural)

The IRPT derived from the realist review was based on results which suggest that when

HCPs and exercise professionals work together inlacaied environment, stretural

collaboration is more likely to occur. Structural collaboration can include shared

organisational processes, facilities and structures, such as IT systems, financial streams and

scheduling systems.

This theme was substantiated following the staklelew interviews but drew attention to

the challenges faced to reach full structural collaboration with thdéooated sites. In the

main, these included NHS constraints regarding information technology systems and sharing

of patient records. Therefore, th&ub-section of this theory addresses the barriers faced to
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communication and collaboration, which include NHS constraints regarding information
technology systems and sharing of patient records. MRT chosen to scaffold this theory is
COMB. By enhancing HRScapabilityto coordinate and collaborate in the docated

setting through physical elmcation with exercise professionals and providing opportunities
through sharing work processes, structures and facilities, this should lead to enhanced

motivation tocoordinated and collaborate with other HCPs.

IRPT 3: Coordination & collaboration of health and PA professionals (structural)

IF clinics are THEN health and BECAUSE they are
Phase 1 cqlocated with exercise p.rofessionals Wor!(ing in the same

leisure centres are more likely to environment, sharing the
collaborate and same facility, structures,
communicate and work processes.

IF clinics are THENhealth and BECAUSE of included Nk

colocated with exercise professionals | constraints regarding

leisure centres may face difficulties to | information technology
collaborating and systems and sharing of
communicating patient records.

5.4.2.2 Knowledge transfer and shared learning to promote PA

This IRPT was developed based on data from the realist review which suggested that
colocation of health and leisure allows for fateface interaction between HCPs and
exercise professionals tis A}po v[3 }E ]v E]o golocaiad ehvironmmt
(Sinclair, 2017; P. Williams, 2012). As explained in the realist review, learning through
informal interactions is preferential to traditional deslased structured learning (Williams,

2012).

Daa from the stakeholder interviews suggested that there was overlap in responses given

between this IRPT and integration, coordination and collaboration (cultural and structural)
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and multidisciplinary approach. Participant responses for those themes resue b

synthesised to

develop this IRPT.

Capability from CONB was a construct chosen to scaffold this theory. In théocated

environment, an individual psychological capability for shared learning and knowledge

transfer is supported. The opportunitypsovided in the cdocated environment for

knowledge transfer and shared learning between HCPs and exercise professionals because

of the physical cdocation and social opportunities for interaction afforded through

colocation. Automatic motivation of HCBscurs though modelling of knowledge transfer

and shared learning between HCPs and exercise professionals that are consistently making

referrals and having conversations about PA.

IRPT 4: Knowledge transfer and shared learning to promote PA
IF HCPs work ina | THEN this may facilitat¢ BECAUSE -¢ocation

Phase 1 cqlocated health and knowledge transfer and enables informal
leisure environment | learning amongst spontaneous
AND partners are | different HCPs and interactions that are
able to share their | exercise professionals,| preferential to
expertise and thus increasinghe deskbased learning
experience likelihood of PA structured learning.

referrals
5.4.3 Individual

5.4.3.1 Improved patient experience

This IRPT was developed based on data in the realist review which suggested that patients
would have a more positive experience visiting a clinic in a leisure centre in contrast to a

traditional clinical setting or a hospital. Research has shown thatiiatere more satisfied

with care that is integrated and multidisciplinary, including information about
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selfmanagement information (topics such as exercise, PA lifestyle, diet and symptom
management) from multiple HCPs, including physiotherapists, dietitaual

rheumatologists (Moe et al., 2016). The NCSEM locations in Sheffield aim to promote a
multidisciplinary model of working. In addition, the most commonly reported facilitator for
GPs referring more patients to PA in the community was shown in ong stuae positive

experiences or effects for patients (Leemrijse et al., 2015).

Salutogenesis was shortlisted as an appropriate MRT in which to inspire this IRPT.
Salutogenesis is applied here specifically to théocated design of Graves and Concord

which is seen to be health promoting and positive in contrast to traditional clinical settings.

It can be argued that clmcated settings provide a more salutogenic environment which
gives patients a sense of empowerment and provides patients with ressuoctake charge

and manage their own condition (Antonovsky, 1996a).

IRPT 5: Improved patient experience

IF the clinic is THEN there is potentiall BECAUSE patients have
Phase 1 colocated with a | for increased referral | more positive
leisure service and uptake experience, resources tg

take manage their health
through PA and a sense
coherence.

5.4.3.2 Improved staff experience

This IRPT was developed from data in the realist review which suggested that an integrated
healthcare environment with workplace PA and broader wellness offerings for staff may

help the staff to feel valued (Olsen & Warren, 2011). During the realist reitigvas
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theorised that enabling staff to engage in positive health behaviours at work by providing
them with access to fitness and leisure facilities they can use during the workday (and giving
them permission to do so) would likely enhance staff expeei\dditionally, it was

thought that if HCPs were able to be physically active through workplace opportunities that
they would be more likely to relay this message onto patients. The review and stakeholder

interviews contributed similar evidence.

Evidene from the stakeholder interviews suggested that the staff experience would be
more positive in the cdocated sites because of the salutogenic working environment and
the opportunities to be active that the elocated leisure centre provided for staff s

this positive working environment and the personal benefits to individual staff that was
considered important rather than any change in service delivery to patients that was

particularly valued:

W ES] 1% v W —Y/ §Z]vl §Z Sthsahilswdlibeing pg & r8einl¢E Z o
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buildings, easy to get to, easy to find parking, had windows, so that sense of being at

work with, that sense of...having a much better workingA]E}vu v3X _

Salutogenesis is the MRT chose to scaffold this IRPT. The salutogenic environment is seen to
provide a more positive experience as HCP member of staff in thecated environment

as well (Schweitzer et al., 2004).

It is hypothesised thai staff feel valued in their working environment and have a better
experience, they may be more likely to relay the message of PA onto the patients through
conversations about PA. In addition, if they have used the gym themselves, they will feel
more knawledgeable and confident talking to the patient about PA.

IRPT 6: Improved staff experience
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IF staff are enabled| THEN they are more | BECAUSE they feel valu
to engage in PA likely to relay a positive in their working

through celocation | PA message to patient environment and have
the opportunity to
participate in PA in their
working environment.

Phase 1

5.4.3.3 Long term conditions

This IRPT was initiaeveloped based on data from two studies. The first study identified
long term conditions, irrespective of condition, as a barrier for GP referral of patients to PA
(Leemrijse et al., 2015). A study of an integrated cardiac rehab centre found that both
patients and HCPs fear that exercise can raise cardiac risk in patients, but patients reported
feeling safer and more likely to exercise in environments where they can be observed

(Mcintosh et al., 2017).

This IRPT was confirmed in the NCSEM stakeholdevienes, yet data obtained was
limited by the fact that stakeholders could only comment on how they thought long term

conditionsmight relate to celocation, as this theory directly relates to HCPs and patients.

Participants emphasised that HCPs havé@dédPA education in their professional training

and thus may not feel comfortable prescribing exercise to patients with long term

conditions, especially chronic, comorbid, or complex conditions. It was suggested that HCPs
may only feel comfortable presbing PA when they have the knowledge, skills and training
regarding specific conditions to prescribe PA, even inlacated environment. It was
suggested that HCPs must feel confident that there are adequate resources to promote PA
safely and that patiets must feel confident in the HCP, exercise provider and resources that
the facility offers. Stakeholders suggested thati@cation might have an effect of increasing

patients with long term conditions confidence to participate in PA.
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Participant 3:
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they know that they have a physio alongside them or at the very worst there is
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exercising. guess it all gets them a bit more support to actually encourage them to
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Participant 4 confirmed this,
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the doctor were physiotherapist or an occupational therapist or a nurse was acting

out of those unis that it would be detrimental to their health. Therefore, my point of

Al A /—u *puE 13 upes ]« %armessZandl prapttioners on the

professional pathway we are recommending app services on site with an exercise

facility | would guess that it would alter their perception.

AY §8Z B -+ 0}S }( ] 8] % S] vSeU Y o0}8 }(nR *%]E S}EC
ZE}V] } *SEW 3]A %opou}lv EC Je e« Y]( C}lu Epuv 8Z}e 0]\

where they can then go and have, particularly with the chest patients, a gentle

exercise regimen, then that gets them past their initial stages of breathlessaads,

moves them onto a longer term than for exercise that then impacts on their

HVv EoC]JvP «3Zu YC}pu v e+ Z}A 8Z & A}po v (18X _
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Participant 1:A/v & <]JvP }v(] v XXX v C}uE o]Jv]] v AlJoo & |
environment, will show you hote do it, model it, and therefore that increases your

self ((] CGX ~} §8Z §—« |]lv }( S$Z]JvI]vP E o00CX_

By having HCPs working together in the same environment this could help reassure patients
with long term conditions that they are safe to participatePA and help to build their

confidence that they are safe to do so without exacerbating their condition.

Salutogenesis has been applied here to scaffold this IRPT. Ibeated health and leisure
environment may provide patients with generalised rémince resources (leisure centre

}(( E]vPes o u ve }( Z 0%]VP % 3] v3+ Z A P Vv Cl}AESZ]E
Participant 1 suggested that by moving towards a more salutogenic approach to healthcare

through celocation,

Az}u @& u}A]vP (EH]llness%o @ plack of illness, where people are being
SE § (}E Joov ¢+ 3} %0 }( A oov «eU AZ E % }%o0 E
U}E }( 3Z &5 ¢« OuS}P v ¢Je u} 0 A Eepes % SZ}P v ¢]e u} oX 7

IRPT 7: Long term conditions

IF patients with THEN patients will fee] BECAUSE they are

Phase 1 long j[e_rm safer to undertake PA reasgure.d when HC?S g
conditions attend working in same facility
consultations in a and may be available to
co-located setting help if needed.

IF patients with THEN HCPs will be | BECAUSE they have

long term more confident to greater awareness of th
conditions attend | refer patients to PA | equipment, staff and
consultations in a special adaptations
co-located setting offered in the facility.
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5.4.3.4 Increases awareness of PA opportunities

This IRPT suggests thatlooation of healthcare and leisure increases awareness of PA
opportunities in the minds of patients and HCPs. This IRPT was inspired from the following
studies in the realist regiv (Copeland, R., Hart, O., 2015; Leenaars et al., 2015; Leotta et al.,
2011) as well as individual correspondence (Copeland, individual correspondence, 2018).
Lack of awareness of PA referral opportunities was seen as a barrier to referral (Leemrijse et
al., 2015) but facilitators to referral could enable better awareness and understanding of PA
opportunities available (Leenaars et al., 2015). Traditional facilitators to referrals from
primary care include better understanding and awareness of servicesndwork for
relationship, commercial benefit and funding (Leenaars et al., 2015). Copeland and Hart
(2015) suggested that the NCSEMaoated model could serve as a novel facilitator for
awareness of PA opportunities. The opportunities construct from €B0ONas used to

scaffold this theory as elmcation increases the awareness of PA opportunities.

IRPT 8: Increases awareness of PA facilitie!

IF clinics are THEN this may facilitat{ BECAUSE lack of awareness of wherg

colocated with patient and HCP refer patients to exercise can serve as

leisure centres awareness of PA barrier. Being cdocated can eliminate
opportunities §Z]e EE] & -+ SZ PCu

5.4.3.5 People like me (normalising & modelling)

This IRPT was developed from themes developed during the realist review. These two

themes arenormalisingand modelling.In their study of a diabetes centre 4ocated with a

gym in Sicily, Leottaetal. (2i¢ (}uv SZ 8§ §Z %o E %o} (MO Z OPEE]VP][ }( &
the gym and diabetes centre normalised PA for patients and HCPs because in this centre
individuals could see others like themselves participating in PA. In a normal healthcare

setting, especi$y for someone who is not already active, this may not be likely to occur.

This IRPT was developed based on review data that id@cated environment a patient
may witness other patients participating in PA and fregr modellingnay encourage them

to also become active (Leotta et al., 2011).
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At the stage of the review, these themes were considered distinct, yet it became clear
through interview data that these two themes overlapped and were conflated in the
responses from participants. It also seed unlikely that HCPs would participate in the same

exercises as patients. Thus, it seemed that these themes could be combined to encompass

both normalisingandmodelling: %0 }% 0 o]l u X _

These themes were developed over multiple iterations of the realist review whilst the

stakeholder interviews were taking place. Data from the stakeholder interviews addressed
the normalisationof PA in the cdocated environment:
Participant W 4Hogati}v u} o v}@&u o] * W (}E % S] vSe Vv 5 ((X_

W ES] 1% vS OW A" JvP 8§Z § % }%0 S I]JvP % &S ]Jv W ]Jv §
strange lycra clad beings who were different from us but were just normal people

and perhaps it could be easierto bringpgoo JvsS} W X _

Participant 8:~/ $Z]vl pe]vP (E}o u} o0e ]* §8Z Eu ] 0 HUS ]Jev[S ]S

are being used and hopefully give them confidence and some of them are right at the

€N¢

ASE u Vv }( E] %E} o usX /[A oAh&everyou yo% E -
AZ v C}p P} " A ¢U §Z E [* %] SUE « }v-rBdte pAwertlU « JvP E
even than clinicians. If you can engage with all models and stories of people that's

% E} o0oC SZ S SZ]JvP S} }Y pe Clp—CE happmoreS} (]Jv <}

Y ZE}v] v ]8]}v §Z v ClpU AZ} Z « Eu 00C u E 15X

The construct osocial normgrom the Theory of Planned Behaviour was chosen to scaffold
this IRPT. Clmcation may change social norms around PA making it acceptable to

participatein PA. In addition, patients may be more likely to see others like them
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participating in PA in this setting because they are more habitually exposed and primed with

PA opportunities and messages than they would in a traditional clinical setting.

IRPT 9: People like me

IF healthcare serviceg THEN patients will bef BECAUSE they see
and PA facilities are | more likelytoview P4 }$§Z &+ "o0]l §Z
co-located as normal participating in PA and
therefore modelling the
behaviour.

Phase 1

5.5 Chapter conclusion
This chapter provided an explanation of how the IRPTs were developed from themes

through the realist review, tested and refined in the NCSEM stakeholder interviews and

substantiated through MRT.

At the end of phase 1, 9 IRPTs were retained and takerafolmto phase 2. To further
refine the IRPTs developed in phase 1, a realist evaluation was conducted in phase 2 to test
how theories were working in practice. The IRPTs were tested through interviews with both

patients and HCPs.
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Chapter 6. Phas2: Patient and healthcare professional interviews

6.1 Introduction

In Phase 1 (Chapters53, IRPTs were developed through a realist review, NCSEM

stakeholder interviews and search for MRT. This chapter describes Phase 2 of this research
where thelRPTs developed in Phase 1 were tested and refined through interviews with

, We v % 5] v3eX dZ 8Z }JEC A 0}%uU V3 %@E} e+ }v3]vp 3§} p
situate the IRPTs at the appropriate level of social strata (see p. 44 for an explanation of

First, an overview the methodology and methods, including ethics and governance is

presented. This is followed with a presentation of the results of stakeholder interviews.

6.2 Methodology and Methods

In Phase 2 of this research, interviews with patients and HCPs were conducted.

6.2.1Phase 2: Theory Testing through interviews with patients and HCPs
6.2.1.1 Objectives

To develop refined programme theories of how, why, for whom and under what

circumstnces cdocation of healthcare with leisure works to promote PA by testing IRPTSs.
6.2.2.1 Methods

Theory testing in different contexts using sestiuctured realist interviews with patients

that have attended clinics andCPs whavork at Graves and Concord leisure centres.
Interviews with patients and HCPs were appropriate to test how theory IRPTs developed in
phase 1 (Theory Development Diagram (interviews with patients and HCPs): EldJre

reflect the experiences of patientsd healthcare professionals.
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(NB: Please see chapter 2 for a detailed explanation of the methodological underpinnings of
realist evaluation, and chapter 4 for a detailed outline of the interview method applied in

this thesis to inform the realist evaltian).

{realist review {realist evaluation
to further test and
refine the initial
theories developed
in Phase 1

{ purposive search
for existing MRT

{interviews with
NCSEM
stakeholders

{interviews with
HCPs and patients
attending Graves
and Concord

N\ / N /

Figurel2.0 Theory development phases: Phase 2

6.2.1 Ethics and governance

Prior to submission to ethics and governance, study materials vestiewed by a Patient

v. Wp o] /vVA}oA u vd ~WW/« W v oX WW/wjth andfosby}v p S]vP E -
members of the public, rather thato, about, orfor §Z u_ ~E/,ZU 1Ti11T «X WW/ (} pe e«
specific research project and can be used throughout gsearch cycle. Involving patients
and public in research is seen as good research practice as it leads to research that is better
designed, more relevant and of increased value (Biggane et al., 2019; Blackburn et al., 2018;

NIHR, 2022b).

A research protaal (Appendix 10), participant information sheets (Appendix 12), consent

forms (Appendix 13) and recruitment posters (Appendix 14) were reviewed by a Diabetes
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PPI, a former MSK patient and a current diabetes patient. These PPI panels were chosen
based on tle availability of established PPI panels but also because the intention was to
recruit patients from across diabetes and MSK physiotherapy clinics. Feedback was taken
into consideration and amendments were made where necessary before submission to an
NHS Bsearch Ethics Committee (REC reference 19/L0O/1304). Changes following PPI review

included:

T Revised approach to participants: the PPI panel suggested initial approach to
participants should be through HCP recruitment and to consider asking HCPs to hand
out recruitment information to patients. This was added to the protocol.

¥ "Ju%eo](] S]}v }( S Zv] 0 S Eue *pu Z * Z%otagingvCule [ ]V %
materials

¥ Addition of NHS logo to posters

¥ Changes to personal details provided by the researcher e.g., removal of personal

mobile telephone number, addition of pesibminal letters after name.

Following institutional ethics review to secure University sponsorship for the research, an
applicationwas submitted for approval by NHS research ethics committee. Access
permissions were granted for Graves and Concord and a research passport was obtained.
See Appendix 11 (NHS REC approval; HRA Approval; Confirmation of NHS Capacity and

Capability).
6.2.2Sampling and Recruitment
d} veA E 3Z & « E Howiandihjwhat(ways (if at all) does thelosation of

health and leisure centres work to promote physical activity, for whom, under what
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]E pues v < vitweZ ipbrtant to speak tthe HCPs and patients that work in
and use the facilities. The IRPTs developed in phase 1 of the research had suggested that the
benefits and challenges associated withlgoation may vary for different patients and
HCPs, including patients with varyiegels of sereported PA, health condition severity
and health status. To explore these nuances, the study sample consisted of 10 HCPs and 10
patients that worked or attended one of four different clinical services at Graves and

Concord Leisure Centres.

The proposed number of interviews was initially estimated to b @3 CPs and patients

each. The initial proposition of interviews was only an approximate plan and took into

account that the process of theory testing in realist evaluation can be unsaaiole

HV% E ] & o U SZpe » u%o0 <]l v }voC "A 1loC o }E & (1
Manzano 2016). A clearer idea of sample size was defined shortly after fieldwork began
(Manzano, 2016). According to the RAMESES Quality and reporting standaetdigb

evaluations, sampling follows a rigorous and sequenced process of theory testing (Wong, et

al., 2017). The sample of relevant respondents was deemed to be sufficiently large and

diverse to provide evidence across different clinical conditionscamdexts of HCPs and

patients (Wong, et al., 2017).

Selection bias could lead to choosing patients and/or HCPs that only have positive
experiences and/or engage in PA. This could result in the collection of data too closely
aligned with the personal agela of the researcher (Galdas, 2017). Development of a clear
participant criteria/person specification Appendix 10 Research Protocol for Sampling
Criteria)., recruiting participants through different individuals and different channels of

communication, asvell as using multiple recruitment strategies are some methods used
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help eliminate some of the potential selection bias (Collier & Mahoney, 1996) (See Appendix

10: Patient and HCP research protocol).

6.2.3 Patients

The IRPTs developed in phase 1 ditlsuggest any factors relating to-tmcation that were
specific to any particular disease group, thus patients were recruited from four different
clinical groups attending treatment at NCSEM Graves and Concord (Table 7.0). These groups

were MSK physioth@py, pain management, diabetes and podiatry.

Patients were identified several different ways, which helped to eliminate some of the
potential selection bias. Most were identified after they contacted the lead researcher after
viewing a digital study reaitment poster in the waiting area or after being approached by
the lead researcher before/after a clinical appointment at Graves or Concord clinics. A few
other patients were recruited after a participant recommended several patients to the lead
researcler. As the study was advertised via Diabetes UK, some patients may have seen the
recruitment information in multiple places. Study information was also emailed to service
leads for each clinical condition and the lead researcher requested that the study

information be shared in patient mailings.

Patients were asked brief screening questions to assess their subjective health status and
current PA levels. Health status was assessed using theDEQEAS (EuroQol, n.d.; Grandy
& Fox, 2008) prior to recruitent. The EQ/AS is a vertical visual analogue seath values
between 100 (best imaginable health) and O (worst imaginable health), on which patients
provide a global assessment of their s&lported health (Grandy & Fox, 2008). The
EQS5DL/VAS was seledtbecause it is a valid, routinely used patient reported outcome

measure
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(PROM) that is simple to administer at the recruitment stage (Grandy & Fox, 2008) Whilst
it was planned to recruit patients purposively, a convenience sample was used, whereby
the first 10 patients agreeing to participate were selected. The sample of patients

reported a range of levels of severity of different health conditions across the different
services. Patients were asked about PA levels and were recruited across a rangtspf lev
(E}u Zv}s S8]A & oo[ 8} ZA EC 3]A X]

Although it was initially planned to recruit patients across all four clinical conditions,
recruitment of patients from diabetes and pain management proved very challenging,
possibly due to slow engagemembin service leads and less overall patient numbers from
these conditions accessing services at Graves and Concord. Thus, the majority of patients
were musculoskeletal (MSK) and receiving physiotherapy. MSK physiotherapy might also be
seen as a clinic thaelates most closely to PA and patients might be more willing to discuss

or have experiences of PA in the clinical setting.

Although the majority opatients recruited were MSK patients, they ranged from those with
short term, acute conditions to long term, chronic conditions as well as patients who
subjectively felt their health was reduced (sedported from the EED scale and/or HCP
diagnosed codition).

10 patients were recruited as sufficient confirmatory data was collected. There was diversity
amongst individual MSK physiotherapy patients in terms of postcoderegsdted PAself
reported health, condition for which being seen, PA expecemith celocated sites, and
motivation to participate in PA.

The characteristics of recruited patients are detailed below in Table 7.0.
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Table7.0 Patient characteristics

Code
Patient 1
Patient 2

Patient 3

Patient 4

Patient 5
Patient 6

Patient 7

Patient 8
Patient 9

Patient 10

Site
Graves
Concord
Graves

Concord &
Graves

Graves

Graves

Graves

Graves

Concord

Graves

Clinic PA Level
MSK physiotherap High
MSK physiotherap Low

MSK physiotherap Moderate

Pain management Low

MSK MSK

physiotherapy,

Podiatry Moderate
Physio Mod

MSK physiotherap High

MSK physiotherap

/podiatry Mod
MSK physiotherap High

MSK physiotherap Low

6.2.4 Health Care Professionals (HCPSs)

Health
High
Moderate

Moderate

Low

Moderate

Moderate

Moderate

Moderate
High

Moderate

Postcode
S10

S6

S7

S6

S20
S8

S10

S17
S7

S60

HCPs worked in one of the same four clinical service areas: MSK physiotherapy, diabetes,

pain management or podiatry at Graves or Concord Leisure Centres (See Table 7.0 and

Appendix 10 Research Protocol for Sampling Criteria).

HCPs were identified throligword of mouth, via posters in common areas, communicating

the research with HCPs by directly approaching them in the sites when they worked (during

breaks), as well as an email sent by their service lead. Recruitment of HCPs was with full

permission andyuidance from service leads and managers to ensure that all eligible staff are

aware of the study. Eligible HCPs were recruited from any role, including MSK
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physiotherapists, diabetes specialists (includes health and wellbeing consultants, nurses and
allied HCPs), rheumatologists, podiatrists and pain specialists. The majority of HCPs were
identified after being approached directly by the lead researcher in the waiting areas of the
clinic, through word of mouth and through advertisement of the study byiserkeads to

their staff.

Convenience sampling was used in recruitment of HCPs. Initially, it was intended to recruit
an equal spread of HCPs across clinical conditions and with varyingseied levels of PA
and health (assessed by asking brieesaing questions about seléported health and PA
levels), however, recruitment of HCPs proved to be difficult in general due to time
constraints and limited availability. Specifically, it was difficult to recruit diabetes HCPs. It
took more time to gaimesponses from diabetes service managers and only one diabetes

HCP was recruited to participate.

To test the IRPTs from phase 1, it was necessary to interview HCPs with differing levels of
confidence and attitude toward PA. During recruitment, HCPs wstedahow often they
take patients into the gym, make referrals to PA, or discuss PA. All but one of the HCPs

recruited selfreported as having high PA levels.

The characteristics of recruited HCPs are detailed below in Table 8.0.

182



Table8.0 HCP characteristics

| |
Code Clinic ‘PA Level‘ Health

|
Site ‘Role
|

6.2.5 Consent

A participant information sheet was given to all HCPs and patients prior to the interview to
read. They were then given the opportunity to speak to the lead researcher by
phone/email/in person regarding any questions they may have. After 24 hours to eonsid
the information, interested participants were contacted. If they still wished to participate,
participants were asked to sign a written consent form prior to the start of the interview.

Interviews were scheduled at a time and place convenient for Hréi@pant.
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6.2.6 Interviews

Ivd EA]l A« AE v pu s SA v E}Au E1iio v & Eu EC Tifi
choice of location (Graves, Sheffield Hallam University, place of work) or by phone.

Participants interviewed via telephone were sent a copy of the IRPTs in advande to a

communication and understanding of the questions. Interviews were recorded with a digital

voice recorder.

The interview schedule was developed to test the IRPTs developed in Phase 1. Open

<u *3]}ve A E pe 3} FE%O0}E % ES3] Whoitbe fo@ation E] v ¢+ v A]
model, PA and their health, followed by thedsd questions designed to test the IRPTSs.

Theoryled questioning was based on the 'teacHearner cycle," whereby the interviewer

places theory before the interviewee to comment on,utef and/or help to refine

(Manzano, 2016; Pawson, 1996; see Chapter 4).

Only IRPTs which were relevant to participant experiences were tested with that particular
participant. During the interviews, some theories were skipped over because the participant
could not speak to the theory based on their experiences. Some patients were asked to
comment on theories that pertained to HCPs if their own experiences could provide
valuable insights. Additionally, some HCPs were asked to comment on theories that may be
more relevant to patients, but they might be able to speak to how therceivepatients

might experience a theory.

6.3 Data analysis

This section presents the steps taken to analyse the data from the realist interviews with
patients and HCPs. The stagghe analysis are detailed to enhance transparency and

auditability of the process and credibility of the findings.
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As per the phase 1 NCSEM stakeholder interviews, framework analysis (Ritchie & Spencer,
2010) was used to analyse the phase two intexwdata (see Chapter 4). Audio recordings
were transcribed verbatim. To support document organisation, management and
referencing of data, transcripts were uploaded to an existing NVivo 11 dataset which
consisted of literature and documentation identifieldiring the realist review (Chapter 3)

and transcripts from the NCSEM stakeholder interviews (Chapter 4). A deductive coding
framework was developed usirggpriorithemes based on IRPTs and MRT from the interview
schedule. Themes identified inductively thagre relevant to the research question were

also added to the coding framework. These inductive themes were not used to develop new
IRPTSs at this stage because this did not follow the realist convention used in this research
(i.e., to develop theories iphase 1 and testing them in phase 2). Additionally, the inductive
themes lacked sufficient depth to be included further, although they did help explain some
of the data. All interview transcripts were coded according to participant, which means to
highligh all of the text associated with each participant, so that during data analysis, only

% ES] % v 3§ £3 A+ v 0oCe ~v}33Z E +« E Z E[* <pu *8]}veeX
then coded according to each IRPT or theme node. The nodes used to abdiRéa

(coding framework) are listed below in Table 9.0.

For the purpose of focusing the evaluation and adhering to realist evaluation standards
(Wong et al., 2016), only the IRPTs at the end of phase 1 are explained with the interview
data. Only datahat was relevant to refute, refine or confirm the IRPTs was included, and
additional themes were disregarded as they were considered superfluous to the research

guestion.
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Table9.0 Nodes used for coding IRPTS in NVIVO

Phase 1RPTs

1. IRPT Coordination and collaboration of health and exercise professionals
(structural)

IRPT Improved patient experience

IRPT Improved staff experience

IRPT Inconsistency of clinical schedule

IRPT Increases convenience

IRPT Knowledge transfer and shared learning to promote PA
IRPT People like me (normalising & modelling)

IRPT Long term conditions

. IRPT Increases awareness of PA opportunities

10. MRT COMB

11. MRT Salutogenesis

12.MRT TPB

© 0N OGOA WD

Once all the interview data was coded, the data that was coded against each theme was
reviewed to consider whether it supported, refuted or indicated a need to refine the theory.
Theory refinements took place iteratively, with multiple refinements madeauth theory.

Discussion took place with the supervisory team throughout each refinement.

6.4 Initial rough programme theory refinement

At the end Phase 1, nine IRPTs were developed iteratively with data from the realist review,
MRT and NCSEM interviews data. In Phase 2, the IPRTs were further refined with data from
HCP and patient interviews. These nine IRPTs are presented below evalddfiion of one

IRPT developed solely from the interview data (misaligned business models). The data
presented below is indicative (but not necessarily exhaustive) of the evidence found to
support, refine or refute each IRPT. In Chapter 7, these theargesgefined into final refined

programme theories.
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refinement, the IRPTs al¢ infrastructural level include increases convenience; logistical
challenges, inconsistency in appointment location that prevents consistency and misaligned
business models. At the institutional/ interpersonal level these include coordination and
collabomtion of health and exercise professionals (structuaalfl knowledge transfer and
shared learning to promote PA. At the individual level include: increases awareness of PA
opportunities, improved staff experience, people like me (normalising & moded#imdjJong

term conditions.
OXOXi W Ae}v[e ¢} ] o -d8f@EstiictwralA o i
6.4.1.1 Increases convenience to support PA participation

This theory proposes that IF patients have time immediately after their appointment to

access PA opportunities, Vathe opportunity or and are motivated, willing and able to

attend the leisure centre for PA opportunities, THEN this has the potential to create a single

% }1vS }( - ¢SBW}IVZ}%U_ % V VS UWo}Vv SZ *]Pv v 8 (( ]Jv
co-located facility. A single point of access could make it easier for HCPs to refer to PA
opportunities.lIt could also make it easier for patients to access PA BECAUSE of the

immediacy of the opportunities. However, IF there are logistical issues (such as distance

transport and associated costs) THENamation might not have the intended effect of

increasing PA discussions amongst HCPs and patients, participation, HCP referrals

participation amongst patients BECAUSE these issues might be a barrier to somts patien

accessing ctocated health and leisure facilities.
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In Phase 1, the IRPT postulated that if clinics and leisure centres wéoeated, it would

make it easier for HCPs to refer and easier for patients to access PA opportunities because
of the immediay of the opportunities that the onstop shop design allows for, but if

logistical challenges exist, then-tmration would not have the intended effect of because of

the barriers these challenges create for patients.

This theory addresses the potentfal co-location to create a convenient, single point of
access for patients to access their clinical appointments and PA opportunities. Four clauses
were added following the patient and healthcare interviews in Phase 2 to reflect data which

explains the baiers to prevent cdocation being convenient for everyone.

Most of the aspects of the original IRPT developed in Phase 1 were confirmed. Following the
interviews in Phase 2, data showed thatlooation could increase convenience because
patients have e opportunity to attend the leisure centre to participate in PA opportunities
immediately after their appointment and HCPs are able to refer the patient to PA
opportunities in the leisure centre. Further clarification was provided following the

interviewson contexts which enable docation to increase convenience and for whom.
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IRPT 1: Increases convenience to support PA participation

IF clinics and leisur¢ THEN this creates a BECAUSE of the
Phase 1 facilities are single point of access ol immediacy of the
colocated AYv-¢81 % *Z} %0 _ | opportunities
makes it easier for HCP,
to refer to PA
opportunities. It also
makes it easier for
patients to access PA

IF there are THEN céocation might | BECAUSE logistical
logistical challengeg not have the intended | challenges might be a
(transport, distance| effect barrier to some patients
& cost), accessing ctocated

health and leisure
facilities, as patients may
be referred from across
the city.

The IRPT developed in phase was largely supported by the evidence from patier€Bad H
in phase 2. In addition, the interview data revealed new considerations to include in the

theory building process.

Data from the interviews also highlighted that tegtentto which colocation increased
convenience to create a single point of accEssHCPs to refer patients to PA and patients
to participate in PA wadeterminedin part by whether patients have time immediately after
their appointment to access PA opportunities. Whether the patient has the opportunity or
makes the decision to attentthe leisure centre for PA opportunities plays a role to the
extent to which ceocation creates convenience. The extent to whicHamation creates a
single point of access is also influenced by the design and layout of 4beated site and
staff interaction within the celocated facility. These two nuances were added to the theory

as additional clauses.
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IRPT 1 initially posited that contextual factors such as logistical challenges (transport,
distance & cost), could prevent-docation from having ta intended effect (i.e. increasing

PA). This might happen because such challenges could create barriers for some patients in
accessing the ctocated health and leisure facilities, especially for those patients who are
referred from across the city. A thirclause was added, as stakeholder interviews confirmed
this, but also highlighted theosts associatedith this distance, such as the expense of

paying for public transport, automobile fuel and parking costs as specific barriers facing

patients.

A fourth clause was added to this theory which provides additional clarity on the outcome of
increasing PAnN the initial theorising, the outcome aficreasing PAvas vaguely defined.

The interviews identified specific and measurable outcomes including inogeBR#&

discussions amongst HCPs and patients, increasing HCP referrals to PA and increased
participation in such activities amongst patients. These specific outcomes were deemed
more appropriate to evaluating the effectiveness of thelgoation in suppoiihg increased

PA amongst patients.

The theory was refined to include the four additional clauses described based on data from
the interviews with HCPs and patients (see the box below with the new additional clauses

listed in blue text). Data which supparach of these additional clauses is listed below.
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) IF patients have | THEN thig) has the BECAUSH the
Phase 2 time immediately potential to create a | immediacy of the

after their single poinof access ol Opportunities.

appointment to AYv-285}%0 *Z} %0 U

access PA dependent upon the

opportunities, have
the opportunity or
and are motivated,
willing and able to
attend the leisure
centre for PA
opportunities,

design and staff
interaction in the
colocated facilityA
single point of access
could make it easier for
HCPs to refer to PA
opportunities. It could
also make it easier for
patients to access PA

IF there are logistical
i) issues (such as
distance, transport
and associated costs

THEN céocation might
not have the intended
effectiv) of increasing
PA discussions among

BECAUSE these issues
might be a barrier to
some patients accessing

co-located health and

HCPs angatients, leisure facilities.

participation, HCP
referrals participation
amongst patients

6.4.1.1.1 Data supporting theory refinement

1) IF patients have time immediately after their appointment to access PA opportunities,
have the opportunity or and are motivated, willing and able to attend the leisure centre for
PA opportunities,

The additon of this clause addresses that contextual factor in the patients individual
reasoning that can affect whether they have the opportunity or make the decision to attend
the leisure centre for their PA opportunities. For example, they may not have tinosvind

their appointment to attend the leisure centre for PA. They may not be able to afford the
costs of a membership or individual class costs or feel that any of the PA offerings are
suitable for them. The patient may not feel motivated enough to attésibwing their

clinical appointment or be apprehensive about exercising with a-teng condition. All of
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these issues could serve as access issues to using the leisure centre immediately following

their appointment.

Even if the location is conveniefdr the patient, they may have other reasons for not
attending the leisure centre for PA opportunities, such as scheduling conflicts, such as
working during the hours when suitable PA opportunities are available. This is explained by

Patient 2 below:

N d Zwas more about me having difficulties with my lifestyle or the way my life is

organised and where | could get to and when | could get to places. And unless, as |
«]USZC ZAV[3P}S Vuv v ]vP E *}JuE <} pvo e« 3Z E /
exactlyftm U §8Z C % @&} oC A & v[3 P}]vP 8} 81182 8§ }& Als
would with other people. | suppose people who retired or maybe people who are off

]I (}E& 82§ E *}v vudcC ee §Z PCu S 00 *}ES- }( §]

HCP 6 acknowledged, howeverat for some patients, it works well to use the leisure
centre following their clinical appointment, such as those who are unemployed, retired or
older aged. If the patient has repeat visits to the same centre, where they can build
familiarity and an assaation with their clinic visit and PA. This could make it easier to build

a routine and habit of PA.
HCP 6:

"D C  wyarking folk or older folk may well combine being here and using
( ]0]18] *X /[A +%}l v 8} % 3] v3 (]EoC &E v30C Az} }vs§

centre facilities on the day that they used to come to have their physio treatment
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becauseth&[ P}S Jv §Z2 Z ]S }( }u]vPU ¢} $Z C | %S }v }u]vP>

A ECt ve CX_
Patient 7:

A u E)}ese 3 'E A SZEIUPZ %} ] SEC V %ZCe]}3Z E %
15[« (E % EI]vPU ]8[+] o Ev VY] ¥32v AM%BI[vag vie A E
little bit quicker at that time. So rather than having to wait longer you could go and

e *lu}v 8§Z E YdZ C }po ]JSZ E } ]S € %ZCe] o00oC 3]/

%o %o} ]VEU VE }E (8§ E $Z |E % % }]vEX VE e §Z C[E &Z

According to HCP 6, immediacy could have an impact on whether a patient adopts a PA
habit and that the sooner a patient participates in PA following their appointment the more

likely they will act on their intention.

HCP6~A }(8v oo o A A]8Z A EC P}} ]Jvs v8]}ve v ]v 87 §
§8Z 8 }%0 % }ESUV]SCM /5[ o]l A ooU C}pu IVIAU 8Z C[A P}v

ucC ]8 } v §} Jv Jv  «Z}ES E Alv }AX_

HCP 5 (Podiatrist, Graves) confirmed thaving repeat visits at the same site will help the

patient to build familiarity and potentially develop a PA habit.

HCP 5 (Podiatrist, Graves):

NSZIvIl ]S8[ <u]S Z 0% (poO pe ]S8[ €0 JpE&E VSE » SZ &
opportunitytodoitX v / $Z]vl C}u[A P}§ E % § %0 %0 }]vSu vSe
o} 3]}v Clu Z]% A C 8 %%}]vdu v3 vpu E }v v SZ v §Z

to possibly think about it and you bring that conversation up again at appointment
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number two and possibly at appagu vS vpu E SZE « A ooY / 8Z]vl ](

§2 8§ ZvP JvsSZ]E PV Eo0(}}S %E} ouU §Z C[E up Z u}

11e Z « §Z %18 vE] 0 8} @& &  +]vPoeSh%]vE % U _ ++% @& "N§ p%}

the design and staff interdion in the celocated facility. A single point of access could make
it easier for HCPs to refer to PA opportunities. It could also make it easier for patients to

access PA BECAUSE of the immediacy of the opportunities

The addition of this clause acknowlP ¢« §Z § S$Z *]Pv }( SZ (-900]5C¢}vSC %o
makes a difference to patient and HCP interaction with the facility and engagement with PA.
Whilst both Graves and Concord arelooated, Graves has a single point of access, whilst
Concord has separate entrance for the leisure centre and health clinics. The design of
Graves is more fluid with a shared entrance, reception anddefmed boundaries

between clinical waiting areas and café seating. The leisure centre is completely visible to
patients as they enter the site for their appointment, making it more likely for the patient to
access PA opportunities because they are immediately available in the same space they
attend for their clinical appointment. The accessibility of the leisure eemiGraves may

make it easier for HCPs to take patients to the gym. Alternatively, Concord has two separate
entrances. If a patient enters the clinical side, they will not see the gym and be unlikely to
encounter anyone participating in PA. Data from &waluation revealed that it is not as

easy for the HCP to show the patient the gym or take them inside at Concord, as they would
need to walk around to the other entrance to access the leisure centre and gym. However,
there is less wait time for an exereiseferral at Concord than Graves. In addition, the

reception staff at Concord are very knowledgeable about the referral process and could help
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provide the linkage that makes Concord feel more seamless for those that take an exercise

referral.
HCP 7 expined how the differences in design of the facility affects how they are used:

Ntv JE Jev] U pus Clp }v[S & o00C ¢ % }%0 £ & ]°]JVvP
v[§ « §Z PCuU AZ E U 'E A «U ]8[* 00 }% v v Clu @E
Clu[AAVE v C}u[E A & }( AZ §[* P}]vP }v 8§ ' A U ]3]
glass and you can see people exercising and you can see people in the pool and you
can see people walking in between.... [At this traditional community clinic, where |
amwork]vP 8} Ce 3Z € [* vV}3Z]vP 3Z [+ « C]JVvP Z 03ZU Az E
V}SZ]vP 8Z &[+ « C]VP Joov *sU ]38[* 00 %}*]3]A Y ]8[« <] E
activity referral] system because | can fill in the form, | can hand it in and | can say to

the patient come back here, you can do it here. And they already know what the

VAJE}vu v8 o}}le o]l X_

ANlv JE Z A P}S E o00C P}} eCe3uAZ E Clpu ips 31 ]8
§7 el Yelu 3Ju « 8Z C[E o 3} P]A 3Z andthes®d}]viu v§ |
§Z 8§ E 00C P 8+ 3Z uU AZ & « §'CE A « Cu[A P}§ §Z] A
0} 18 He %o }%0 }v[S Z & vCSZ]JvP (}& SZCE }E (}

something like that andC Ju[A o0}*3 §Z u}u vSuXi_ o]330 ]8

While Grave$ias been designed more accessibly with a single point of access and seamless
boundaries, there is a longer wait for patients wishing to access an ERS. Once the

momentum is built within the patient to participate in PA, it is easier to act on it at Concord

where there is less wait for ERS.
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Patient 9 described their experience during a visit at Concord, which drew attention to how
8Z J(( E v e« ]v <]Pv }( 83Z 3A} plo ]JvPe %0 C &E}o ]Jv 3Z %

the two sites:

A A v§ ]vhe@agck into the physiotherapy part and | knew there was a leisure
VEE 3Z E U usY / vA E-+«A vC }(38Z ( ]ol8] Y ! }v[8

% }%0 SZ & 0}}l 0]l §Z C A E P}JVvP §} pue §Z ( ]o]§] *X

This clause illustrates that it is nabt@ugh to simply cdocate services in order to create a
single point of access to promote PA, the intentionality of the design of thivcated

facilities, and how patients and HCPs engage with them must be considered.
i) issues (such as distan¢gnsport and associated costs)

This clause was added to provide clarity on the access issues which create barriers for

patients, particularly detailing associated costs.

Patient 7 recognised the benefits and convenience abcation for some but expressed
that the barriers faced witlaccess, particularly for those of lower socioeconomic status,

could outweigh the benefits:

AY(}E o}A <} 1} }Iviu] PE}u%e JvP }v He E}pus U JvP v
having them together should encourage people to use, you know, join the dots up
v P33Z }vv 3J]}vU v 0} ]J(CIH ZA &£ E s }V %E

Ciu }po 1} 183 1v 38Z e« u %o §Z 8§ A}po (vs 3] Y_

‘but the cheaper you can make it the more people will use it in those sorts of

JVE EEeY
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N]18[+ o oloca}igrs It is not going to work for most people to have to go back to

'E A 3} }38Z]1E A E ] U He ]3[¢ ]Jv }v % ES] po E
city centre at all. And you need a car really to get there. Unless you live in the

community, v . C}u v A ol §Z G Y]§ Z « &} JVA v] v8 8} %o } %o
} visU / u v /[u A EC u}3lA s &} &£ E ]« U p3 1( 15[ v}s

ipe$ o]l A EC } C o U v [/ A}po % E} o0C } o e /£ E ]

HCP 9 recognised the barrighat exist for patients, particularly with costs. Despite

attempts to create affordable PA opportunities, financial barriers persist for some patients.

Patients and HCPs confirmed that distance, travel and associated costs could be a barrier for
accessig the colocated sites for clinical appointments and PA opportunities in the leisure
centre. For patients that live locally, barriers could be reduced because the location could be
reached by foot or local bus. For some patients, however, bus fees ceuwtcbbnuch of an

expense.

iv) of increasing patient PA participation in thelogated sites, conversations about PA

between patients and HCPs and patients referred to PA by HCPs

This clause was detailed to provide clarity on PA outcomes. In this réséa@docus on

Z]lv E <]JvP W [ vV §} (LESZ E o }E 8§ X /3 A +v ¢ EC
outcomes related to increasing PA. These include a PA conversation between the patient

and HCP, a patient experiencing the gym during their clinis&) &nd HCPs referring the

patient to a PA scheme. It was necessary to detail these outcomes to provide greater clarity

to the programme theory.
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HCP 10 explained the various ways the convenience of working in clidesated with

leisure centres crates opportunities for PA outcomes to occur and described PA outcomes

to include the HCP and the patient having a conversation about PA:
NdZ 1% % }ESUV]EC }( JvP Jv 'E A - ((}E §Z2 zZv 8} Z
uljv SZ ( S SZ S %o ACe-tdbldo ejeryhig for a patient. A patient could
£ E ] C P}JvP 8} 8Z o JpE&E VSE X /S[e <] & S} JvSE
AZ v 3p ooC 3Z C[A Aol S8ZE}uPz 3Z (}C E }( o0 ]*nE
o]Jv] E}juX_

PA outcomes supportely calocation include the HCP taking the patient into the gym:
"A €& o}}I]vP & 83 GE A Ce+ }( v o]vP 3 (( 8} o S} S
E E ] % X tZ 3§ A[A Z 3§} } ]ves ]+ 3} & § +0]PZ
}% %} ESUV]S] § SEPRS] VE A u zZz E _

Another potential PA outcome is referring the patient to PA in the leisure centre via exercise

groups or an ERS:
ANA Epv PE}p%e (E}u $Z u 3]vP E}}u AZ] Z JvA}oA £ E
patients who are fearfulof hA u v§ §Z § A ] v[§ Z A (JE U ps Clp
P $§SZul]vs B 8 Jvs8ZS v 8§8Z S SuooC ]S8[ Vv}sS « ]1((]
§Z v C}p ulPzs o 8} P33Zus}s81l v B8]A]SC % SZA C

This additional clause was added to]jsrP o E]SC S} §Z }usS }u }( ~]v E <]vP \

Outcomes which lead to increases in PA are different for different clinical groups, health and

PA status, as well as individual capability and motivation. This clause was applied to all IRPTs

that contain anoutcome ofincreasing PA.
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6.4.1.2 Inconsistency of clinical schedule that prevents consistency in exposure to PA

The second IRPT at the infrastructural level postulates that, IF there is inconsistency of the
clinical schedule, meaning patients might not have appointments dbeated facility every
time, THEN céocation might not work as intended to increase pati®A participation in

the colocated sites, conversations about PA between patients and HCPs and patients
referred to PA by HCPs due to contextual factors such as NHS structure, professional
AYEI]VP % 38 Eve ~]X XU « & E}uv 3 hotth&\pptieAts Bdfjer® % 335 Ev
choice (convenience of clinic location and appointment availability), IF there is consistency
of the clinical schedule, meaning that the patient sees the same HCP at the sdocateal

site for every appointment, THEN this midiaip celocation to work as intended to

increase PA discussions, patient PA intentions, patient visits to the gym, PA referrals.
Consistency of the clinical schedule, meaning that the patient sees the same HCP at the
same site for every appointment mighelp in developing a therapeutic alliance between

the HCP and patient. A strong therapeutic alliance or established rapport between the HCP

and patient may make it more likely that conversations about PA occur.

In Phase 1, the IRPT proposed that incorsisy of the clinical schedule could prevent
colocation from working as intended to increase PA (due to contextual factors such as NHS
structure and professional working patterris] X XU « § @E}puv 3Z }vepos v3[e A}C

pattern and not the patients).

Whilst data supported the initial clauses of this theory, three additional clauses have been
added following the evaluation. These clauses bring greater clarity to the outcomes, explain
how appointments are booked for patients and how consistency of exedsuthe site and

HCP can lead to formation of a therapeutic alliance.
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IRPT 2: Inconsistency of clinical schedule
IF there is THEN c#ocation (dueto contextual

Phase 1 inconsistency of the | might not work as factors such as NHS
clinical schedule, intended to increase | structure
meaning patients PA and professional
might not have working patternsti.e.,
appointments at set around the
colocat_ed facility Jveposd vi[e AlQ
every time, pattern and not the

patients).

This theory was largely supported by the evidence from the realist review, HCP and patient
interview data. The theory was refined to include three additional clauses due to new data
from the interviews with HCPs and patients. The first additional claddedaclarity to the

}us ju }( Z]v E e]J]vP W X]

The next additional clause added brought clarity to contextual factors which prevent

patients from having appointments consistently at aloocated site for every appointment.

In the Phase 1 IRPT it was ped that contextual factor which prevent docation from

ZAYEI]JVP[ A E p }voC 8} E,» «SEU SUE ~ep Z * % %}]vSu v$§
patterns. For example, one patient reported traveling over 30 minutes by car so that they

could be seen quker and by a certain clinic.

The third clause was added in light of new data which suggested why it is important for
patients to have consistent appointments at-lozated sites and how this may work to
increase PA. Ideally, patients would see the sai@® ldt the same site consistently to build
the therapeutic alliance, but in reality, patients usually see the HCP that is available at the
location that is available soonest. A strong therapeutic alliance or established rapport

between the HCP and patientay make it more likely that conversations about PA occur.
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By having appointments at the same-lozated site with the same HCP for every
appointment, this helps build familiarity with both the leisure centre and HCP. HCP
interviews suggested that consistity seeing the same HCP at thelooated sites helps

build relationships, a therapeutic alliance and trust. Consistent exposure to the leisure
centre environment makes it seem more natural for the HCP to discuss PA with the patient.

These three clauseme detailed below with further explanation and supporting evidence.

Phase 2

IF there is
inconsistency of the
clinical schedule,
meaning patients
might not have
appointments at
colocated facility

THEN céocation might
not work as intended
to increase) patient
PA participation in the
co-located sites,
conversations about P/
between patients and

due to contextual
factors such as NHS
structure, professional
working patterns (i.e.,
S E}uv sz ,
working pattern and not
the patients),ii) patient

every time, HCPs and patients choice : -
; d to PA by HCPA (convenience of clini
referred to y 7 location and
appointment availability)
i) IF there is THEN this might help | Consistency of the

consistency of the
clinical schedule,
meaning that the
patient sees the
same HCP at the
same celocated site
for every
appointment,

co-location to work as

intended to increase PA
discussions, patient PA
intentions, @tient visits
to the gym, PA referrals

clinical schedule,
meaning that the patient
sees the same HCP at t
same site for every
appointment might help
in developing a
therapeutic alliance
between the HCP and
patient. A strong
therapeutic alliance or
established rapport
between the HCP and
patient may make it
more likely that

conversations about PA
occur.

6.4.1.2.1 IRPT 2: Data supporting theory refinement

) patient PA participation in the elmcated sites, conversations about PA between
patients and HCPs and patients referred to PA by HCPs
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This clause was added to bring clarity around participation in PA. PA outcomes in this IRPT
were redescribed as convetsans about PA between patients and HCPs and patients

referred to PA by HCPs.

1)) patient choice (convenience of clinic location and appointment availability).

This clause was added to explain how patients choose appointments according to data from
the evalwation. Where patients are given the choice, they often select appointments at what
may seem to be less convenient clinics, based on their personal priorities, which potentially

prevents them from benefitting from consistency in either HCP or location.

HCH (Diabetes, Graves):

N[S[e }JvoC J(U « CU §Z S }vSZ & E } °]J}v 8Z & [oo0

(E}lu }v ] }( S8z ]18C 8} sz }szZz ®U ue 3z 3[+ Az
(E UA AVv3 38} P3S838ZulvX v ]88 } ev[8 Z %% v A E
will come inand th€ A]Joo « CU Z v / P} | §}y §Z }SZ & <] M

} v 8Z C[A Ve VX KE - }u % }%0 } 8Z v §Z v

¢

ZYZ v} /[ & §Z @& ipe$ 1 % * JvP C}luU[ *} §Z C }u |

iii) IF there is consistency of the clinical schedule, meaning that the patient sees the same
HCP at the same docated site for every appointment, THEN this might hehbooation to

work as intended to increase PA discussions, patient PA intentionenpaisits to the gym,

PA referrals. Consistency of the clinical schedule, meaning that the patient sees the same
HCP at the same site for every appointment might help in developing a therapeutic alliance
between the HCP and patient. A strong therapeatl@mnce or established rapport between

the HCP and patient may make it more likely that conversations about PA occur.
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From the HCP perspective, a more consistent schedule makes it easier to develop a

relationship with the patient and might helpthe HGB Z vP §Z %o S] vS[e W Z Al
HCP 2 (Physiotherapist, Graves):

—YZ AJvP  u}E }ve]ed v8 « Z po A}pm SafEetiesu}E }( u
% 3] v8e Y ]13Z G A v3 8} 3 C A]S8Z 8Z <+ u % E 3]3]}v E -
weeks for them, othey will travel for them because they want to stick with that

% @Ee}vX v s}u §Jlu * 83Z C P}U Zv} / iues8 A v3 8} P} 8§} 8Z
IvIA AZ & /[u P}JVvPX[ /( C}p E u}E VAE]}U* % EZ %o }
JE VP v A §Z]vPe %ZEY CHC[@®}I]VP &} u}E o]l oC &} » CL
go to the same place and see somebody else, because the idea of travel or moving

E}pv ] S} up ZX[_

Evidence was contradictory whether appointments are booked for patients consistently at
the sane colocated venue with the same HCP. HCP 9 expressed that for her patients, they
are triaged to a community clinic that is not-tmated and there is no incentive for the
JUUPV]SC %} ] SE]*S 3} (}JO00}A u% A]SZ 3Z % 3] vthpe W Z 13X
patient may not have enough consistent exposure to PA through tHeaaded clinics to

build familiarity and develop PA habits:

HCP 9 (Podiatry, Concord):
AY[] §8Z]vl §Z § ] §Z ]JP % &} o u He Y A ECSZ]vP [[A

E ueFa@ality is when | say goodbye to that patient after my 30 minutes, | know
§Z C[E P}]vP §} Juupv]3C oJv] AZ E 3Z %} ] SE]S |-
getting 20 minutes. There is nothing on the screen for that podiatrist to know to
followup actiA]SC o A oY/ IV}IA uC }oo Pp « A}v[8 } 8Z §X /§][
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U}JA 8 §Z 8 AC v [/ AYElI & }VIE / }]3Y A ECEZ]vP[-

A Ce] X v [/ 38Z]vl 8Z §[+ (uv u vs o (o A v (Lv u vs$ o

6.4.1.3 Misaligned businesmodels which hinder the potential for cdocation to effectively

work to promote PA

The third IRPT at the infrastructural level proposes that IF there are different business
models between the leisure sector and NHS clinical sector THEN this can hider t
potential for celocation to effectively work to promote PA BECAUSE financial priorities are
not shared. If business models were shared between the leisure centres and healthcare,

then this might ameliorate some of the barriers to fulllocation to pomote PA.

This IRPT was developed in Phase 2 solely from strong support from HCP interview data.

IRPT 3: Misaligned business models

IF there are different | THEN this can hinderl BECAUSE financial
Phase 2 business models the potential for priorities are not

between the leisure | colocation to shared.

sector and NHS effectively work to

clinical sector promote PA

The addition of this theory wasecessary in light of data that suggests that it is not enough

to physically cdocate leisure centres with NHS clinical services in hopes that this will enable
PA opportunities and seamless work between sectors. Business models need to be shared to
facilitate colocation to work effectively to promote PA. Data suggests that different

business models between the leisure and healthcare sectors prevent fldtaton

facilitating PA opportunities.
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Interview data suggests that the NHS business model niepisoritise prevention through
PA so that exercise professionals from the leisure sector are seen as part of the patient care
team. It is hypothesised that this would have an effect of raising the profile of the exercise

professional because they sharadiness models.

An effect of these different business models is that there appears to be a reticence amongst
HCPs to promote PA to patients, particularly if someone stands to gain commercially from

their promotion (i.e., selling a leisure centre membapsto the patient).

Business models of the NHS do not allow for enough time for the HCP to take every patient
into the gym and complete all dfie necessary administrative tasks required by the NHS.
Additionally, not every patient can afford the cost to continue with a gym membership.
Having shared business models/priorities which would allow for time to take patients into
the gym. Having corstently free/subsidised gym memberships and would make it easier

for colocation to work effectively to promote PA.
HCP 9:

AY 18[«Z E (JE& peU A P S ii ulvps « v A[A P}S 38} } A
E,"U §Z §[¢« §Z % @&} o uX dZ EC}EA PUSVE} AHAYSZ v A }v
(Joo}A 8Z %o 8] v8e p% Y Alpo vl 8} Z A §Z § % 3§}
% 3] v3[+ 3 uv38 o00C VvV Z 0% $Zusl }v } E §Z Al v
through with them rather than them just coming to seeomge or a course of

SE 3uvs v 8Z v 3Z §[«]18Y]8 ]+ P}} 81 Z A IVIE v 'E
S} v AS vS e}u S]u - ( ]Jvs} 2 PCuY J( C}p Vv P 8§ SZ u F

Vi}C]JvP 8Z 8§ VA]E}vu v8 8Z C[E u}E o]l etlegrdtf, EEC ]38
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'E A e 3ZvVv }JVIE Y(IE EZ E +}v C}lu 5 8 He A [E 8
| §Z1vl §Z }voC ]Jeepn 8} e}u AS vS ]e }e8Y (&S JvoC (}C&E
S 0}3 }(u}v C 8} «IY /s v }v}IE usvwed 'E A -U 37
JJVPY J(( E v8 8C% * }(uu EeZ]%*X / }V[E IVIA J( '"E A -«
E}uPZs 8Z }e5 }JAVY <}u }v V ige3 i}]v *AJuu]vP }E ipe*3s
and, they can combine things or do separate things instead of paying one price for
everythlvP AZ] Z ]J» Z}A 18 pe 8} X "~} 8Z 8 } o Z 0% Y/ $Z]vl

drawback is cost but definitely just having the exercise facilities there is fantastic.
OXOXT W Ae}v[e ¢} ] 0 SE § 0 A oeT v 1 /ve3]Sus]}v ol/vd E %o C(

6.4.2.1 Coordinabn & collaboration of health and PA professionals AND knowledge transfer
and shared learning facilitates promotion of PA in a-taxated healthcare and leisure

environment

This IRPT proposes that IF clinics arocated with leisure centres, with HC&sd exercise
professionals working in the same environment AND time and effort is invested to develop
relationships and trust, THEN health and exercise professionals are more likely to

collaborate and communicate and share knowledge, BECAUSE there isad mut

Hv @E+3 v JVvP }( Z }3Z E[* E€}0 *U % E}( **]}v o E «% 353U AJoc
share information. IF clinics are-tacated with leisure centres, working in the same

environment AND there are shared aims and goals (such as enabling patdrgcome

physically active) between HCPs and exercise professionals. THEN coordination and

collaboration is more likely to occur BECAUSE HCPs and exercise professionals see

themselves as working together for a common purpose. IF clinics doeatedwith leisure

centres, with HCPs and exercise professionals working in the same environment AND there
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are coordinated working patterns for different clinical specialities THEN collaboration will
be more likely to occur between HCPS BECAUSE they are wairitiegsame time as other
HCPs from different disciplines. IF different clinical disciplines are purposely scheduled to
work at the same time, THEN this has the potential to lead to more spontaneous
interactions and informal coordination and collaboratiBECAUSE the HCPs are already

working at the same time in the same place together.

In Phase 1, this IRPT was separated into two: IRPT proposed that IF clinickaatecb

with leisure centres, THEN health and exercise professionals are more likellatmcate

and communicate BECAUSE they are working in the same environment, sharing the same
facility, structures, and work processes; AND IF HCPs work #oeated health and leisure
environment AND partners are able to share their expertise and expez THEN this may
facilitate knowledge transfer and learning amongst different HCPs and exercise
professionals, thus increasing the likelihood of PA referrals BECAU&RBAmN enables
informal spontaneous interactions that are preferential to désleed learning structured

learning.

Data from the Phase 2 interviews with HCPs and patients suggested overlap between IRPT 3
and 4, thus the theories have been conflated. They are shown in their Phase 1 iteration

below.

IRPT 4: Coordination & collaboration of health and PA professionals (structural)
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IF clinics are THEN health and BECAUSE they are
Phase 1 colocated with exercise professionals | working in the same
leisure centres are more likely to environment, sharing the
collaborate and same facility, structures,
communicate and work processes.

IRPT 5: Knowledge transfer and shared learning to promote PA

IF HCPs work ina | THEN this may facilitat{ BE@QUSE cdocation
Phase 1 colocatedhealth and | knowledge transfer and enables informal

leisure environment | learning amongst spontaneous

AND partners are | different HCPs and interactions that are
able to share their | exercise professionals,| preferential to
expertise and thus increasing the deskbased learning
experience likelihood of PA structured learning.

referrals

Data from the evaluation supports conflation of the two IRPTs. Similar responses were given
by both HCPs and patients in resige to IRPT 4 and 5. Thus, the meaning of both theories

was interpreted similarly by participants.

Data from the evaluation suggest that for coordination and collaboration as well as
knowledge transfer and shared learning to occur between HCPs and exprofsssionals,
the physical structure that the elmcated environment provides is not enough. Whilst HCPs
drew attention to the numerous potential benefits of coordination and
collaboration/knowledge transfer/shared learning between and amongst HCPexandise
professionals in a emcated environment, numerous barriers prevent this from happening

as common practice consistently.

Some barriers which have made it difficult for collaboration/knowledge transfer/shared
learning include lack of time, engrgeffort and priority to develop relationships, mistrust

between HCPs and exercise professionals and different areas of expertise and values. Lack
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of coordinated scheduling between clinical appointments and PA opportunities, and

uncoordinated working paérns for different clinical disciplines are also barriers.

The Phase 2 Theory iterations following data from the realist evaluation are presented

below.

Phase 2

IF clinics are
colocated with
leisure centresi)
with HCPs and
exercise
professionals workin
in the same
environment AND
time and effort is
invested to develop
relationships and
trust

THEN health and
exercise professionals
are more likely to
collaborate and

communicate and shar

knowledge

BECASE there is a
mutual understanding of
Z }sSZ E[* E}q
professional respect,
willingness to work
together and share
information.

i) IF clinics are
colocated with
leisure centres
working in the same
environment AND
there are shared
aims and goals (such
as enabling patients
to become physically
active) between HCH
and exercise
professionals.

THEN coordination anc

collaboration is more
likely to occur

BECAUSE HCPs and
exerciseprofessionals se
themselves as working
together for a common
purpose.

i) IF clinics are
colocated with
leisure centreswith
HCPs and exercise
professionals workin
in the same
environment AND
there are
coordinated working
patterns for different

clinical specialities

THEN collaboration wil

be more likely to occur
between HCPS

BECAUSE they are
working at the same timg
as other HCPs from
different disciplines.
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iv) IF different clinica|] THEN this has the BECAUSE the HCPs ar¢

disciplines are potential to lead to already working at the
purposely scheduled| more spontaneous same time in the same
to work at the same | interactions and place together.

time, informal coordination

andcollaboration

6.4.2.1.2 Data supporting theory refinement

1) with HCPs and exercise professionals working in the same environment AND time and

effort is invested to develop relationships and trust

When the leisure centres and clinics were initialljj@cated, a staff member of the

colocated sites created numeums opportunities, such as meetings aneservice days for

HCPs of different disciplines and exercise professionals to attend to encourage collaboration
and coordination. These opportunities were not mandatory for staff to attend and as time
went on, therewas less attendance at these opportunities. At the time of the research these
opportunities were occurring much less frequently than in the early stages-loicetion;

attendance was low because HCPs did not consider them a priority.

HCP 3 elaboratednothe opportunities facilitated when elmcation was initiated to

encourage collaboration and coordination,

AITA SE] 8} v vpu E }(} +l}ve EJvP o]v] ] ve §}P §Z
%ZCe+] o S$]A]SC v Z}A 3§Z C u]PZ$§ @nanltidé rieeting;useY / SE
§E] U}EV]VP u $]vP v A E]}ue }8Z € SZ]vPeX /8[+ }us
A13Z } Al}pueoC (} pue }v %ZC+] o S]A]JSCYX Kv }( 8z *3

oJv] ] ve SHUEV H%o X _

Additionally, some clinics only work in the-loezated sites once weekly which would reduce

the chances of their HCPs crossing paths with HCPs from another discipline or exercise
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professionals. This could prevent collaboration, coordination, knowledge transfer and

shared learning from occurring natuhal

HCP 7 (Physiotherapist, Graxasl Concord) reflected on the early stages ofamation
when there were regular scheduled opportunities for staff from different disciplines and

exercise professionals to meet each other.

, W OW ~1U §Z SZ]JvP [/ § ol Jus A redmhe@ings. W E v U -
never really managed to get that going across the disciplines. There have been some,

us 18 Alpo vl 8} Z A u}&E v E Ppo EX dZ &§Z]vP 387
teaching hospital encroaches. So, we would have more dealings witedbhing
hospital, with the rheumatologist, with consultants and less maybe than with the
staff at Move More centres. So, we could do with having more facilitated interaction

Al8Z 8Z Z 083Z SE Jv B+ v +3u(( o]l 3Z 8X_

One way to encourage knowledgransfer and shared learning between HCPs is to make it
explicit and required in the job roles. Another way is to schedule regular and consistent

training days.
HCP 6 (Physiotherapist, Graves and Concord):

ANl 8 JUE A C C | %op S UthreeZeferrer€o gativiEy Sadtbiways,

these are our top three referrers to working with, these are our top three referrers to

social prescribing, if you need some help from any of them to be able to do the doing

or to talk to them about their experiencegt [« AZ} C}pn v §} P} v Z A g

SIX[_

In terms of effort, it appears that service leads attempt to incorporate PA education and

discussion into staff training days, but there is a lack individual HCP volition to engage in
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knowledge transfer beteen different HCPs and exercise professionals. If knowledge
transfer and shared learning occurs it is more likely to take place between different

disciplines of HCPs than between HCP and exercise professionals.

HCP 8 recognised that he individually esjapllaborating with other exercise and HCPs.

HCP 8:

~l o]l A}EI]vPU P vul]v oC A}YEI]vP A]3Z }3Z E § uuu E-
§Z u v /[uespE 3Z C o EvV (E}u u U «} ]8[* P}} X v [[A
closely with other people, with lér practitioners and therapists will result in a

§8 E %E} p & ME 8Z %o ] viU §8 E §E &u vE }(( EX.

us z IviAo P $Z § 1581 «]v ]A] p o A}o]8]}v v u}8]A 3]}v &

-

happen consistently because of the workload.

HCP 8:urrently | work in one room and right beside me is a great pain
physiotherapist and actually on the side of me is a pain physiotherapist; however,
Hvo e« A ul §Z 8Ju §Z & [+ viU v ]5 Al}puo e }( Iv}
saying could you seezt]eX v 8$Z S[¢ Z %% v }v }E $A] X v [/[A
v }JE SA] e} §Z & [- ]S u}®& }( $Z §X uS puv(}E&Spuv 8 o
P}JvP &} u Vv]vP(po Z VP pvo e+ §Z A}EIo} ]e 03 E X
Additionally, whilst the leisure centreal been cdocated with the clinical area physically,
there are some details of the building which could be added to aid collaboration and

coordination. For example, it has been suggested by HCP 10 that a lack of a staff room is a

barrier to coordination ad collaboration because there is no place within Graves or
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Concord where staff from the leisure centre and clinical disciplines could meet informally,

such as a break room.
HCP 10 explained how this lack of shared space serves as a barrier:

NdZ (]8VveSEN S}E-[ I]v }( *8] 1 8} 8Z us 0A s v §Z E [+ V
§Z C }po (Jv. A C 8} ( ]ol8 8 18 A}po P}} He YSZ C
(JE £ E ]« YA V H%-<*l]Joo }v Vv}EZ EY /[A % E} 0C *%o
once}®E 3A] Y/ 3Z]vl P Jv 18[+ 8Z 8§ AZ}o 8Z E [+ v}E & ((
8Z u v peY/ 8Zlvl 8Z e+ u (}E 83Z }8Z & % E}( **]}ve « Ao
/| 8Z]vl 18[+ €& ] € Z }E& %opou}lv EC E Z U 3Z C Aloo I]
th $ $Z C (}puv S opv ZS]u v §Z ]J]E& opuv Z S]Ju [ ]J(( & vS§

§Z ]E o0 *¢ X Y 83Z E [+ v} I]lv }( Dd VvA]JE}vu v3X /5[« A G

§ uU CIu[E& }v S§Z 8§ 8§ uX /§]e 15 o]l JvP 8§ ¢« Z}}o P ]v

A shared space fall staff that work in the leisure centre could facilitate more informal
interactions which could lead to development of familiarity, peer support and relationships
between HCPs and exercise professionals. HCPs from within a specific discipline sometimes
share lunch breaks and go on walks together at Graves, but most have staggered lunch

times.

This clause was added to reflect data that suggested thdwcating HCPs and exercise
professionals in one facility is not enough to encourage coordinatiorcahaboration, time
and effort needs to be invested for relationships and trust to form. Attempts were made by
HCPs to encourage collaboration, but these events were poorly attended as they were not

prioritised.
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1) THEN health and exercise professionals are more likely to collaborate and communicate
hr sZ & ]Je- UMSH O pv E-S v JvP }( Z }SZ E[* E}o U % C

willingness to work together and share information.

Evidence suggests that spontanmsonteractions between different disciplines and between
HCPs and exercise professionals could lead to more coordination and collaboration because
there will be exposure to each other and chances to develop familiarity, mutual

understanding, relationshipsnd trust.

Not only has the evidence suggested that there is a lack of time, energy and effort devoted
to developing relationships, there appears to be insufficient trust, lack of shared values,
experience and priorities. In addition, some HCPs expressgdhat the exercise

professionals would cause harm to the patients by giving inappropriate or harmful advice.

HCP 2 (Physiotherapy, Graves) elaborated on the lack of trust between HCPs and exercise

professionals:

AY 18[« u}E 3Z § A %be gdingstd causezhani, and then probably the
}18Z E AC E}pv <« A ooYA[A « v Z}EE v }peU A EC}C
}( Wd }]vP e}u S$Z]JvP §Z §[- u Cilu E]JvP Y A ou}es v
assistants or strength and conditioning coaché® can bridge that gap, between a

Z 08Z ul]v * 3§ v % ZCs] o S]A]3C u]v s 8Y ]8[« Z & &} I]

*}u } CYo]l / Aljyo VA E AE E + C 3} % 3] vs ZP} 8}

She went on to highlight the issue that she does not know exeréis E}( **]}v 0]
< 0](] 8]}ve v IVIAo P % Ee+}v 00C *} } ev[3 ( o Ju(}ES o

0¢} A% E s« « E 8] v 8} Ze oo[}v PCu }A €& 3872 }53Z EX
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Al IV[E IVIA §Z PCuU / }V[3 IVIA §Z Jve&8Ep &} E-U /

Butif | did know them personally, if | said oh yeah, | know the guys at Heely and

JV[E |

§Z C[E PE 38U 8Z C IVIA AZ§838Z C[E }]vP 8Z v/ Vv[§ }

« 00]VP }V %00 JA E Vv}3Z EX_

HCP 2 addressed that impartiality appears to be another é&atoi making referrals to PA.
This could illustrate fear of recrimination if the patient would be prescribed a harmful

exercise programme.

AMYUCTI8[e 1((] MOS8 %}e]8]}v 8} 1v AZ v CIU[E u%o0}C

% E}A] E e @baldrice tAjtgedommendation versus impartiality. So,

15[+ iped ] & &} ¢ C /[u v} P}JVP &} « C VCSEZ]VP }v &Z]« }

<u]8 ¢« YAZ v C}u[A P}3 «}u AZ E o]l '"® A« 3Z 3§ 3Z E [~

PIA Evv }A E AZ § Z5C{®}} NVRISA }lpo } «}up Z

This quotation illustrates several issues which prevent collaboration between HCPs and
exercise professionals. These issues include different knowledge, attitudes, skills and
mistrust between HCPs and exercgmefessionals. Fear of the exercise professional giving

harmful advice to the patient and medical liability the HCP is another barrier to coordination

and collaboration.

Whilst celocation has the potential to facilitate crossscipline working and allotvust to
build between disciplines, evidence suggested that barriers exist between the HCPs and

exercise professionals for coordination and collaboration to occur consistently and as

common practice.
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i) IF clinics are emcated with leisure centres, wking in the same environment AND there

are shared aims and goals (such as enabling patients to become physically active) between
HCPs and exercise professionals. THEN coordination and collaboration is more likely to occur
BECAUSE HCPs and exercise miofesls see themselves as working together for a

common purpose

This clause highlights the necessity for there to be shared goals and aims between HCPs and
exercise professionals in order for coordination and collaboration to occur. Shared goals and
aims, for example, promoting PA in patients, would help HCPs froeretitf disciplines and

exercise professionals to see themselves as working together for the same purpose.

Colocation of leisure centres and clinics was developed in effort to promote PA in patients

and in principle, HCPs that work in this environment aréex § 8§} } ¢}U usS §Z]e ]Jev][S$

mandated at time of this research.

HCP 2 explained that perhaps training sessions for HCPs and exercise professionals may aid

in discussion of shared aims and goals.

, W TWheér¥ needs to be a more structured commongo}E }uu}lv Je pee]}VvyY
if we did some training session that was run by the sports centre staff, and we went

o}vP 8} 15 v A] A E-+ X_

iii) IF clinics are etmcated with leisure centres, with HCPs and exercise professionals

working in the same environent AND there are coordinated working patterns for different
clinical specialities THEN collaboration will be more likely to occur between HCPS BECAUSE
they are working at the same time as other HCPs from different disciplines. IF different
clinical disiplines are purposely scheduled to work at the same time, THEN this has the

potential to lead to more spontaneous interactions and informal coordination and
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collaboration BECAUSE the HCPs are already working at the same time in the same place

together.

Coordinated working patterns for different clinical specialities may help to facilitate
coordination and collaboration between HCPs and exercise professionals. HCPs suggested
that there is not enough time during the workday for collaboration and knowledge

transfer/shared learning to occur.

In addition, due to NHS constraints, capacity and when clinics are scheduled, not all clinics
held at the sites work together on the same day, although particular clinics are strategically

held together (i.e., podiatry ahphysiotherapy).
HCP 6 (Physiotherapist, Graves & Concord):

rndZ <] A E « ( JvP v (]38 A E JvP o 3§} AYEI Jv A vy
professionals from community and hospitased services. Like community podiatry
He UC %} ] §E]*8s }Vv[E } 8Z <+ u ]Jvs EA vi]}ve « }uup

uS J( CHBILE *]Ju %00 Clp PSS 8§58 & }uupv] S]}vU EZ pu

More coordinated working patterns would increase the chances that different disciplines
could communicate and collaborate because they would be physically in the same space at
the same time. FHocoordinated working patterns to encourage communication and
collaboration, lunch times and breaks should be coordinated to occur at the same times for
all HCPs. It may be difficult for service managers to coordinate shared breaks for HCPs given

the needto provide service provision throughout the day.
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HCP 10 went on to describe the challenges of collaboration between physiotherapists, let
alone HCPs from different disciplines, specifically lack of time and coordinated scheduling

which would allow for cédboration and collaboration.

AdJu ]+ ¢} 8]PZ3U v [/ 8Z]vl J( A Z 0]5So0 ]S u}E S§]u
relaxed in what we could do then those conversations would happen more naturally.

But | think we probably need to force them at themant, i.e., get a few people in a

E}l}u v « C E]JPZS o §[* S ol }us 8Z]s S} C S} ipes } 8Z §.
'@ A U v /[ooO §Z & oo C v [/ u]lPzs e }v }E 3A} }S3
§Z €& [« i6U 71 }( $Z u Jv §Z gbamkiorPXl v Hd( G3L[E P}}

and you can get a proper lunch break then yeah you might have a lunch break with a
(A}(8Zu v 8Z §[« PE 3V us ]J( CIYU[E Epvv]vP Z]v v
§Z]vPe 8} } 8Z v Clu ipe3 3 C Jv CIUEI BGUEY X ZUA FAA 3§

P}$ §Z o]Jv] ] ve ] ] *» 0]v u% *} 3Z 8§ 3Z C A E Z A]vP

Several factors appear to play a role in facilitating coordination and collaboration in a
colocated environment and data from the interviews drattention to these factors which
include shared work processes, coordinated scheduling, shared goals and aims, and time,

effort and energy to develop relationships.

Data from the evaluation was not fully supportive of these IRPT 3 and 4 in their Phase
iterations. It appears from the data that if collaboration and coordination occur between
HCPs it is most often those from the same discipline (physiotherapists with other
physiotherapists), rather than between HCPs from different disciplines OR betd€Es

and exercise professionals. Data supported conflation of these theories.
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Three additional clauses have been added to these theories and the overlap between the
two has been merged together.

OXOXT W Ae}v[e ¢} ] 0 -d8dEidsalo A o &

6.4.3.1Colocated healthcare and leisure may lead to improved patient experience leading
to improved selfmanagement of health

The first IRPT on the individual level posits that IF clinics al@cated with a leisure centre,
THEN patient experience may be raguositive in contrast to traditional exercise referral or
clinical appointments in the community, BECAUSIBcation allows for seamless transition

between HCP and exercise provider and eliminates barriers.

IF the clinic is ctocated with a leisure cdre the patient may feel that they are better able
to manage their own health in the docated setting and that they are there to participate
in PA, rather than merely be a patient receiving treatment, BECAUSE of the salutogenic

environment which providesesources for the patient to take charge of their health.

In Phase 1, this IRPT proposed that if clinics aflecaied with leisure, then patient
experience may be more positive in contrast to traditional exercise referral because
colocation allows foseamless transition between HCP and exercise provider and eliminates

barriers.

Data from the evaluation largely confirmed this IRPT its initial iteration but added nuance to
acknowledge that the patient experience in thelogated setting was seen by pants and
interpreted by HCPs to be more positive in contrast to traditional exercise referral in the

communityand clinical appointments.

The coelocated environment is more positive in contrast to traditional clinical settings and

more seamless in contsato typical exercise referral where a patient is often referred from
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a GP clinic to an external leisure centre. In addition, the patient may have a greater sense of
autonomy, agency and feel that they are better able to manage their own health in the

colocated setting. The patient may feel that they are there to participate in PA, rather than

merely be a patient receiving treatment.

IRPT 6: Improved patient experience

IF the clinic is
colocatedwith a
leisure service

Phase 1

THEN patient
experience may be
more positive in
contrast to traditional
exercise referral

BECAUSE +tocation
allows for seamless
transition between HCP
and exercise provider
and eliminates barriers.

The theory was refined to include three additional clauses due to new data from the

interviews with HCPs and patients:

IF clinics are
colocated with a
leisure centre

Phase 2

THEN patient experienc
may be more positive in
contrast to traditional
exercise referrhi) or
clinical appointments in
the community

BECAUSE tocation
allows for seamless
transition between KCP
and exercise provider an
eliminates barriers.

IF clinics are
colocated with a
leisure centre

i) the patient may feel
that they are better able
to manage their own
health in the ceaocated
setting and that they are
there to participate in
PA rather than merely
be a patient receiving
treatment

BECAUSE of the

salutogenic environment
which provides resourceg
for the patient to take
charge of their health

6.4.3.1.2 Data supporting theory refinement

Additional clause

)] or clinical appointments in the community In addition, the patient may feel that

they are better able to manage their own health in thelooated setting and
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that they are there to particip@ in PA, rather than merely be a patient receiving
treatment

This clause was added address that patient experience in thecated environment is
potentially more positive in contrast to traditional clinical settings and more seamless in
contrast to typical exercise referral (where a patient is often referred from a GP clinic to an

external leisure centre).

W §] v8 i ~'E A W ~ pus P}]vP Jv3} 13 uC P} ][ P}EP }ue)

*AJuu]vP %}}oe }v 8Z o0 (8 v 8Z §[* ftwhssokindofS A » 0}A o

E]Pzs v JECY / §8Z]vl 8Z & A « Jv(}Eu 8]}viv =+« E v

]Jvs G *S]JvPXY JS ul « C}u ( o o]l % Ee}v ]Jv SZ }juupv]s

Patient 10:

N[S[e &S JvoC u}E& Z]Joo X z}osfital ensroRpntrvifhvs} $Z § Z

A EC} C oe 8Z 8[+ ]I v ]Joo He 8Z & [+ v}S$Z]VvP A}E

E}lu AZ E A EC } C[* }uPZ]vPX /§[+ V] E|Pzs 1E] E

e CU He ]S[e % }ESe %o 0, | syspages o get awayhontEeC

Z}e%]% o[+ (Jv]& 0C  }vpeY]E &1+ 0}8% (JE u &} P} &) §Z

§Ju (}E /[oo (Jv 00C P} &} 8Z } 8}EV AZ E + Z E

i) the patient may feel that they are better able to manage their own health in the
co-located setting and that they are there to participate in PA, rather than
merely be a patient receiving treatment BECAUSE of the salutogenic
environment which provides resioces for the patient to take charge of their

health
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Justification
This clause was added to address that patient experience is more positive in contrast to the

traditional clinical setting because of the salutogenic environment of thiecated health
and leisure which empowers patients to take charge of their health to manage their own

condition.
Examples of supporting data
HCP 9:

N 8ZIvl AZ v CIU[E Jv %00 o]l ' A+ v }vIE v

something like that it means more tbeé patient. Because you can actually make

§Z us+ 38Z 3 1%[« AYESZAZ]o v 18 &£ E ]V Az E -U

just the GP telling them in a farainute consultation or just the normal clinic

VA]E}vu v&U §Z C[oo o]]v AZ 83U AZ e} BB § P}]VP &} }IM

ClHu

tZ & « AZ v C}u[E 38 oo]vP 8Z u (E}u U C}u[E & oo]vP 3§z

§8Z 5[ %opE%}* p]od (}JE S]A]JSCU CIu[E & ol]vP }us |8

life changing point of view, | do think they taken board more. So, you can say one
flight of stairs and all of a sudden, they actually think oh yeah maybe that will help, |

v } }v (0]PZS }( *S ]E- CX_

The environment of a clinic based within a leisure centre also empowers patients with a

sense of empowerment, autonomy and agency (Patient 1):

A& 0e} E UIA o+ 5Z & ( O]VP §Z § }Z §Z]+ ]+ %o Az E

adds a new perception of actually this is a place where | go and be healthy and

uleu | % Z 0SZCX_
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6.4.3.2 Inproved staff experience

This IRPT posits that IF HCPs work inlacaied health and leisure environment and the

HCP is motivated already to discuss PA with patient, THEN they may attribute working in a
co-located environment to a more positive experienBECAUSE they care about the
promotion of PA with their patients and the environment in which they work is congruent

with these values.

In Phase 1, this IRPT posited that IF staff are enabled to engage in PA thrdogétion,
THEN they are more likely relay a positive PA message to patients BECAUSE they value

the benefits of PA personally.

The Phase 1 IRPT was completely refined in light of new data from the interviews.

There is confirmatory evidence to support the idea that thdamated sitesare a more
positive experience for staff, but there are several reasons for this positive experience, and

they vary between HCPs.

Some HCPs may feel more valued working in thiacated environment because they have
access to benefits not available aaditional clinical locations, such as ample free parking, a
more positive building environment and free gym membership. Additionally, the
opportunity to engage with other staff members and a free gym membership appear to be
aspects that HCPs value, bupiractice do not engage with other staff members or use the

free gym memberships as often as initially theorised, according to HCP interview data.

Some HCPs see the-lorwated environment as a more positive experience because they
have the opportunity tgoromote PA in an environment which is supportive of PA, in

contrast to a traditional clinic. For HCPs that value enabling patients to become physically
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active, see themselves as innovative and are physically active themselves, then working in a
co-locatedsite may be seen to be in line with their values and makes it easier to promote

PA. In addition, for those that are motivated to promote PA, théooated environment

just facilitates them to do so, making the experience more positive than the traditiona

setting.

IRPT 7: Improved staff experience

IF staff are enabled| THEN they are more | BECAUSE they value thg
Phase 1 to engage in PA likely to relay a positivg benefits of PA personally
through celocation | PA message to patient

The theory was refined to include three additional clauses due to new data from the
interviews with HCPs and patients.

IF HCPs work ina | i) THEN they may lii) BECAUSE they care

Phase 2 colocatedhealth and| attribute working in a | about the promotion of
leisure environment | co-located PA with their paients
and i)the HCP is environment to a more | and the environment in
motivated already to| positive experience which they work is
discuss PA with congruent with these
patients values.

6.4.3.2.1 Data supporting theory refinement

IF HCPs work in a-tacated health and leisure environment andhe HCP is motivated
already to discuss PA with patients ii) THEN they may attribute working ioaated
environment to a more positive experience iii) BECAUSE they care about the promotion of
PA with their patients and the environmeint which theywork is congruent with these

values.

If the HCP is motivated already to discuss PA with patients, then they may attribute working

in a colocated environment to a more positive experience because they care about the
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promotion of PA with their patients anthe environment in which they work is congruent
with these values. Whilst valued, it is notable that this benefit cfomation appears to be

secondary to direct staff benefits such as parking, social environment and free gym

membership.

HCP 107/ sSkzthat Graves is such a good location to be in because you have that

PCu VA]E}vu v8 Y J( % 3] v« &E AJoo]vP }E 3Z C Z A

P

Z 0% 3Z u 31 }Av E+Z]% }( 3Z ]E SE 3u vd 383 EX /5[« A

Manor for exampleorNESZ E&v 'v E o §} E %o0] § SZ A & ] « /|

Al8Z}pus 8Z u 3Sp ooC }JvP 8Z u ]J( A& & ]* ]Jev[8 «}u SZ]VvP

}JIVPY}(& v ipe8 P 88]vP §Z u &} } &£ E ]+ ]+ ZuP EE]

like an MSK physio side of things[ic E oo CU & o0o0oC P}} §} lv Z

particularly Graves because you can see everyone exercising in the environment that

v -

0S.

§Z C[E JvY u& / 8ZIvl M E }8Z E % E}( *+]}ve [ EZ]vI ]&[* %o

have that environment around theY ]8[+ 8§ C}uE A}EI C}p v P} (}E

A}YEIU C}u[A v}E P}S 8} SE Ao VCAZ E YX A P 3§ (E

& 00C §Z & UJPZE Z 0% & (( Z 08ZY 18 }HO Y Ju% E}A

Staff report the cdocated environment to be moregsitive for numerous reasons including

amenities and social benefits.

Due to relevance to ctocation of health and leisure, this theory was refined to the final set

of theories.
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6.4.3.3 Patients with long term conditions may feel safer participatingdA in a colocated
environment

The next IRPT at the individual level proposes that IF patients have long term conditions,
THEN céocation may help patients feel safer to undertake PA, BECAUSE they are reassured

when HCPs are working in same facility arayrbe available to help if needed.

IF patients have long term conditions, THEN HCPs may be more confident to refer patients

to PA in a cdocation model, BECAUSE they have greater awareness of the equipment and
special adaptations offered in the facility( $Z , We & A E }( £ E ]+ % E}(
skills and knowledge, THEN they may be more likely to make referral, BECAUSE they feel

safer putting the patient in the exercise professionals care and are not worried that the

exercise professional wouléduase harm.

In Phase 1 the IRPT posited that IF patients have long term conditions, THi€Etmmn may
help patients feel safer to undertake PA BECAUSE they are reassured when HCPs are

working in same facility and may be available to help if needed.

IFpatients have long term conditions, THEN HCPs will be more confident to refer patients to
PA in a cdocation model, BECAUSE they have greater awareness of the equipment, staff

and special adaptations offered in the facility.

In Phase 2, clauses were adde acknowledge nuances regarding why and when HCPs

would be more likely to refer patients with long term conditions to PA.

Additionally, data from the interviews was provided to illuminate Phase 1 data which

proposed that patients would feel safer to dertake PA in a ctiocated environment.
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Interviews data explained that docation may support referral for patients with long term
conditions, but referral seems more likely to occur if the HCP is aware of the specific

A E J* % E}( ]} vwiedfe-dridaapabiliteys, particularly around whether or not
the HCP trusts that the exercise professional is competent to safely help a patient with a
specific condition. Furthermore, there is a fear that the exercise professional may cause

harm and thisiability could fall back on the HCP.

If a patient has a long term condition, interview data shows that they may feel safer to
participate in PA in the elocated setting in contrast to an isolated gym or leisure centre
without HCPs working nearby. HCPayrfieel more confident to refer patients to PA in this
environmentif 3Z ¢ E& A & }(8Z &£ E ]+ % E}( *<]}v o[« IV}Ao

and feel safe referring their patient to the exercise professional.

IRPT 8: Patients with long term conditions are supported to participate in PA

IF patients have THEN c#ocation may | BECAUSE they are
Phase 1 long term help patients feel safe| reassured when HCPs ¢
conditions, to undertake PA working in same facility
and may be available to
help if needed.

IF patients have THEN HCPs will be | BECAUSE they have

long term more confident to greater awareness of the
conditions, refer patients to PA in | equipment, staff and
a calocation model special adaptations

offered in the facility.

The theory was refined to include one additional clause due to new data from the interviews
with HCPs and patients:
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Phase 2

IF patients have lon
term conditions,

THEN céocation may
help patients feel safe
to undertake PA

BECAUSE they are
reassured when HCPs a
working in same facility
and may be available to
help if needed.

IF patients have lon
term conditions,

THEN HCPs may be
more confident to
refer patients to PA in
a colocation model

BECAUSE they have
greater awareness of the
equipment and special
adaptations offered in
the facility.

i) If the HCPs are
aware of exercise

% E}( **]}Vv O
and knowkdge

THEN they may be
more likely to make
referrals.

BECAUSE they feel safg
putting the patient in the
exercise professionals
care and are not worried
that the exercise
professional would causé
harm.

6.4.3.2.1 Data supporting theory refinement

Additional clause

I &

§Z

We E A E }(

£ E o % E(

ee]}v o[ *l]oOO°"

\Y

Ilv}Ao

more likely to make referrals BECAUSE they feel safer putting the patient in the exercise

professionals are and are not worried that the exercise professional would cause harm.

According to the administrative staff and physiotherapy service lead, there is significant
variation in the confidence to refer and number of referrals made amongst physiotherapy
sta((X WZCe*]}8Z € %]*8[ VE] §] + E P E JVP W E ( EE 0 *5§ u-
are qualified enough to refer patients with comorbidities such as cardiac and respiratory
conditions, which are deemed outside of their scope of practice, and bydmrthey could

harm the patient. Additional concerns are based on uncertainty about whether the exercise

professional receiving the referral has sufficient knowledge and skills to provide exercise
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prescription. This is further complicated by exercise @ssfonals having no access to

% S] vSe[ u ] o E }E X

According to physiotherapists interviewed, many patients experience fear avoidance, or
worry that they may cause additional harm to their condition by participating in PA but
doing so in a céocated environment may help them feel safer and less avoidant of PA.

Attending an appointment at a eocated setting may feel more integrated from the patient

perspective.
HCP 7 (Physiotherapy, Graves):

Al e G &} % }%o0 Z }u Z E U /[the physicaEaRtivitPre®imal 5} €5

« Z u+X dzZ G[oo 0}} (5 & GC}uU Glu[oo  (Jv X /[u }Aves ]

/[loo s GClu v DIv CX[ v +}u 8Ju « ]3[+ ipes 8Z E +opuE
ue $Z G }v[s o]l 8} ]+ Z P s ep ZU +} ¥ Zv] 00C

s 32 C }v[3 IVIAX _
HCP 10 (Physiotherapy, Graves):

AXXX 0}8 }( ZEIWS%AvE% P 8 }u]vP SZE}uPZY o0}38 }( 8
HV U%O0}C }E 5Z C o]A A ECU A EC + Vv3 EC 0]( *3Co0 *Y
e §Z §3Z E [+ 0}3}(}0o &E % }%o0 }E SZ C[A P}3 3Z
*}u SJu « ]S u |l « SZ u YxekorzgalGEmore. a lot of people with

E] V E *%]E §})EC %E} o us §Z § }u SZE}uPZ 3§z }
% ]V % E} 0 ue Z A ZUP ulpvs }(( E A}l v Y AJEE]

damage or injuring themselves further | think they fesdssured if they know that
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A[E JviEZ «u plo]vPY 8Z CV A E %E} oC A}lpuo }u

1082 C ] <}u 8Z]JvP E]PZS §Z & v 8Z v /| 8Z]vl §Z C ipes

Patient 2 discussed how it made sense to her that she might bet@lgle into the gym

HE]JVP Z E o]v] 0 % %}]viu v$§ He }( 83Z o JpE VEE vA
Z %% Vv UE]VP Z E A]*]8X ~Z ( 08 8Z §8Z o]v] A ev[§ u I]vP
being celocated with a leisure centre. From her peesgpive, many patients are fearful or
unconfident participating in PA in a leisure centre, but if the HCP took the patient in the gym

during their clinical visit, that it could really help with confidence in being physically active.

"Az v A AvsA& & | E v [/ 38Z}uPZ8 Z}Z u C C}u[oo P
%3}}oY[ v v}S A& SoC Ilv }( A% S]vP $Z u §} Ce]S8]v!
SZJvPe pus S} u C ipes P} Z Sp ooC J( Gl P S ]v SZ %}}lol
E E Jo o[X KE Z](E}Iuv }a}}lv&38Z SE u]ooU /[oo *Z}A C}
E E o X[/ 8Z}uPZs 8Z E ul]PZ3 Z A Vv V ouvs }( sz
A ev[3 }JA E0C ]* %%}]vd ]38 A ev[88Z E U pus/ (08 o]l ]
because they were togethertfa §Z C }po v[$3 Z A o]vl 87 § ]v 15 u}
for some people taking it one step further to like showing practically how this could

work in a fitness setting rather than right now go away and join a gym or now go

away and do this bit of exercidethink that would have helped a lot of people

maybe. And to feel encouraged to go to the gym, because obviously some people

Z A P}S 0}353}( }v(l] v Jeep s }u3 A ol]vP ]Jvsd} PCuX_

Fear and interpersonal factors such as HCPs trust with exercfespionals appear to act
as a mechanism for that could prevent HCPs from making ERs. However, when a HCP can

see the exercise referral professionals taking patient blood pressure readings in the gym,
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this could act to reduce the HCPs fear and anxiety rastaausing harm to a patient by

referring to PA.
HCP 6 (Physiotherapy, Graves & Concord):

AY §Z & A+ v VvAE] 8C u}vPe§ o]v] ] veU AZ §Z E 8Z C A
advise somebody that they could exercise if they had high blood pressure, hear

% E} 0 usU +3Zu U }Ju}E ] 18] «U e Su ooC A [E A %o
A% ES+ ]v 00 5Z}+ }8Z € S$Z]vP+YSZ E A - 15} ( &
vi8 A AE <po](] 8} CClp VvP}y v £ E]e XY /3ulPz
bus / $Z]vl 8Z E [* o0}3 0 ¢ ( E Ius 8Z ( 8§38z 3 A AR

E E ] v 38Z 15[« K< 38} E (E 3Z u 8} }v }( 8z §]1A15C

HCP 6 He A ¢ 3Z u }ud 8Z & A]S3Z 0}} % @E seuE u}v]s)
thivP v 84 00C 3Z C[E }JVP §Z Z |1&8Z & 8Z C &Z v » CU
the programme, you need to go and see your GP, and when your GP has got your

0}} % & e*pE& pv E }vSE}o SZ v G}y Vv }u I[Y/ SZ]vI
confidentthattz E e Z | 8Z 8135 A}v[s JME ( poS J( A e v o
E E ] U SZ E[+ (Jo8 E v §Z 8[+ }v C *}Ju } C Az} ] ?

§} 18Z B o0 § SZ u]vs8} SZ A E ] %E}PE uu }E& Vv}SX_

Some patients reported feeling safer exercisingwa long term condition in a setting where

, W ]e AJEIlVP Vv E CU A v ](38Z CIv}A 3z §3Z , W A}v[s
A}v[s o S} }u S}sSZ]J&E ] Juu ]S oC «Z}puo SZ C v Z 0 %o
recognise that the there are lingi to the boundaries of a HCP in terms of PA but
acknowledge thatcoo} 3]}v Z « 3Z % }5 v3] o 8} GEu%[ AuQ@&( E}EV]VvP

which could support patients with long term conditions.
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Patient 2 (Physiotherapy, Concord)Y / SZ]vl (} E w}th a noge serious

v 18]}v §Z § Al}po Z 0% (HOX | *pU%o%o}e 3Z § §Z E [+ o0}
§Z @Elo }(8Z Z 03Z E % & 3]8]}v EX ,}A up Z Y}( 8Z 10
§ I]JvP «}u } C 8} §Z PCuYe} 8Z C[E v}3 tAhNKS]VP Ce]S8S]
§Z & [» §Z]* ouvs }(ZvVv }A & ]Jev[8 ]5M dZ & [+ §Z]* 0 u
makes people feel confident about doingthat W 8] v8 6 ~WZC+*]}8Z E % CU
N SZ]vl 18 P]A « % }%o00 e ve }( & eepE wradcels v J( §Z §
*0]PZS0C u]ePp] U He SZ C[E v}S P}]vP S} }lu v & -

A EC3Z]vP P} « AEG}VPX_

One patient with cemorbidities, including type 1 diabetes, expressed fear about going into
§Z Zu ]v PCu[ & '& A « v ulE&Esmdle(isEistedyd, with amenities

for diabetic patients.
Patient 8 (Physiotherapy and Podiatry, (type 1 diabetic), Graves):

Al o]l 8Z eu 0o & PCue }( AZ] ZgydEwhAick iZjust & Zircuit po } v
SAIXXXEZ & [+ %o 8} E 35U $Z E [+ }(( ](Cluv ]3U
v VC Pop }e Y }Jv % Ee}v AZ}[* O0A Ce }v pPEC pv Ee3
§Z v e}u }(SZ P PCueY/ v P} up%iabdticsZo méReePaChitU s
0}*SU SC% i+ ( O ]S 0}¢8 ]Jv §Z S o EP PCuU He %o }%

A <Z}po E *%}ve] 0 (JE }UE }Av Z 03ZU us 32z E E

Due to relevance to ctocation of health and leisure and @afrom the interviews which

reinforce this theory, it was refined to the final set of theories.

232



6.4.3.4 Cdocated health and leisure facilities increase awareness of PA opportunities

This IRPT proposes that IF clinics arocated with leisure centrg THEN this may facilitate
patient and HCP awareness and i) salience of PA, depending on the design of the building,
hr sZ PCu ]« ™E]PaatesiZvitiethel NHS clinics. Lack of awareness of

where to refer patients to exercise can serve dsmgier, which cedocation helps to

eliminate.

In Phase 1 the IRPT posited that Phase 1: IF clinics-#weated with leisure centres, THEN
this may facilitate patient and HCP awareness, BECAUSE lack of awareness of where to refer
patients to exercisean serve as a barrier. Beinglocated can eliminate this barrier as the

PCu ] "E]PZ% §Z E X_

In Phase 2, interview data demonstratadhecessity to include the concept of salience to
this theory. Data showed that there is not only greater awarene$¥fothrough cdocation

(in contrast to traditional clinical settings) but also greater salience. The degree to which
salience and awareness exists in the minds of patients and HCPs is dependent upon the

building design differences (between Graves and Gaf)c

Data from the evaluation supported this IRPT. One additional clause has been added to this
IRPT to address the addition of the concepsalienceand to acknowledge how building
design plays a role in this IRPT.

IRPT 9: Increases awareness of PA facilities

IF clinics are THEN this may facilitatf BECAUSE lack of
Phase 1 colocated with patient and HCP awareness of where to
leisure centres awareness refer patients to exercise

can serve as a barrier.
Being cdocated can
eliminate this barrier as
§Z PCu ] "E]P

233



The theory is explained in the Phase 1 and Phase 2 iterations below. The theory was refined
to include one additional clause due to new data from the interviews with HCPs and
patients:

Phase 2 IF clinics are THEN this ma BECAUSE the gym is
colocated with facilitate patientand | "@&E |P ZS S Aocaiet)
leisure centres HCP awareness amnd | with the NHS clinics.

salience of PA, Lack of awareness of
depending on the where to refer patients

design of the building | to exercise can serve as
a barrier, whit
colocation helps to

eliminate.
6.4.3.4.1 Data supporting theory refinement
) e 0]Vv MW % v JvP }v SZ *]Pv }( SZ pljo JvP
SZ & Abcated with the NHS clinics.
dZ]s o pue A . §} 8Z 8Z }EC 38} ]v op SZlocAted] v _ }( W

environment. Salience was added because ha$ferent meaning to awareness. Salience,

JE JVP 28}% }(ulv U_ ~ GU ,]PP]veU " <} ZU T1id+~,]PP]ve ~

that the leisure centre environment stimulates HCPs to discuss PA and patients to engage in

PA, in contrast to nowo-located clinics and hospitals.

Similarly, to IRPT 1: increasing convenience, a component was added to explain how the
design of the building in terms of how the buildings ardamated plays a role in awareness

and salience of PA in the minds of patients &@Ps.

These factors were difficult to separate in the data, as the design of the buildings clearly

impacted how aware and salient PA was for patients and HCPs.

Both HCPs and patients broadly recognised how awareness and salience of PA was

facilitated through colocation. Data showed that design of the clinic attended by the
234
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patient clearly played a role in their exposure and awareness of PA. HCPs appeared to be
more aware because of their existing knowledge of the facility they work in, yet the salience
of PA was still perceived to be lower for Concord than for Graves because of building design.
Overall HCPs confirmed initial theorising that awareness of PA is enhanced for Graves than
for Concord because of the design of the building which places PA opas at the

forefront rather than attached at a separate interest.
HCP 2 (Physiotherapist, Graves):

~rv E [ T((C & vs we ]S8[+ S PP }v SZ <] U} Clu }v[:
You could easily go to Concord and come out of it and not really much

Jvd & 3§]}v A]3Z 8Z PCu *%o § 00X v [ 8Z]vl 8Z §[« AZ |
having more accessibility, kind of making people have to walk through the gym or

A ol Jvd} 8Z 8 VA]JE}vu VEXXX '"E A « Y C}u[ Z A 8} ¢ Ve)

]1(( E v A Ce 8} v}3§ v}§] P}]JvP Jvs8§} §Z § uJo JvPX_
The seamless design of Graves versus Concord appears to enhance awareness and salience
of PA in the minds of both and patients.
HCP 7(Physiotherapist):

A"§Z C A ol Jvd} '"® A« v ]5[+ V] ]JPU C}p % EI Jv §Z d
exercising usgtairs in that big window and that will have a significant effect on
%o }%0 X z}u P} S} }v }E Clu }v[S - VCSZ]vPX tZ E -« 'C

o]l 8Z 3U §8Z § C}pu ¢ SZ %o }%0 U s SZ]JvPe Z %% V]VPX_
For patients PA is less salient at Concoahtfor Graves.

Patient 4:

235



ANdZ  o]v] J* }u%o S 0C e % E S X z}u C% ¢ SZ u |Jv VSC
§Z § 37 §[« AZ & C}u[E P}]vP C}pu Z A v} v $} P} 8} §Z

/5 } ev[3 ( o o]l ]5 Aloo v S(EEPo0 S31PP & A %pgE ]88
Az v/ P}U/ }v[dul 8Z & }vv 8]}v 8Z 8§/ «Z}pyo }Z u C P

pe 18 } e (0} 1o vy 8 AZ E ]5 ]eX_

Data from the interviews overlapped with this IRPT and IRPT 1: increases convenience. Due
to relevance to ceocation of health and leisure and data which reinforces this theory, it

was refined to the final set of theories, but later consolidated with IRPT 1.

6.4.3.5 In cdocated health and leisure environments, patients may be more likely to selkers

like themselves which could lead to normalising and modelling of PA behaviour

In Phase 1 IF healthcare services and PA facilities doeat®d, THEN patients will be more
o]l oC 8} A]AW =« vVv}EuU oU hr §Z C « }agin®PAand]l 3$Z u_ %

therefore modelling the behaviour.

In Phase 2, two additional clauses were added based on data from HCP and patient
interviews. The importance of exposure to PA opportunities in order for the patient to

normalise PA has been made evident tigb the realist evaluation.

This addition of two clauses was necessary to account for data which shows that not every

patient is exposed to PA during a visit to thelgcated sites. Additionally, this clause relates

to data that suggests that for patiento value PA as normal, there is a necessity for the

% S] vS §} v}S }voC E%}e 3} v } o EA "% }%0 o]l $Z u_

0¢} 8} Jvd Ev 0]* ep Z } « EA §]}veX d} Jvd Ev 0] u ve 8} & |

Jvd} v ]Jv JAlewo[}( * 0o(_ ~ZC v ~ JU 7iifeX /v8 Ev o]*]JvP Z A
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results in more selfletermined or autonomous behaviour (Ryan & Deci, 2002). Individuals
who are seHdetermined and autonomously motivated are more likely to adhere to PA long
term because it has become part of their values and sense of self (Hartmann, Dohle, &

Siegrist, 2015).

IRPT 10: People like me (normalising and modelling)

IF healthcare servicey THEN patients will bee BECAUSE they see
Phase 1 and PA facilities are | more likelytoview P4 }$§Z &+ "o0]l §Z
co-located as normal participating in PA and
therefore modelling the
behaviour.

The theory was refined to include three additional clauses due to new data from the
interviews with HCPs and patients:

IF healthcare clinics | THEN patients will bg BECAUSE they see othe

Phase 2 and PA facilities are | more likelytoview | 2o0]l §Z u_ % E
colocated, and the) | PA as normal in PA and therefore
patient is exposed to modelling the behaviour.

and observes people
that they can
identify/relate with
AND ii) internalises
these observations

6.4.3.5.1 Data supporting theory refinement

Additional clause

i) IF healthcare clinics and PA facilities ardomated, and theoatient is exposed to

and observes people that they can identify/relate with

The addition of this clause addresses the importance of exposure to PA opportunities in

order for the patient tonormalise PA. This clause recognises that not every patient who

237



enters the calocated clinics will encounter or be exposed to other patients participating in
PA.
A number of factors influence the likelihood of a patient being exposed to PA opportunities

during their appointment:

¥ Physical layout of the building and the likelihood of patients walking past PA facilities
T Fluctuations in footfall at different times of the day affecting the number of people

participating in PA at the centre

t /v ]A] p o moiivatjon and/or time to show patients the facilities or complete

referral paperwork
HCP 3 (Clinic = Operations, Site = Graves and Concord):

AY -lgcation: one of the big benefits of -bmcation to me is the ability for people to
see people liketheX d} Z | }ps A vp A]S8Z}pus vGC A% 3§ 3]}veX
sure a lot of the people that we are wanting to have the biggest impact on which are

the inactive populations, that you know, by the very nature of the fact that they are

inactive they probablyA}po v[$ $Z]vl }( C}u IVIA AZ 38U /[oo P} v Z .
Eluv IV IE X ] +&Z ( 38Z & Clyu V[EP E]v lv1IE ¢/
SZE}uPZ EE] E+ *} C}p V[S iu*s8 P} v Z A o}}l E}puv
speak to somebody. Whereas thelooation gives you the ability to be in a venue,
Z A 0}}l E}uv v P}U Z Su ooC ]8 Jev[8 8Z § « ECX[_
HCP 6 (Physiotherapy, Graves and Concord):
N[E[e §Z PuCe Jv 8Z u] o Az} [/ 8Z]vl 15[+ u}*3 A op o (}@E

move patientstoZ E U S} v}Eu o] S]A]ISCX / 8Z]vl 18[* 8Z %o 3]
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need to be able to show them the walking tennis or the paying public that are

Z}}e]vP 3§} Z E X /8[* 8Z % }%0 AZ} A vZv Z}o 8§} §
the health trainers tobd| v %o %o}]v3u v3X /5[« §Z %o }%0 AZ} ipes v
u}3JA 3]}v }E 8Z % Eulee]}v 8Z § ]8[* K< v 8Z § §Z C[oo

A E ]Je]JvPU 8Z 8§/ 8Z]vl v (]85 u}ed (E}u ]JvP ]Jv A vp o]
HCP 2 (Physiotherapist, Graves):

"...if you walk down to the far end of Graves at half past one on any given day and

§Z & [+« §Z ]Jv }}E }Aos PE}u% Z AJvP 3Z 1E }(( (3 EA (
people, hugely of retired age and some of them of significant retired age and you see

ah look thes % }%o0 @& }us §8Z Z}pe U 8Z C[E }]vP «}u 8Z]VvP

Z AJvP 8Z <} ] o ]35X

§ euUPP ¢3¢ §Z § «}u ]Jv]Al poe E 08 u}lE 8} 3z} 323 E ~
to their physical capabilities and fitness level) whilst others may be more motivated to
participate in PA when they observe someone who has greater levels eggitwhom they
may aspire to become. Individuals are motivated differently depending upon their individual

psychology, current motivation and past experiences with PA.
Patient 6:

At ooU / %o %o}e He Clu[E Sy 0oC 3§ 'Gedble v Clu[E
Av E]vP }pus ]88 ipues « ue o]l vC}C Vv P}SZ EW]S[*V

*U% E (]§ %0 }%00 X_

Patient 8:
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NdZ C o }SZ E %o }%0 Jv e]Ju]Jo E ¢]SH S]}v S} SZ u eSEUP
P}IvP Jv8} §Z PCuX dzZ C][E therjgeopbe, theYoldel pddple, they

have classes which is purely the older people. They do these over 50s, they do over

0ieU ¢} v} } C ( o¢]v 8Z AE}VP %0 Y3§Z}e & +« E Vv }pu
the disabilities to go swimming, to go to the gym. Aeg,yyou are sort of on view,

MS ]S } ev[S u §S EX tZ &E <« C}u P} S} }v }(SZ P PCue O

A EC } C[*8Z E U ZoC & o]l &[] <+ / o00 8Z uX_
HCP 2:

Nl Euu EIv ZAJvP 0o CY/ 8Z]vl+Z A+ uC o038 04isX
went % }%0 o]l u /& E ] Z E X /[u P}]JvP 8§} P]JA ]38 P}X

v £5 A IX_
HCP 7 (Clinic = Physiotherapy, Site = Graves and Concord):

AXXX! 8ZIvl 1( 18 A e Uu%3SCU / 8§Z]vl 18 } sv[8 <u]8 u 83 E -
canseepe® 0 VvV ¢ % }%0 A & ]Je]JvPU [/ §Z]vl §Z S[e ZuP Y
well designed like that, that you see the people, see things happening and you see
AZ 8§ ]l Vv ¢Z % 8Z C E U v Cly E o] A o0oYSZ C[E
u X dzZ C[E S48 SooV §Z & [* }0 %o }%0 X z}u Juu ] 8 oC
§Z]e ]* %0 §Z S[* (HOO }( %o }% 0 o]l u U }E Jv EC % }%

e 38Z %}}oX z}pu e % }%0 P Jv }( 00 ]l eX_

This clause recognises that patients must be exgdeeatients participating in PA that

they can identify and relate with in order for them to normalise PA.
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This clause relates to data that suggests that for patients to value PA as normal, there is a

Vv *+]83C (}E 3Z % 8] vS8 8} v}3 }voC E%}te 3} v } « EA "%
participating in PA, but also to internalise such observations. To internalisere §} ~§ |

Jv JE e+¢Julo 8 A op e+ ]Jvsd} v ]v ]JA] p o[* e ve }(eo0(_ ~ZC Vv ~
behaviour (such as PA) results in more-gdelflermined or autonomous behaviour (Ryan &

Deci, 2002). Individuals who are sa#dtermined and autonmously motivated are more

likely to adhere to PA long term because it has become part of their values and sense of self

(Hartmann, Dohle, & Siegrist, 2015).

Whilst HCP 10 acknowledged the how taking patients into the gym can help to normalise

and model PAdehaviour.

N §Zlvl AZ v 8Z C P} 8} eJu AZ & o]l '"E A+ v 3Z C * %o
able than them actually participating in physical activity it makes them, it empowers

§Z u o0]3%30 ]33 u}E + A ooX 0}38}( 8§Zfeehue / (Jv 3Z E |
between when | work in other clinics which are health centres as opposed to at

Graves, because they have to walk through the whole gym environment to get to the
appointment. They might sit in the café for a bit and see people and notice that

Graveshas a very wide age group that useAnd it makes them think oh actually |

JHO } 8Z & «}ES }( §Z]VPX_

This clause recognises the necessity for patients to internalise observations that they make

around PA in order for them to normalise PA.

Due to elevance to cdocation of health and leisure and data which reinforces this theory,

it was refined to the final set of theories.

241



6.5 Chapter conclusion

This chapter presented the results of the realist evaluation interviews with HCPs and
patients. Nine IRPTs were refined in light of new data from the interviews with the addition
of one IRPT developed solely from interview data. The IRPTs at the infrasdtlevel

include increases convenience; logistical challenges, inconsistency in appointment location
that prevents consistency and misaligned business models. At the institutional/
interpersonal level these include coordination and collaboration oftheahd exercise
professionals (structuraBndknowledge transfer and shared learning to promote PA. At the
individual level include increases awareness of PA opportunities, improved staff experience,

people like me (normalising & modelling) and long texomditions.

The final refined programme theories are presented in ChapteeVeldped iteratively over

two phases during this PhD.
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Chapter 7. Refined programme theories

7.1 Chapter introduction

This chapter presents the five final refined programme theories of holecation of

healthcare and leisure is working to promote PA. These final refined programme theories
were developed iteratively over two phases during this PhD. In Phase 1, initgghprme

theories were developed through a realist review, synthesising existing academic, grey and
policy literature on the céocation of health and leisure. Initial rough programme theories
(Elu 8Z & 0] E A] A A E 357 v Z3atePproyided fraE (Jv [ pe]vP
semistructured realist interviews with stakeholders involved in the development of the
colocation model, resulting in nine theories. In Phase 2, these theories were tested through
semistructured interviews with ten health care professals and ten patients across four

clinical services based in the-mrated sites.

7.2 Methodology and methods

The ten IRPTs developed following the patient and HCP interviews (See Chapter 6) are
presented in this chapter as final refined programme thes. Following realist convention,

they have been synthesised where there is a shared underlying mechanism into five final
refined programme theories. This process was iterative, with the use of MRT (see Chapter 5)
to both inform the development of programe theory and to help guide the analysis

(Shearn et al., 2017). (NB: Please see chapter 2 for a detailed explanation of the
methodological underpinnings of realist evaluation, and chapter 4 for a detailed outline of

the interview method applied in this #sis to inform the realist evaluation).
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Each overarching refined programme theory is presented below witkiseitries to explain
§8Z JVeSEU 8 AZ] Z Ju% E]- Z SZ }ECX dZ s E %E&  VvS
statements, with a summary of the supqing data and rationale presented below each

theory.

7.3 Refined programme theories
The Phase 2 theory refinements are presented in Table 10.0. The first column shows the

nine IRPTs developed in Phase 1. The second column shows the five final programme
theories that were synthesised from Phase 1 theories. Some theories (See Table 10.0) have
been consolidated as the supporting data indicated a shared underlying mechanism.
Additional interview data combined with neflection on the literature indicatedatessity

to develop a new theorymisaligned business models of NHS and leisure centre which

constrain full cdocation to promote PA

Table10.0 Theories refined from realist evaluation

Phase 1 IRPTs Phase 2 Refined Theories
1. Increases convenienc| 1. Celocated environments that are salutogenically designed h

2. Increases awareness | Promote PA
of PA opportunities

3. Improved patient
experience

4. Improved staff
experience

5. Coordination and 2. Colocated environments that enable joint working between
collaboration of health HCPs and exercise professionals help to promote PA
and exercise
professionals
(structural)

6. Knowledge transfer

and shared learning tg
promote PA
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7.People like me 3. People like me (normalising & modelling) of PA in-bbcated
(normalising & environment
modelling)
8. Long term conditions | 4. Patients with long term conditions are supported to participé
in PA in a cdocated environment

9. Inconsistency of clinical 5. Misaligned business models of NHS and leisure centre whig
schedule constrain full cdocation to promote PA

IRPTs were mapped against these levels in Chapter 3 (Figure 7.0) to illustrate the interaction
between the theories across the levels of sosiahta. Figure 3.0 maps the five newly

refined programme theories that help explain-lmration of health and leisure, with each

refined theory mapped against one of four levels of social strata: Infrastructural,

institutional, interpersonal and individl@awson & Tilley, 2004). Mapping the theories

onto the four levels of social strata illustrates the interaction between the mechanisms,
which do not operate at one level alone. See Chapter 3 (FR)Qjdor the IRPTs mapped

onto this diagram in phase 1.
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Figurel13.0 Final refined programme theories mapped according to Pawson's 4
I's
The following section presents each refined programme theory, beginning with the phase 1

IRPTs which led to the formation of the final refintbdories. See Chapter 5.4 for detailed

description of each phase 1 IRPT.

7.3.1Programme theory 1: Géocated environments that are salutogenically designed
help promote PA

Phase 1 IRPTs

T Increases convenience
T Increases awareness of PA opportunities
¥ Improved patient experience

T Improved staff experience
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Refined Programme Theory. Celocated environments that are salutogenically desigr

help promote PA

IF there is cdocation of health and leisure environment and headtlpportive
architecture THEN there will be promotion of PA BECAUSE patients and HCPs will |
sense of coherence between their health and the resources available for PA

Subtheory

Refined
Programme
Theories

Convenience

IF there is a
colocatedhealth
and leisure
environment a
single point of
access and
patients are
prepared for
physical activity

THEN this allows
for the ready
promotion of PA

BECAUSE colocatiq
creates an
accessible, seamles
boundary between
health and leisure

Awareness | IF there is a THEN patients | BECAUSE this crea
colocated health| are more likely | salience of
and leisure to participate in | PA
environment PA and HCPs ar¢
with visible more likely to
opportunities for | promote PA
PA for patients
and HCPs
Patient and | IF there is a THEN patients | BECAUSE the
staff colocated health| and HCPs will be interaction between
experience | and leisure more receptive | the individud and
environment to promotion of | environment
that includes PA provokes positive
psychosocially emotion which
supportive creates a sense of
design principles agency to
encourage patients
and HCPs promote
or engage in PA
Sense of IF there is a THEN patients | BECAUSE th
coherence | colocatedhealth | are more likely | environment
and leisure to participate in | provides  patients
environment PA and HCPs ar¢ with  generalised
with health more likely to resistance resource
promotive promote PA (GRR) to manag
design their health
condition. This car

foster a sense of
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coherence (SOC) in
the minds of patient

This theory was strongly supported through evidence gathered from the realist review,
NCSEM stakeholder interviews, MRT and HCP/patient interview data. This theory suggests
that if the celocated environment is salutogenic (See Chapter 5.2.2 for a detailed
explanation of Salutogenesis), this can lead to promotion of PA, in contrast toatocated
settings and cdocated settings that do not contain elements of headtipportive

architecture (Golembiewski, 2016a; Mittelmark et al., 2016; Schweitzer &0fl4).

The findings suggest that the salutogenic environment may be generated through four
different causal configurations which, independently, do not appear to be sufficient for the
promotion of PA in a ctocated environment but collectively may befScient for the

promotion of PA.

The first of the necessary conditionsc@nveniencelf a health and leisure environment is
co-located with a health promotive design and a single point of access, this allows for
increased convenience and increased awareness of PA in the minds of HCPs and patients
because there are no boundaries betweesalth and leisure. In practice this means that it
can be easier for a patient to engage in PA opportunities following their appointment as
they are conveniently located in the same building. It is also easier for HCPs to refer to PA
opportunities in this avironment as the HCP has awareness of PA opportunities offered
onsite. The CONB model was used to inform development of this theory and relates to
convenienceas a cdocated health and leisure environment provides capability and

opportunity for the H® to promote PA and for the patient to engage in PA.
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The second of the necessary conditionawsarenesslf there is a cdocated health and
leisure environment with visible opportunities for PA for patients and HCPs then patients
are more likely to participate in PA and HCPs are more likely to promote PA because this

creates salience of PA.

For example, witst Concord is also docated, this may create awareness of the leisure
centre aspect of the building (in contrast to a traditional clinical setting which is not
colocated) but there is limited visibility of PA opportunities because of the separate
entrances and lack of seamless flow. Evidence from both patient and HCP interviews
confirms the differences in visibility of PA opportunities between Graves and Concord (see

Chapter 6 for further examples of supporting data from the interviews).

Having a seamés flow between the health and leisure (in Graves) aspects allows for greater
awareness of PA opportunities because of the visibility of PA opportunities, intermingling
and socialising due to shared spaces, open floor plans and seating arrangementstmakes i
easier for socialising to occur, which contributes to the resources that this setting provides.
In addition, celocating clinics with a leisure centre may prepare the patient and HCPs to be
more receptive to the message of PA because of the shared emvawot of the leisure

centre.

The third of the necessary conditiongigtient and staff experiencéf. there is a cdocated

health and leisure environment that includes psychosocially supportive design principles,
then individuals will be more receptite promotion of PA because the interaction between

the individual and environment provokes positive emotion which creates a sense of agency
to promote or engage in PA. Psychosocially supportive design principles include aspects like
large windows with viers of the outdoors and other spaces within the leisure centre (such
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as the pool and fitness studios), artwork and quotations on the walls, accessible stairways

and attractive colouring (Dilani, 2009; Tsekleves & Cooper, 2017).

The fourth of the necessagonditions for this theory isense of coherencH.there is a

colocated health and leisure environment, then this can foster a sense of coherence (SOC) in
the minds of patients because the environment provides patients with generalised

resistance resoues (GRR) to manage their health condition and empower them to take

charge of their health.

The biomedical, pathogenic or disease oriented model of hefdttused on treating iliness,
is reflected in traditional hospital architecture and design, with isezolours, closed
corridors, few windows and centralised staff areas (Golembiewski, 2016a). In contrast, a
salutogenically designed environment, as attempted in the design of Graves, has been
shown to improve patient and HCP experience by enabling patisith a SOC. Coherence
is comprised of GRR (See 5.5.3), which are resources which enhance comprehensibility,
meaningfulness and manageability (Golembiewski, 2016a). A focus on the sense of
coherence and resources, creates a framework that can be appliedalthcare facility
design (Golembiewski, 2016a). Design supportive of a SOC can help to free the resources
that enable prevention of disease in the first place (Golembiewski, 2016a). Aspects of
Graves such as a prominently located, attractive séasecwhich encourages PA use, the
leisure centre, pool and attractively designed clinical seating area provide patients with
NE }uE -mdnage théir condition, thus fostering a SOC. If a patient has a strong
SOC, they will believe that challenges understandable (comprehensibility), believes that
they have the necessary resources to cope (manageability), and find purpose in coping

(meaningfulness) (Antonovsky, 1979; Dilani, 2009; Tsekleves & Cooper, 2017).
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The constructs of the COB model vhich relate to esense of coherengeclude capability
and opportunity. The capability and opportunity constructs of the CBModel relate
specifically to the GRR that the-tmrated model provides to patients and HCPs. For
example, the patient would gaknowledge around ways to become physically active by
meeting with their HCP at a docated site (capability) and opportunities to become active
in the same place where they attended their appointment (opportunity). If the patient is
motivated, which care elicited from interactions with the HCP, then this can result in the

behaviour of becoming physically active.

7.3.2 Programme theory 2: Glocated environments that enable joint working between HCPs
and exercise professionals help to promote PA

Phasel IRPTs

¥ Coordination and collaboration of health and exercise professionals (structural)

¥ Knowledge transfer and shared learning to promote PA

Programmetheory 2: Celocated environments can enable joint working between HCR
and exercise professionals to help to promote PA

IF there is cdocation that is supported by processes, systems and collaborative cultu
that facilitate joint working THEN thereilhbe promotion of PA BECAUSE HCPs have
better interpersonal relationships with exercise professionals and knowledge of each
}sZ [ E}o -

same
environment
AND time is
allocated to the
development of
relationships

Subtheory
Refined Time and IF HCPs and THEN HCPs and | BECAUSE there i
Programme | effort exercise exercise mutual
Theories professionals ar¢ professionals are | understanding of
working inthe | more likely to Z 187 E][-

collaborate and
share knowledge

professional
respect and trust,
and a willingness
to work together
and promote PA
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professionals ar¢
working in the
same
environment
AND there are
shared aims and
goals (such as
enabling
patients to
become
physically active
between HCPs
and exercise
professionals

cadlaborative
approach to PA
promotion

Shared IT | IF HCPs and THEN HCPs and | BECAUSE there i
systems exercise exercise capability to share
professionals arq professionals are | information
working in the | more likely to between
same collaborate and healthcare and
environment share knowledge, | leisure
and there are (particularly about
shared IT % S] vSe[ W
systems resulting in
between promotion of PA
healthcare and
leisure
Shared aimg IF clinics HCPs | THEN there will be { BECAUSE HCPs
and goals | and exercise coordinated and and exercise

professionals see
themselves as
working together
for a common
purpose

This theory was strongly supported though evidence from the literature and stakeholder

interviews which suggested that 4ocation would facilitate joint working (professionals

knowledge transfer and shared learning AND coordination and collaboratiohpuglh

Al v

(E}u §Z & o0]°S8

E A] Aocaliéhpf facilitiesszjomt» }

appointments, trust and interpersonal relationships were seen important for tacit

IlviAo

P

£ Z VP _

~Nv o JEU iiioV WX DX t]Joo] usdmiiiil «U §Z

HCP interview data that supported physicallgoation of healthcare and leisure as
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sufficient for joint working to occur. This programme theory details conditions which
collectively may be sufficient for joint working to occur in dacated settingput there is
weak support from the HCP interview data which shows that this is currently happening in
practice. There is, however, no disconfirmatory evidence for the theory postulated above.
This theory cannot be discounted as the conditions were not tigkupport the

mechanisms leading to the outcomes as detailed above.

In addition, participants gave similar responses to the Phase 1 I&#®Fdination and
collaboration of health and exercise professionals (structéydIPknowledge transfer and
shared learning to promote Pl both the NCSEM and HCP interviews, even though they
were understood to be separate conceptualisations in the mind of the researcher.
Supported by evidence from the stakeholder and HCP interviews, the Phase 1 IRPTS:
coordinationand collaboration of health and exercise professionals (structAndi)
knowledge transfer and shared learning to promoteHafe been synthesised in the final
refined programme theory presentation and shall be referred to collectivejgias

working.

The conditions identified in the sttheories above are seen as collectively sufficient for the
co-location of healthcare and leisure to result in joint working to enable PA promaotion.

These conditions are further elaborated below.

The first of these neessary conditions t&me and effort.If HCPs and exercise professionals

are working in the same environment AND time is allocated to the development of

relationships then HCPs and exercise professionals are more likely to collaborate and share
knowledge pHe SZ E ] UuSH O pv E+S v JvP }( Z }SZ E[* E}o
respect and trust, and a willingness to work together and promote PA. It is necessary for
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time and effort to be invested in creating relationships between sectors. Whilst attempts
have been made to coordinate meetings between HCPs and exercise professionals at the
colocated sites to enable networking, familiarisation and sharing of best practice, these
were not well attended (See Chapter 4 for data from the NCSEM interviews apteCéa

for HCP interview data), therefore attendance may need to be mandated by senior

management and/or alternative methods may need to be used.

The second of these conditionssisared IT systeml.HCPs and exercise professionals are

working in the see environment and there are shared IT systems between healthcare and

leisure then HCPs and exercise professionals are more likely to collaborate and share

IVIAo P U ~% ES3] po EoC }uS % 5] v8«[ W 0 A oee E *po3]vP
there is cpability to share information between healthcare and leisure. Lack of shared IT

systems between healthcare and leisure was reported as a barrier (Leemrijse et al., 2015;
Leenaars et al., 2015) based on data from the realist review and NCSEM stakeholder

interview data. Additionally, HCPs reported that issues with the current healthcare reporting
system prevented consistent tracking of a patients reported PA behaviour. Thus, having

shared IT systems between health and leisure is seen as a necessary comiitiomust

be satisfied.

The third condition which must be satisfied in order forlocation to facilitate joint working

to result in PA promotion is havirglpared aims and goalsetween healthcare and leisure. If
clinics HCPs and exercise professioastsworking in the same environment AND there are
shared aims and goals (such as enabling patients to become physically active) between HCPs
and exercise professionals, THEN a coordinated and collaborative approach to PA promotion

is more likely to occurBBCAUSE HCPs and exercise professionals see themselves as working
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together for a common purpose. This must include establishing and agreeing shared aims
and goals for patient outcomes, between HCPs and exercise professionals (at the cultural
level) and esthlishing coordinated working patterns. Without this shared sense of purpose
and a ceordinated approach to service delivery, data here suggests that the benefits of co
location will not be realised due to existing time pressures, competing priorities legtwe

health and exercise specialities and hierarchical structures within the healthcare system.

The COMB model was used to inform the development of this theoryld@oation of health

and leisure provides capability for HCPs and exercise professionvatskdogether in the

same environment to share knowledge, coordinate and collaborate. Capability together

with opportunities such as shared time and effort, IT systems, aims and goals should result
in motivation for HCPs and exercise professionals to wagkther to promote PA.

Automatic motivation of HCPs occurs through modelling of knowledge transfer and shared
learning between HCPs and exercise professionals that are consistently making referrals and

having conversations about PA.

Whilst the physicatontext created within the NCSEM sites in Sheffield has created the
potential for different ways of working such as shared spaces for HCPs, exercise
professionals, patients and researchers (Copeland, R., Hart, O., 2015; Speake et al., 2016),
more needs ® be made of the opportunity afforded through the-tacation model

overcome existing system challenges.
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7.3.3Programme theory 3: People like me (normalising & modelling) of PA in a colocated

environment

Phase 1 IRPTs

1People like meNormalising and modelling)

environment

Programme theory 3: People like me: normalising and modelling of PA Hocated

IF there is cdocation of health and leisure environment and the patient observes peo
like themselves participating in PA THIENrée will be promotion of PA BECAUSE patiel
change their views on social norms for PA

colocated, and the
patient is exposed
to and observes
people that they
can identify/relate

Sub theory
Refined Exposure and| IF healthcare THEN patienty BECAUSE they s¢
Programme | observation | clinics and PA will  be more| }§Z E-+ "o0]l
Theories to PA facilities are receptive to the| participating in PA

promotion of
PA

modelling the
behaviour that is
being promoted

Internalisation
of
observations
of PA

IF healthcare
clinics and PA
facilities are
colocated and the
patient
internalises
observations of
others

participating in PA

THEN patients
will be more
likely to view P4
as normal and
be more willing
to participate in
PA themselves

BECAUSE they
change their
mindset about
what is the social
norm for PA

There was strong support from findings from the realist review, data from the NCSEM

stakeholder interviews, and interviews with patients and HCPs for programme theory 3. In

the initial iteration of the theory, it consisted of two separate theories: norgiad and

modelling. It became evident from data from the NCSEM interviews that these theories

were seen as the same concepts in the minds of the participants, although the researcher

conceptualised them as being different. Data from the realist reviewsaakkeholder
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interviews suggested that elocating health and leisure that this could normalise PA in the

minds of patients (Leotta et al., 2011).

The findings suggest that normalising and modelling of PA may be generated through two
causal configurationsvhich in isolation, do not appear to be sufficient for PA promotion in

a colocated environment but together may be sufficient.

The first condition i€xposure and observation to PlAhealthcare clinics and PA facilities

are colocated, and the patienis exposed to and observes people that they can

identify/relate, then patients will be more likely to view PA as normal because they see

}18Z e+ "0]l 8$Z u_ % ES] ]% S]vP JvW v §Z & (}& u} oo]vP
of health and leisure tavork effectively to normalise and model PA for patients, the patient

must be able to see others being active that they resonate with. In Graves, the pool and

leisure centre area are visible when entering the clinic for an appointment, yet in Concord
thegCulo JepE VSE VSE V e % ES (E}u SZ o]v] o E >
being physically active (modelling PA behaviour) may increase the chance that the patient

will become physically active themselves (Leotta et al., 2011). Data fronedhst review

and stakeholder interviews indicated that the-lorated health and leisure environment

would provide an opportunity for patients to see others (patients, HCPs and leisure centre

customers) being active that may not otherwise enter a ledacility.

The second of the conditions which must be met in order felocation to result in
normalising and modelling of PAimdernalisation of observations of PA healthcare clinics
and PA facilities are docated and the patient internalisesbservations of others

participating in PA then patients will be more likely to view PA as normal and be more
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PA and therefore normalising modelling the behavidtiwas initially posited that the

"u} o (}&E % S] vS u C 152 & vVv}SZ E % S] vS }E& , WU
interviews (Chapter 6) showed that HCPs interviewed may not use thecated leisure centre for

their own personal PA and patieSe u]PZ3 v} « 8Z u ]JvP §]A }@&E o}}l &}
(W Z AJJUEX tZ]oes 8Z %}3 v8] o ~u} o_ u C 1(( & vS (
individual psychology, patients interviewed appeared to see other patients perhaps further along
their physical activity journey, but not too dissimilar from themselves as more relatable (than other

HCPs being physically active).

MRT used to inform the development of this theory include the construsbofal norms

from TPB (See Chapter2.4 forfurther explanation of TPB). Gacation of health and

leisure may change social norms around PA making it acceptable to participate in PA in the
minds of patients. In addition, patients may be more likely to observe other patients that

they relate to parttipating in PA in the elmcated environment.

Whilst both centres are ctocated health and leisure settings, it is important to consider the

physical differences in the layout of the building and the role that this can play in

normalising and modellingf PA. Data here suggests that for models ofamation to be

effective at normalising and modelling PA, the physical layout of the building must be taken

Jvd} }ve]l € S]}v ¢} 8Z 8 % S5] v3e Z AV }%o%}ESUV]EC 8} )}« E

participatingin PA.

7.3.4 Programme theory 4: Patients with long term conditions are supported to participate

in PA in a cdocated environment

Phase 1 IRPTs
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1l ong term conditions

Programme theory 4: Patients with long term conditions are supported to participate in

in a caelocated environment

IF patients with long term conditions attend a-lmzated clinicTHEN there will
promotion of PA BECAUSE patients feel safer, and ld€IRadre confident to refer to P

Subtheory
Refined Patient IF patients with | THEN patients | BECAUSE patient
Programme | perception of | long term may be more |feel sfer to
Theories safety in conditions attend | receptive to PA | yndertake PA
colocated an appointment | promotion
environment | at @ celocated
clinic and they
know that HCPs
are working in
same facility and
may be available
to help if needed
HCP IF HCPs working | THEN HCPs will BECAUSE they he
confidence in| a colocated clinic| be more likely ta greater confidence
making and as a result, | promote PA in patient safety
referrals have they have and
greater support
awareness of the
equipment and
special
adaptations
offered for certain
long term
conditions
HCP IF the HCPs THEN they may| BECAUSE they fe
awareness of| working in a be more likely tg safer putting the
exercise colocated clinic | make to patient in the
%0 E}( ++] and promote PA exercise
knowledge | as aresult, are professionals care
and skills more aware of and are not
(?’/Z(oegii o]}y worrigd that the
skills and exercise

knowledge in
relation to long
term conditions

professional
would cause harm
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There was strong evidence from the realist review, NCSEM stakeholder interviews and
interviews with patients and HCPs to suggest that patients with long term conditions will
feel safer participating in PA in a-tacated environment in contrast to a leisicentre

which is not cdocated (Leemrijse et al., 2015; MclIntosh et al., 2017). Evidence that HCPs
may feel safer referring patients to PA in alooated healthcare and leisure setting was also
supported by the review, NCSEM stakeholder interviews ataiiiews with HCPs. Evidence
from the HCP interviews suggested that HCPs would be more likely to refer patients to PA
with long term conditions in a elmcated setting if they are aware of the knowledge, skills
and abilities of the exercise professional(sceiving the referral and feel that they would

not harm their patient or their own reputation (as they would feel personally liable should

something go wrong) by making a referral to PA).

The conditions identified in the stibeories above may be dectively sufficient for the
colocation of healthcare and leisure to result in patients with long term conditions feeling

safer and HCPs may be more likely to refer to PA inrlacaded environment.

The first of these conditions matient perceptiorof safety in cdocated environment If

patients with long term conditions attend an appointment at algoated clinic, then this

may help patients feel safer to participate in PA because they are reassured when HCPs are
working in same facility and mde available to help if needed. Data from the patient
interviews suggested that patients feel safer participating in PA Hoaed environment
because they were aware that HCPs were simply working in the same facility, in contrast to
a leisure centrehat is not cdocated. For example, one patient explained that she felt safer

participating in PA in Graves because exercise professionals were knowledgeable about type
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1 diabetes and were skilled in helping her if she had any complications, (and tresagce
help was available if she had a hypoglycaemic episode), which may not be the case in an

isolated leisure centre.

The second of these conditionsHEP confidence in making referrdigpatients have long

term conditions, then HCPs may be more cdeint to refer patients to PA because they

have greater awareness of the equipment and special adaptations offered in oeaied
environment. Data from the HCP interviews suggested that HCPs may feel more confident in
referring a patient to PA in a docated environment because they have awareness of the
equipment and its suitability for their patient as well as any adaptations available in the
facility because they are already working in the same environment.

AHCP said that she felt safer referring patients with long term conditions to PA in a
colocated environment because knew that exercise professionals in thecated facilities

Alpo Z | % 3] v8e[ 0}} % @E sepE v E ( E refessarysS] v$

The third conditioniSHCPA & v e+ }( &£ & ] % E}( *+]}v oc[fthe}Ao P
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likely to make referrals to PA, because they feel safer puttiegpatient in the exercise
professionals care and are not worried that the exercise professional would cause harm in a
co-located environment. Finally, data from the several HCP interviews showed that HCPs are
more likely to refer to PA if they have knav P }( v A& & ]J* % E}( **]}v o[
trust them and feel safe referring a patient to PA. In thdamated environment, a HCP is

more likely to have knowledge of the exercise professionals capabilities if they are working

in the same environme together and make time to do so.
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The MRT, salutogenesis, (See Chapter 5.2.2 for a detailed explanation of salutogenesis) was
used to inform the development of this theory. Thelocated health and leisure

environment may provide patients with resouscéGRR) (physical, social and psychological)
(leisure centre offerings) as a means of helping patients develop a sense of agency and

coherence (SOC) in the management of their condition.

COMB was also used to inform the development of this theory. H@#®king in the
colocated environment with exercise professionals have the opportunity to gain information
Jus 82 &£ E ]o % E}( *]}v o[ ¢l]Joos v IVIAo P v A E v e
special adaptations offered for certain long term conditions (psiadical capability).
Capability and opportunity may result in enhanced motivation, with the potential to result

in greater promotion of PA by HCPs for patients with LTCs.

This PhD research shows that patients in dooated setting might feel safer paeipating in
PA than in an isolated gym. Thus;looation has potential to address the growing burden of
NCDs by helping patients through support from their HCP to begin a PA habit and feel safer
in becoming physically active, as an alternative to wgiprimary care. Whilst physical
colocation of the buildings are important, it is essential that time and effort is taken for the
HCPs and exercise professionals working ilocated centres to take time to understand

Z }8Z E[- Iv}Ao P Ultes sootmat HCPs feel confident to refer patients to

exercise professionals working in the sites in the first place.

7.3.5Programme theory 5Misaligned business models of NHS and leisure cevitieh
constrain full celocation to promote PA
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Phase 1 IRPTs

Hnconsistency of clinical schedule

Programme theory 5Misaligned business models of NHS and leisure centre which
constrain full celocation to promote PA

IF business models not aligned between organisations that atecedted THEN
colocation will not work to promote PA because of incompatible in organisational

objectives, processes governance and performance metrics which influence staff
behaviours andgjoals

every time, due tq
contextual factors
such as NHS
structure,
professional
working patterns

Subtheory
Refined Inconsistency IF there is THEN co BECAUSE the
Programme | of clinical inconsistency of | location might opportunities that
Theories location and | the clinical not work as co-location
HCP seen schedule, intendedto provides are not
meaning patients| increase PA consistently
might not have | promotion available or
appointments at reinforced at
co-located facility successive

appointments

Consistency
of clinical
location and
HCP seen

IF there is
consistency of
the clinical
schedule,
meaning that the
patient sees the
same HCP at the
same celocated
site for every
appointment

THEN this might
help coelocation
to work as
intended to
facilitate PA

promotion

BECAUSE
Consistency of the
clinical schedule,
means that the
patient sees the
same HCP at the
same site for ever
appointment
might facilitate
development of a
therapeutic
alliance between
the HCP and
patient
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Misaligned | IF there are THEN this can | BECAUSE financi
business misaligned hinder the priorities are not
models business models | potential for shared and there i
between the colocation to not a mutual
leisure centre effectively work | understanding of
and NHS clinics | © resul_t in PA the priorities and
promotion processes that are
essential for
facilitation of PA
promotion
Aligned IF business THEN this would | BECAUSE there i
business models are facilitate mutual
models aligned between | colocation to understanding of
the leisure centre| allow for PA the priorities and
and NHS promotion processes that are
essential for
facilitation of PA
promotion

There was supportive evidence from the realist review which suggested that inconsistency

of the clinical schedule might present a barrier telagcation of health and leisure

integrated effectively to promote PA consistgn{Mcintosh et al., 2017). It was inferred

from realist review data, that inconsistency of the clinical schedule could mean that patients
would have appointments at different sites and/or with different HCPs depending upon NHS
appointment availability, th needs or schedule of the HCPs, not based on the needs of the
patients. It was inferred that this could mean that it would be more challenging for the

patient and HCP to develop a therapeutic alliance and for the patient to build a PA habit.

After iteration between the literature from the realist review and the data from the HCP and
patient interviews, it was postulated thatisaligned businessodels was a more
appropriate term. HCPs and patients suggested that appointments may not always be based

around the most convenient timing and location for the patient. Crucially, data from the
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interviews revealed that clinical appointments do not coincide with PA opportunities (such
as fitness classes, groups and ERS). If priorities and business models wettlsdigreen

the leisure centre and NHS, this would enable a seamless flow between clinical appointment
and PA opportunities in the leisure centres, enabling patients to be referred immediately

into PA opportunities following their appointment.

The conditions identified in the sttheories explain how misaligned business models and
inconsistency of the clinical schedule can impaitamation of healthcare and leisure of
resulting in PA promotion; these conditions are detailed below. It is nacg$sr both
consistency of the clinical schedaled alignment of business moddtsr co-location to

result in PA promotion. (The conditions which hinder PA promotion inlacaied

environment are written in this theory as the misalignment as this whaturrently posited

to be happening). Although these theories in their aligned/consistent iteration are not
evidenced from the interviews conducted in this PhD, there is no disconfirmatory evidence

to show that these conditions, would not result in PAmpuion if implemented.

The first of these conditions isconsistency/consistency of clinical location and HCP Heen.

there is inconsistency of the clinical schedule, meaning patients might not have

appointments at cdocated facility every time, duetcontextual factors such as NHS

eSEU SHE U % E}( **]}v 0 AJEI]VP % 53 Eve ~]X XU « § E}pv
the patients), patient choice (convenience of clinic location and appointment availability)

then colocation might not work as lended to increase PA promotion because the

opportunities that celocation provides are not consistently available or reinforced at

successive appointments. NCSEM stakeholder interviews confirmed this hypothesis,

however there was evidence both for and awsithis hypothesis from the realist interviews
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with HCPs. Several HCPs suggested that as much as possible, appointments are scheduled
with the same HCP at the same locatibaof sometimes a patient will choose an
appointment that is available soonest, nmeag they would travel to a different site and/or

see a different HCP.

If there isconsistency of the clinical scheduleeaning that the patient sees the same HCP at
the same cdocated site for every appointment, then this might helplooation to workas
intended to facilitate PA promotion because consistency of the clinical schedule, meaning
that the patient sees the same HCP at the same site for every appointment might facilitate
development of a therapeutic alliance between the HCP and patientoAgtherapeutic
alliance or established rapport between the HCP and patient may make it more likely that
conversations about PA occur. NHS business models that are shared with the leisure sector

would allow for prioritisation of a PA, preventiamiented approach.

The second of the conditions identified in the sihieories abovas misaligned/aligned

business modeldf there are misaligned business models between the leisure centre and
NHS clinics, then this can hinder the potential fodl@ration to dfectively work to result in

PA promotion BECAUSE financial priorities are not shared. If business models are aligned
between the leisure centre and NHS, then this would allow for more consistency of
appointments and seamless flow between clinical appognits and PA opportunities in the
leisure centres because there is a mutual understanding of the priorities and processes that

are essential for facilitation of PA promotion.

The MRT COM was used to inform the development of this theory. If business isaalie
aligned and there is consistency of the clinical schedule between health and leisure, then
this could provide capability for HCPs to promote PA to patients and for patients to have
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consistent exposure to PA opportunities. Providing capability tagrethth opportunity
should enhance motivation of HCPs to promote PA to patients and patients to participate in

PA.

In the current healthcare system context of the UK, with increasing pressures facing the NHS
(financial constraints, COU backlog, staffvP ¢Z}ES P ¢« ~dZ <]vP[e &uv U Tilie
be challenging on a systems level to align business models of healthcare and leisure

industries, which have different revenue streams. However, faocated healthcare and

leisure to effectively work to faltiate PA promotion, interview data from this PhD suggests

that there needs to be greater alignment between the healthcare and leisure business

models.

7.3 Additional contingent conditions

The following presents data from the patient and HCP intervishish details additional

contingent conditions for the ctocation of healthcare and leisure to work to promote PA

with evidence from HCP and patient interviews.

Colocation works best for HCPs that are active themselves and seek congruence in their
persaal beliefs about PA and meaning their work with patients. HCPs that are already

active themselves find it easier to promote PA in dagated environment.

HCP 9 (Podiatry, Concord):
AN 8ZIvl 18 AYEIle 33 E (}E % }%pe Whpyalug @Gdirows s E (}E

(J8v oo v ]3[* Ju%}ES v§ &} §Z

c
.

ojJv] ] vX v ]S[e -
§Z Al 1( CIU[E % E S]*]vP AZ 3 CIu % E ZX "}U [ §.

‘Ju } C o« AZ} ]ev[§ & 00C 3]A &Z us 0A eX_
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HCPs who are invative and willing to change practice appear to work best in-bbcated

environment.
HCP 8 (Pain Management, Concord):

N 8Z]vl (]E*S §Z]vP ]* CIH[E & ol]vP 8} «}u }v AZ} o}A « 7
bored otherwise. So, | like doing thingdedently. | like working, genuinely working
Al8Z }8Z E 3§ uuu EeX z}p IVIAU / 0o Ev (E}u 8Z u v /[t
uU <} ]13[« P}} X v [[A o] ( Z 8 A}EI]vP o0}* 0oC A]38Z }:
practitioners and therapists will resuit a better product for the patient, a better
SE 3Su vsd }(( EX E}A 18 } sv[§ Vv e E]JOC u v AJ[E P}]vP
§8 E He 3Z C Z A 8} } 8z A}EIX_
Colocation works best for patients that are pomntemplating or contemplating beeing
physically active but need some support and advice to feel safe to participate without

exacerbating their health condition and choose to attend daoated site for their clinical

appointment.
HCP 6 (Physiotherapy, Graves & Concord):

N[E[e §Z PuCe Jv 8Z u] o Az} / §8Z]vl ]8[* u}*3 A op o (}E
U}A %o 3] v8e 8} Z E U 8§} VIEuU 0] §]A]SCX [/ 8Z]vl 18[* §Z
need to be able to show them the walitennis or the paying public that are

Z}}e]vP 3§} Z & X /8[* 8Z % }%0 AZ} A vZv Z}o 8§} 8§
§Z Z 0S8SZ SE Jv E=* S} }} v %% }]vSu v8X /§[* §Z %o } %00
U}SJA 3]}v }E 8Z % Eulee]}v SZG[0H[ K<EvV @GZESAZA0+3 5Z

£ E ]J+]JvPU 8Z 8/ 3Z]vl v (]38 u}e3 (E}u ]JvP ]Jv A vp o]
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Colocation of healthcare and leisure works best for HCPs under circumstances where HCP
values and is motivated to discuss PA AND/OR there is cagtoficare, external

enforcement or accountability for discussions and referrals to PA.
HCP 9:

AYEZ ]P % E} o u e Su ooC A ECSZJVP /[A <] Je I
Because actually the reality is when | say goodbye to that patient aft&0my

ul]vpus «U / IV}A 8Z C[E P}]vP §} Juupv]3C o]v] Az E §z
%o E e*puE& U §Z C[E P SS]JvP 71 u]Jvus «X dzZ & [ V}SZ]VP }v
§} IV}IA 8} (Joo}A p% 3]A]8C o A o+X Vv / IVIA W6t }oo Pp

e /[u uls]JA & SZ &AC v [/ AYEI & }v}E €+}e/ } 15X

Coalocation of healthcare and leisure works for patients under the circumstances when
patients that are committed to travelling OR they live (subjectively) near to tHeaaied

site.

Patient 7:

w

N &[« 0} 8§ AZ & C}u A vs ]38 8} o} 8 U v P ]v ]8[+ oo
going to work for most people to have to go back to Graves to do their exercise,

He ]S[e ]Jv }v % @FIheffeeldEhatds not city centre at all. And you
need a car really to get there. Unless you live in the community, and you can walk

§Z E X_

According to the data from this PhD,-tmxation of healthcare and leisure appears to work
best for PA promotin for patients that are already motivated to become active but need

support, patients with long term conditions, and those that live subjectively near to a
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colocated healthcare and leisure site.-[doation works best for patients that have a chance
toobe EA }3Z E % 3] v3e "0]l 3Z u_}E , We §8Z § 3Z C VvV +%]CE
active, which is more likely to happen in Graves, where patients have the opportunity to

walk past the leisure centre as they enter the clinical area.

Colocation of hedthcare and leisure also appears to work best for HCPs that are physically
active themselves, champions of PA, and/or willing to embrace change and more holistic

approaches to patient care.

7.4 Chapter conclusion

This chapter presented the final refin@dogramme theories, addressing the question of

what works (or not), for whom under what circumstances and fehyhe colocation of
healthcare and leisure to promote PA. These five theories were developed over two phases
of research. Phase 1 includedealist review, purposive search for MRT and interviews with
NCSEM stakeholders from the health, leisure and PA sectors. This phase ended with nine
theories. Phase two consisted of interviews with HCPs and patients to test and refine the

IRPTS, resulting iive refined programme theories.

These five refined theories explain the elements of howomation of health is working (or

not) to promote PA. These five theories are: (1)l@ated environments that are

salutogenically designed help promote PA,E2)ocated environments can enable joint

working between HCPs and exercise professionals to help to promote PA, (3) People like me:
normalising and modelling of PA in-lmzated environment, (4) Patients with long term
conditions are supported to partjgate in PA in a ctocated environment and (5)

Misaligned business models of NHS and leisure centre which constrain-fotlatmn to
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promote PA. Whilst physical 4ocation of healthcare and leisure is important, these five
theories, developed from theealist review, MRT and interviews with stakeholders, HCPs

and patients, explain the elements needed forlooation to facilitate PA promotion.

With the growing burden of NCDs, challenges faced by the NHS and previously unsuccessful
attempts at long tem PA behaviour change, alternative approaches to PA promotion are
warranted. Ceocation of leisure and healthcare holds potential to normalise PA, help
patients to develop a PA habit, manage their chronic conditions and create a salutogenic
model of healhcare. However, this potential can only be realised when business models are
aligned between healthcare and leisutwad when HCPs and exercise professionals work
together to allow for knowledge transfer and shared learning to occur. In the context of the
NHS which is currently based on a biomedical modelpcation of healthcare and leisure

faces additional challenges in the effective promotion of PA. These theories serve as a
framework for planners, service commissioners, architects, healthcare andisxerc
professionals to use in development and implementation ofamated healthcare and

leisure. They are seen as essential elements for effective facilitation of PA promotion in the

co-located healthcare and leisure setting.
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Chapter 8Conclusion

This chapter presents a discussion of the findings presented in the previous chapter and
draws conclusions about the research. This chapter revisits the literature, presents
contributions to knowledge, strengths, limitations and the recommatiehs for future

research. Finally, the implications of the results for the wider field of health, PA and exercise
research and the effects of COVID pandemic on the ctocation of health and leisure are

discussed.

8.1 Discussion

The primary aim dfhis research was to develop refined programme theories to help explain
the key contexts and mechanisms of why, how, for whom and under what circumstances
the calocation of health clinics and leisure opportunities is expected to work (or not) to
promote FA. Celocation in this research is defined as community healthcare clinics and
leisure integrated or joined in a shared physical location. In Sheffield, these sites were
formed as part of the National Centre for Sport and Exercise Medicine (NCSEM) which

legacy programme of 2012 London Olympics.

To address the primary aim of this research, a realist approach was followed over two
phases of research. In the first phase, IRPTs were developed from a rapid realist review of a
wide body of academic and grey liggure (chapter 3and MRT (chapter 5) and interviews

with NCSEM stakeholders who were instrumental in the development of thecated

healthcare and leisure sites in Sheffield (chapter 4). In phase 2, these theories were tested
with HCPs and patients whad experience of the elocated sites (chapter 6) and

subsequently refined (chapter 7). These refined theories provide a portrait of how
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colocation is working (or not) to promote PA and thus can serve as a framework for other

healthcare and leisure elmcation models.

The following theories are evidence based although they are patrtial, fallible and subject to
refinement from further testing.
8.1.2 Programme theory 1: Glocated environments that are salutogenically designed help

promote PA

This PhDeasearch found that a salutogenic-tmrated environment improves patient & HCP
experience, provides support, increases convenience & awareness of PA-[bbated

health and leisure environment increases convenience and awareness of PA opportunities
for HCPs and patients becauselooation creates a single point of access and seamless
boundaries between health and leisure. In additiorsl@cation of health and leisure

facilitates promotion of PA amongst staff already motivated to discuss PA and engatgeme
for patients ready to engage in PA. This is in part driven by the salutogenically designed
environment, which makes PA visible, proximal and accessible for patients and staff as
compared to the traditional clinical and hospital environments. In théocated health and
leisure environment, this can foster a sense of coherence (SOC) in the minds of patients
because the environment provides patients with greater generalised resistance resources to

manage their health. (See Chapter 5.2.2 for a detailgrdamation of salutogenesis).

Whilst there is currently no existing published evidence (at the time of writing this thesis)
on the use of salutogenesis as a lens to studiocation of healthcare and leisure, research
on salutogenic approaches to healtlve has been applied to architecture, particularly in the
field of healthcare. Evidence from this body of literature points to the value of salutogenesis

in providing a basic theoretical understanding of psychosocially supportive design (Dilani,
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2005, 2009 Ghaffari et al., 2021; Golembiewski, 2016a; Mittelmark et al., 2016), suggesting
that salutogenic architecture has the capability to enhance patients SOC. Furthermore,
research shows that architecture can provide a narrative context which affects beiavio
v v ]JE 3%0C Jv(op v v Jv JA] p o[+ Z 08Z ~'}o u ] Ae«I]U Tiio

substantiated through this PhD research.

Salutogenesis has also been recently examined in relation to PA promotion. Existing

research on salutogenesis and PAloheo adults found that adults with a higher SOC are

more likely to value PA (Ericson et al., 2021). Research in adolescent populations found that
interventions which aimed to increase SOC resulted in meaningful increases in PA frequency
(Bronikowski, 201Qjakobsson, 2014). This literature adds explanatory power as to how the
opportunities provided for PAintheeo} § <« §S]vP }po vVvZ v %0 S] vS[e "k
Findings from this PhD research suggest that patients and HCPs generally report the

colocated enironment to be more positive than the traditional clinical setting. Moreover,

this setting could provide resources for patients to manage and develop a sense of

ownership over their health.

The research from this PhD contributes new evidence and thidatysuggest that the
colocated environment is salutogenic, or health promotive, in contrast to the traditional
isolated clinical setting. This theory provides an explanation of the underlying causal
mechanisms of the impact of the physicatlooation onthe PA behaviour and psychology

of the patient. Evidence gathered here suggests that bothdiésignof the celocated

setting and thecaredelivered within may be salutogenic if HCPs promote the opportunities
available in the cdéocated settings and patigs are able to utilise these resources. The

novelty of this PhD research is the developed theory and evidence to explain how
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salutogenesis can be enhanced througHaration of healthcare and leisure, in terms of

both the healthcare delivered in the lowan andthe health promoting architecture of the
building. The novelty of this PhD research is the developed theory and evidence to explain
how salutogenesis can be enhanced througHamation of healthcare and leisure, in terms

of both the healthcare désered in the locatiorandthe health promoting architecture of

the building.

8.1.3 Programme theory 2: Glocated environments can enable joint working between

HCPs and exercise professionals to help to promote PA

This PhD research found that that-lmzated environments can facilitate joint working
between and within professions, but this relied heavily on individual motivation and
behaviour and was thereforeat widespread. Additionally, this PhD research demonstrated
that a collaborative culture is essential for learning and knowledge exchange to occur
between professions. This culture can be curated through joint appointments,
communication that builds trusand prioritising time to build interpersonal relationships
between professions, which have all been noted elsewhere (P. Williams, 2012). To drive
changes across professional groups and fully realise the potentiallotaton,

organisational and systenhsvel changes (e.g., different working pattens, aligned business

models and shared aims/goals), are required.

The importance of spatial (geographical) proximity and organisational and technological
proximity (meaning organisational business models argy$tems are also shared) in

driving collaboration also appears key to making the most dbcation, has been identified
previously (Knoben & Oerlemans, 2006). Studies suggest that spatial proximity can engender
greater quality and quantity in communi¢ah (Kousgaard et al., 2019) and support cross
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disciplinary collaboration (Salazar Miranda & Claudel, 2021). Salazar and colleagues (2021)
found that buildings that hosted researchers working in similar fields from multiple
departments can increase the famtial to collaborate, but the benefits of this (shared
publications and bid submissions) without additional processes in place to bring people

together.

A case study examining collaboration of HCPs at a multidisciplinary health centre in
Denmark also fond that celocation alone did not result in crosectoral collaboration due
to different working patterns, professional identities, misaligned economic incentives and

disjointed management (Kousgaard et al., 2019; Scheele & Vrangbaek, 2016).

Research dmonstrates that cdocation of HCPs can provide opportunities for coordination
and collaboration in the healthcare setting (Bonciani et al., 2017, 2018) but there is mixed
evidence on cdocation leading to integration of HCPs from different discipliness@n &

Wilson, 2003; MaslufProthero & Bennion, 2010; Memon & Kinder, 2017 )lddation can

serve as a catalyst for service innovation and shared learning (Memon & Kinder, 2017) but a
lack of understanding of HCPs roles, mismatch in cultures, iderditiéstatus inequalities

often inhibit joint working in a céocated setting (Jesson & Wilson, 2003; MaBliothero &

Bennion, 2010; Wistow & Waddington, 2006).

Recent realist research on implementation of behaviour change practices in ERS found
perceved shared effort across professions to be essential to successful outcomes (Downey
et al., 2021). These findings were supported by the PhD research as there appeared to be a
lack ofsharedeffort in terms of PA promotiobetweenHCPs and exercise profemsls in

the colocated sites.
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This research contributes to our current understanding of knowledge transfer/shared
learning and coordination and collaboration between HCPs from different disciplines and
between HCPs and exercise professionals. Fisdieghonstrate that across a range of

settings and actors involved, physicatlooation in isolation may enhance, but does not
appear to result in joint working without the support of other factors-IGcation appears

to enable joint working for HCPs thate active themselves, care about promoting PA to
patients, make time to build relationship with other HCPs and exercise professionals and are
innovative. The mixed effectiveness oflogation observed here in terms of driving joint

ways of working amorsj different disciplines, warrants further investigation.

8.1.4 Programme theory 3: People like me: normalising and modelling of PA {located

environment

This PhD research found that-tmcation of healthcare and leisure can help to normalise PA
beh AJ}uE He %o 5] v8e o 1}3Z Ee+ "0]l 85Z ue 0A ¢ % ES] ]% &
VAJ]E}vu v8 ~> }88 § oXU 1iiiVv "]oA & oXU T1iiiv hl §]A U 11
behaviour does not occur in traditional clinical settings. Existing reseacstssihat when
an individual does not feel aligned to the cultural norms of a particular context, this can be a
barrier to PA participation (Richardson et al., 2016). In thbcated setting, patients that
might not ordinarily be exposed to the leisurentre environment (e.g., those with a long
term health condition) are exposed to people being active when they attend their clinical
% %0 }]v3u VEX tZ v 8Z %o 5] vEe o ¢ }8Z Ee 20]l 5Z ue 0A ¢ %o Q
with a long term condition, tis could empower them to believe that they can also
participate in PA without exacerbating their condition(s) (Leotta et al., 2011; Mcintosh et al.,

2017). (The design of the 4ocated setting can have an impact on whether or not a patient
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is exposed to thers being physically active, particularly in Graves, where there are more
visible opportunities to see others being physically active (in contrast to Concord)). Whilst
this underlines the benefit of ecmcation, research here also identified that for sem

patients a commercial gym setting where they perceive everyone to be in much better
physical condition than themselves, remains a barrier to PA engagement. Encouragingly,
interview data from this PhD research suggests that if patients regularly attésuse

centre in contrast to a clinical setting for their appointment, they begin to normalise going
S} o ] uCE vEE v Aloo Ult@& o]l oC S} }ve] E W o Ze}u
central benefit of the cdocation model and draws on the m@r of social norms and

modelling. Indeed, a wealth of empirical research suggests that human behaviour is

influenced through observation of another modelling a given behaviour (Ball et al., 2010;
Bettenhausen & Murnighan, 1985); for a model to be efifexin helping an individual to
change behaviour, the individual must observe, relate to and internalise the modelled
behaviour (Bandura, 1986). Research on ERS shows that when patients exercise with other

patients, this provides realistic role models amhances seléfficacy (Moore et al., 2011).

This PhD adds to the theoretical insights on the constructs of normalising and modelling

applied to PA behaviour. According to this PhD researclgaatiion facilitates

normalisation of PA for patients whoatditionally avoid commercial gyms because they do

not see themselves in those contexts.-lBoation achieves this by creating different social

VIEue v p3lo]e]vP 08 Ev $]A u} oe }( W Z AJJUE 3Z 8 %o 3]
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8.1.5 Programme theory 4: Patients with long term conditions are supported to participate

in PA in a cdocated environment

This PhD research found that-tmration can help patients feel safer to participate in PA

with a long term condition as they areassured knowing that HCPs are working in same

facility and may be available to help if needed. Additionally, HCPs feel more confident to

make referrals to PA when working in alogated setting as they have greater awareness of

the equipment and specialdaptations offered in the facility, especially when they have

experience of using it themselves. Additionally, HCPs may feel more confident to refer

patients to PA in this environmerif, 5Z ¢ & A & }( 3Z &£ & ] % E}( **]}v
knowledge, skills ahcapability and feel safe referring their patient to the exercise

professional.

Research demonstrates the potential for community leisure centres to play a key role in
helping people with long term conditions to be physically active (Rennie et al., 3020\

et al., 2021; Ukactive, 2018; Whitsel et al., 2021). Existing research on ERS and CR suggests
that patients with fear of exercise report feeling safer when exercising with peers (who also
have long term conditions) and with HCPs and exercise siofesls (who are

knowledgeable about long term conditions) working in the same facility that can offer help

and support if needed (Mcintosh et al., 2017; Moore et al., 2011; F. Morgan et al., 2016).

Research has also demonstrated that HCPs feel moreoctabfe referring patients to

hospital based facilities and exercise professionals in comparison to comnriasityl

settings (Bantham, 2020). Research on integration of PA into primary and secondary care
found that relationship building, and networking a@esential to support the

implementation and growth of referrals to exercise from HCPs (Rennie et al., 2020). Indeed,
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limited knowledge of local exercise facilities and the competence of exercise professionals is

a reason that GPs report for not makingewetls to exercise (Leemrijse et al., 2015). Data

from HCP interviews suggested thatlogation may facilitate referral to PA for patients

with long terms conditions, (partly through greater awareness of the leisure centre through

the physical cdocation) but is much more likely to occur if the HCP is aware of the exercise

% E}( **]}v o[ *l1]Joo*U IVIAo P v % ]0]8] *U % ES] po EoC
liable should the patient become injured during a session. These findings that suggest HCPs
want to feel that they can trust the exercise professional to safely work with their patient
(Bantham, 2020; Henderson et al., 2017) are not new, but what this PhD research highlights

is that simply cdocating healthcare and leisure is not enough to anralie these barriers.

Whilst a model of céocation enables opportunities for PA referral to occur more easily,
translating this into actual increases in referral is still dependent on trust and relationship
building between HCPs and exercise profesdr@elocation facilitates greater chance of
this trust building because of proximity and increased familiarity over time, but depends on
professionals engaging with formal and informal opportunities to develop mutual respect

and share practice.

This theory adds to the body of research on understanding whjocation may support
patients with long term conditions to become physically active through increased

perceptions of safety afforded by HCPs working in the same location.

8.1.6 Programme theory Slisaligned business models of NHS and leisure centre which constrain
full co-location to PA

This PhD research found that misaligned business models result in inconsistency of the

clinical schedule, suggesting that patients might not have appointmentsatacated
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facility every time. This is exacerbated by contextual factors such as NHS structure,

professional working patterns and patient choice. These logistical challenges potentially

Hv Eulv 3Z A op }( Z+}] o viIEue v u}-laatonRan3ZE}IuPz AZ]
promote to patients and also limits the number and frequency of conversations taking place
about PA between patients and HCPs. The downstream impact of this is that HCPs make

fewer patient referrals to PA, because the opportunities thataxation provides are not

consistently available or reinforced at successive appointments.

When there ionsistencyf the clinical schedule, meaning that the patient sees the same
HCP at the same docated site for every appointment, this helps to increase PA

discussions, patient PA intentions, patient visits to the gym and PA referrals. Aligning
business models bewen NHS and leisure facilities would allow for synchronised
appointment schedules so that patients can access services all in one visit, such as a fitness

class immediately after their clinical appointment.

This research found the current business moaélhe NHS and leisure centre have
incongruencies in their operating procedures, goals and business approach. Whilst both in
theory, may aspire to improve health through PA, the different ways of working and
different funding models do not facilitate heatare and leisure to work effectively through
co-location. Conversely, the business model of the leisure sector in the UK is oriented
towards income generation through sales of memberships, services such as personal
training, facility bookings and classésccording to a consultation report from ukactive,
public sector leisure is seen to have a substantial social value, yet evidencing this social
value was not a key part of funding contracts (ukactive, 2021). Moving away from the

traditional contractual aproach towards formal contracts with a partnership approach
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would encourage development of shared goals and objectives to encourage trust and

collaboration (ukactive, 2021).

Downey et al., (2021) also found that exercise professionals (qualified irpbotbnal

training and exercise referral) often see their role in personal training as incompatible with
exercise referral; these roles appear to have competing priorities (Downey et al., 2021). The
findings from this literature help to illuminate how aliegh business models between health

and leisure could support PA promotion in alooated health and leisure environment.

This PhD research demonstrated that because there is different scheduling between clinical
appointments and PA opportunities, this doaot facilitate themmediacyconstruct

potential which is a novel factor of the 4ocated healthcare and leisure centre

environment (Sinclair, 2018). This theory is the first realist theory which attempts to explain
how and why the different business mels of healthcare and leisure preventiozation

from working effectively to promote PA.

8.2 Project strengths and limitations
This section presents a summary of the strengths and limitations of this research.

8.2.1 Strengths, limitations, and futurdirections

This is the first doctoral degree and research study (at time of publication) examining the
colocation of health and leisure to promote PA, evidenced by the absence of literature on
colocated health and leisure facilities identified withhe realist review. The research
guestion is complex in nature and the chosen methodology is a useful tool for evaluating
complexity, as realist evaluation has the utility to examine how and under what
circumstances an intervention is working, rather thanlyif it is working or not (Pawson et

al., 2005a).
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The realist nature of the literature search in phase 1 allowed for the examination of a wide

variety of literature and documentation, from which evidence was extracted to develop

initial programme thery themes. Beginning the stakeholder interviews (phase 1 realist

evaluation) with initial theory themes developed from the literature helped to develop a
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illuminate the contextual factors which interact with the mechanisms to result in outcomes.
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A strength of this research the incorporation of MRT which served to scaffold the theory
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inclusian of patients in the development of this research is also a strength. For example, the
interview documentation and schedules were presented before a PPI panel as well as

former patients. PPl engagement benefitted this research by gaining feedback on study

materials before submission to ethics. This feedback was then used to refine study
documentations to make it more useful, accessible and understandable for potential study
participants (Roberts et al., 2012). In addition, PPl engagement created awarédriess o

research amongst HCPs and patients, which was helpful for recruitment.

Multiple participant recruitment modalities were used {erson at clinics, Helinic

advertisement, social media, word of mouth, NHS gatekeepers, service leads, HCPs), which
meant that participants were recruited from a wider, more diverse sample than if only

recruited via one recruitment modality. Furthermore, the research was accessible to

potentially more people than if only recruited through one method. An equal number (10
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each) of patients and HCPs were interviewed to strive for equal representation of both HCPs

and patient views in an attempt to balance patient and HCP views.

Patients were interviewed across a range of postcodes which allowed for examination of
how and wly appointments were chosen and attended. This enabled theory refinement and
allowed for more detailed inferences to be make on for which patientkocation was

working (or not). An observation based on convenience sampling, is that despite the
colocatedsites being based in low SES areas in Sheffield, patients using the sites generally
are not from those areas. This supports the Programme theory 5: Misaligned business

models.

Patients reported a range of PA levels and health status. Interviews wiknpatvith a
range of health status and reported PA levels was helpful in examining the influence of
selfperceived health status and PA levels in the analysis of the data. HCPs interviewed
worked at both Concord and Graves (as well as some commbasgdclinics). This helped
to present a more balanced presentation of the differences of working in each of the

colocated sites.

This section presents limitations of this PhD research. Firstly, it is important to be

transparent on the potential bias of the participants interviewed in this research.

The NCSEM stakeholder group, whilst all of them were experienced in their caré#t$as
or business executives, they were only speculating on helecation might work rather
than offering objective insights. A second consideration is that all participants from this

group were male. Whilst this was the natural makeup of this stakeh@d®up, research
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shows that there are gender differences in motivation and experience of PA (Ashford et al.,
1993; Ulseth, 2008) thus, their ideas of howlaoation work could have been influenced

from their own experiences. There is research to suppgoat women are currently
underrepresented in senior leadership roles and Boards in the sport and leisure sectors,
with national governing bodies (NGBs), for example achieving approximately 30% board
gender diversity (Women in Sport, 2018he stakeholderdid not also directly experience

the sites as a patient or HCP but were instead making an informed decision on how and why

they thought celocation would work (or not) for patients and HCPs.

The views of this research were not limited to the NCSEM std#tehgroup, as both HCPs
and patients were also interviewed. In addition, the theories were developed with evidence
from academic literature, documentation and MRT. Even so, it could have been helpful to

also interview exercise professionals.

Conductingnterviews with exercise professionals as part of this PhD research would have
enhanced the robustness of the programme theories. The data from these interviews would
be useful to provide an understanding of howlogation is working from their perspecg

and served to confirm or refute the data provided from the interviews conducted with
NCSEM stakeholders, HCPs and patients. Interviews with exercise professionals were not
conducted due to several reasons. Interviews with exercise professionals were not
conducted due largely to limited time and resources remaining and so for pragmatic reasons
exercise professionals were not interviewed. Limited time and resources remaining and so

for pragmatic reasons exercise professionals were not interviewed.

Althoudh multiple recruitment modalities were used {person at clinics, Helinic
advertisement, social media, word of mouth, NHS gatekeepers, service leads, HCPs) it was
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difficult to recruit an equal spread of patients from all four conditions. Including aialeq
number of patients across conditions would have allowed for more equal representation of
patient and HCP voices across conditions and enhanced the robustness of the research. In
addition, all but one patient interviewed were female. Most patientsréforted their

clinical visit to the cdocated site to be for MSK Physiotherapy (although several has visited
multiple clinics in the past). Only two patients reported their current or most recent visit to

podiatry and one patient for pain management.

HCPs were also difficult to recruit due to workload and making time for interviews, however,
different modalities and locations were used to conduct interviews which allowed for
greater convenience for the HCPs. In terms of HCPs, the majority interviegredalso

female. Whilst there was a more even distribution of HCPs interviewed in terms of clinic, (2
diabetes, 4 physiotherapists, 2 podiatrists, 1 pain management, 1 administrator) the
majority were physiotherapists. Seven out of ten HCPs interviewed wemen. The

majority of HCPs reported high health status and PA which could mean that they were more
likely than other HCPs (who were not interviewed) with low-sefforted health status and

PA to discuss PA with patients.

Whilst social media was ud@as one method in this research to recruit HCPs and patients
and has been shown to help recruit participants from diverse populations (Gelinas et al.,
2017; McRobert et al., 2018), other strategies could have been used to make social media
recruitment moee effective such as using hashtags specific to each condition that the study
aimed to recruit. Additionally, the lead researcher could have directly contacted more

condition specific groups through social media that were harder to reach, such as diabetes
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and pain management. In hindsight, to increase the diversity of the patient sample, it would
have been helpful to present the research in person directly to additional community groups
such as condition specific support groups, locality health organisatiotigphysical activity
groups (such as chdirased exercise classes, walking football etc). To recruit an even sample
across all conditions of HCPs and patients, recruitment could have taken place over a longer
period of time until an equal spread was ingdéd. Ideally, recruitment would have started
earlier, but this was not possible due to waiting for NHS ethical approval for recruitment to

begin.

8.3 Summary and Wider Impact
The existing knowledge base on thelooation of healthcare and leisure imited,

therefore, this research contributes new evidence and theory on the topic. Existing
literature related to celocation of healthcare and leisure focuses on several different topical
areas: benefits of exercise referral-lmzation of services andakitogenic healthcare

architecture.

ERS in the UK are well established, traditionally centred around a GP referring a patient to
an exercise referral specialist for chronic disease management. Increasingly, referrals are
made by other HCPs such as physgoapists, podiatrists and nurses (NICE, 2014). Evidence
on the effectiveness of ERS is inconclusive. Moreover, there are many barriers to success of
such schemes reported by both patients and HCPs. Barriers faced by patients include
transport, distance ath cost to attend the ERS location (K. Morgan et al., 2021). Barriers for
HCPs include lack of awareness of appropriate exercise facilities, lack of time to prescribe
exercise and apprehension about exercise professionals skills/lknowledge to safely treat
their patient (Leenaars et al., 2015; McPhail & Schippers, 2012). Literature and data from

interviews from this PhD research show thatlooation of healthcare and leisure has the
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