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38 Combining healthcare and fitness through physical
co-location: is that alone enough to get people
physically active?
Natalie Grinvalds1,2, Robert J Copeland1,2, Katie Shearn2, Helen Humphreys2
1Sheffield Hallam University Advanced Wellbeing Research Centre, Sheffield,
United Kingdom
2National Centre for Sport and Exercise Medicine, Sheffield, United Kingdom

The primary purpose of this research was to explain how co-location
of healthcare (community or secondary healthcare clinics) with fit-
ness centres (gyms, leisure centres) works (or does not work) to
promote and facilitate access to physical activity opportunities and
physical activity behaviour. As part of 2012 London Olympic Legacy
and National Centre for Sport & Exercise Medicine, National Health
Service (NHS) clinics were co-located with leisure centres. Aims of
this initiative were to promote PA as prevention and treatment
through routine healthcare, increase awareness, normalise PA, and
bring healthcare out of hospitals and into the community. Despite
numerous calls for co-location of healthcare in alternative settings,
little empirical evidence exists to show how fitness centres work as
an appropriate environment.
This work is innovative topically as it is the first study (at time of
publication) to research co-location of healthcare and fitness in UK
and methodologically novel for the use of realist review and evalu-
ation to develop a set of theories to explain co-location.
As part of a two-phase realist evaluation, phase 2 of this research
resulted in theories and evidence to show how, why, for whom and
under what circumstances co-location works (or not). Theories
developed in Phase 1 were ‘tested’ through interviews with ten
healthcare professionals and ten patients in four clinical services
(including diabetes, pain management, musculoskeletal physiother-
apy, podiatry) in co-located sites.
Five refined programme theories were developed suggesting that co-
location works for people living with LTCs who are motivated to be
active but need support. Co-location of health and fitness works for
healthcare professionals (HCPs) who are active, knowledgeable,
make time to discuss PA with patients. Co-location creates a saluto-
genic 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 exer-
cise professionals. Logistical challenges and individual motivations
are barriers to co-location working to promote PA.
Co-location of healthcare and fitness, with optimal implementation,
can result in promotion of PA through healthcare, enabling people
become physically active and reduce the burden of LTCs on society.
Ukactive and a SHU Vice Chancellor’s scholarship
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84 Context Analysis for Scaling-Up a Community-Based

standing of the initial conditions for successful large-scale imple-
mentation is required. This study aims to fill this gap by
(1) analyzing the initial contextual conditions in 10 German pilot

communities for the scale-up of a CBPA approach and (2) evaluat-
ing variations based on potential external support needs.
Methods:
We examined 10 German pilot communities, varying in type, geo-
graphical area, readiness, and socioeconomic deprivation.
Employing a comparative case study design, we conducted online
focus groups following a semi-structured interview guide with key
stakeholders in each community. These included political stakehold-
ers, administrative representatives, experts, and ‘door openers’ with
links to socially disadvantaged people. Qualitative content analysis
was used to compare similarities and differences in the initial con-
ditions for the following 9 key components “resources”, “political
support”, “communication”, “competence/qualification”, “existing
structures”, “offers”, “strategic planning”, “intersectoral coopera-
tion” and “participation”. We also compared them with the optimal
external support for communities, based on the reported need for
external support for implementation.
Results:
10 focus group interviews, each lasting 90minutes, were conducted
with 6-12 participants at the beginning of the implementation pro-
cess. Differences were found in the 9 key components analysed in
terms of type and socioeconomic deprivation. Moreover, differences
were identified in the key components of “resources”, “political
support”, “intersectoral cooperation” and “participation”. It was
found that the key components of support needs are interdependent,
so that a lack of resources, for example, is likely to occur in the
absence of political support.
Conclusions:
The results provide important insights into the impact of external
support for scaling up a CBPA approach. Based on the identified
support needs of the pilot communities, tailored support formats
such as workshops, consultations and manuals could be developed.
This could facilitate further scaling-up processes.
Support/Funding Source:
This research was funded by the GKV Alliance for Health, grant
number Z2/5-01-20-16.

Background:
Individuals living with Severe Mental Illness (SMI) experience sig-
nificant health disparities in comparison to the general population
including poorer physical health outcomes and reduced life expect-

activity (PA) plays a key role for improving physical
health outcomes in individuals living with SMI, espe-
within secure forensic units. However, unique challenges

these settings, such as medication side effects, restrictive
lack of autonomy, and staff availability to accompany

in PA.

protocol describes a co-produce a physical activity inter-
development for individuals living with SMI in a secure
ward. The intervention will incorporate psychological
linked behaviour change techniques, with the main ob-
improving mental and physical health outcomes. The

co-production model will firstly entail exploring barriers and facil-
itators influencing behavioural engagement in people with SMI.
Second, understanding the staff’s role in promoting PA and
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