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Experiencing locality based group exercise provision for older people: a qualitative

study

Esther Clift

Living longer brings the challenge of ageing well. Older people who participate in
exercise have better health and social outcomes, functional ability and quality of life.
A key challenge is to reverse the trajectory for older people to reduce activity by 50%
from age 60 to 85 and promote exercise alongside everyday living. This thesis
explores the views and experience of older people and exercise in a local context, to
better understand and inform practice and policy.

An ethnographically informed approach was used to understand the experiences of
older people who participate in exercise in a local context, using focus groups,
interviews and participation observation. Focus groups and interviews were held
with older people who regularly undertake exercise (Tai Chi, falls prevention, and
Pulmonary Rehabilitation) and those who do not exercise, staff and commissioners.
Interviews and focus group data were analysed using thematic analysis.

Key themes identified in the literature, which concurred with the study findings for
participation in exercise were knowledge about exercise, life course experience, and
the capability of the instructors. Novel findings from this study were the seasonal
variation in exercise uptake, the concept of describing concordance rather than
adherence to exercise to enable genuine co-production, the impact of staff advising
older people to stop exercising without offering a substitute, and the identification of
behaviour change at source, intervention and policy level.

In conclusion, most prescribers of exercise were poorly informed of national
guidelines or local provision for older people.

Some instructors lacked skills in supporting older people with their exercise
engagement.

Older people hold views around exercise which conflict with the evidence base.
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Chapter 1

Chapter 1

Introduction and background to the thesis

1.1 Introduction

Population ageing is accelerating across the globe, because of improved health,
people are living longer. The trajectory indicates an increase from 461 million people
over 65 in 2004 to an estimated 2 billion by 2050 (Kinsella and Philips, 2005). The
office of national Statistics in the UK predicts a total population of 67,255,000 in 2020
growing to 74,522,000 by 2050. In 2002, 8.7% of the population were over 75
(5,844,000 people) but this is set to grow to 14.8% in 2050 or 11,037 over 75s (ONS
2019).

Exercise has long been seen to offer significant health and wellbeing benefits. Indeed,
the ancient Greek physician, Hippocrates (c 460-377BC) recognised that “If we could
give every individual the right amount of nourishment and exercise, not too little and
not too much, we would have found the safest way to health”. Physical activity has
long been recognised to be central to both physical and mental wellness (Hamer et al,
2014, King and King, 2010, DOH 2004). However, in contemporary society, we see
rising levels of inactivity worldwide in part due to a reduction in higher level intensity
activity, such as housework, due to technology and amenities (Martinez et al, 2010
and Golubic et al, 2014), and mechanised transportation (Kohl et al, 2012). Indeed,
the World Health Organisation describe physical inactivity as the fourth leading risk
factor for global mortality (World Health Organisation 2008), and the Lancet in 2012
described a pandemic of physical inactivity (Kohl et al 2012) with around 31% adults
over the age of 15 insufficiently active. This has major implications for the health of

the global ageing population (Morgan et al, 2016).

In the UK, there is growing recognition that activity can help prevent over 20
conditions including some cancers, diabetes, musculoskeletal disorders, obesity, and
coronary heart disease (Department of Health 2011, Mok et al, 2019). NHS England
aspires to re-engage populations in active lifestyles (NHS Choices 2016), as
understanding of the relationship between physical activity and health has grown
(Department of Health 2019). Indeed, physical inactivity has been described as the

‘Cinderella’ risk factor for non-communicable diseases (Bull and Bauman, 2011).

1
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However, despite remaining a key public health priority, only half the population of
65-75-year olds report meeting the activity levels recommended (Morgan et al 2019)
with many older people remaining or becoming even more inactive as they grow
older (Sun et al, 2013, Sport England 2014, Hurd Clarke et al, 2020). This population
was recognised as a group with special needs in terms of physical activity levels as
long ago as 1997 (Stead et al, 1997). Data from Sport England’s Active People Survey
in 2012/2013 indicates that 73.9% over 65s do not play any sport (Sport England
2014), and in Southampton only 11.3% over 65-year olds participate in three bouts of
activity each week (Sport England 2014).

Despite this clear evidence, however, commissioned services for older people
currently focus on exercise as a remedial treatment following falls (National Institute
for Clinical Excellence [NICE] 2014, Iliffe et al 2014) paying more attention to the
management of illness and falls in older people than health promotion through
increased activity (Morley, 2013, Oliver et al 2014, NICE 2013, Iliffe 2014). This is
reflected in the focus of limited availability of physiotherapy interventions for older
people (Skelton et al, 2004, Sherrington et al 2008, and lliffe et al, 2014). The overall
response to inactivity has been described as ‘incomplete, unfocussed, understaffed

and underfunded’ (Kohl et al, 2012 p299).

1.2 Exercise and physical activity

Older people often see the meanings of the two terms, ‘exercise’ and ‘physical activity’
as ambiguous (McGowan et al, 2018). The literature defines physical activity (PA) as
‘any bodily movement produced by skeletal muscles that result in energy
expenditure’ (Caspersen et al 1985). Physical activity is defined by the amount of
energy expenditure in kilocalories (k cal) in a particular time frame, usually a week,
for simplicity. Physical activity may be categorised into segments of daily life, such a
sleeping, at work, or at leisure (Caspersen et al, 1985). Exercise has often been used
interchangeably with physical activity, and may be used as a proxy measure for PA
(McGowan, 2018). For this study it will be defined as a subset. Older people define PA
as an unstructured activity involving movement, whereas exercise has a specific time
set aside for it- due to our sedentary routine (McGowan, 2018). Exercise is physical
activity, which is planned, structured, repetitive and purposive (Caspersen, 1985).

Both terms will be used within this thesis.
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Physical activity is a major factor in maintaining health in aging populations (Ory et
al, 2016). There is significant evidence that increasing levels of exercise can facilitate
aging well (Lang et al, 2007, Clegg et al, 2011, Theou et al, 2011), by both preventing
and managing functional decline (Belza et al 2006). Exercise is recommended as part
of primary care provision (National Institute for Clinical Excellence [NICE] 2009).
Physical activity has comparable outcomes in reducing the impact of chronic disease
as both smoking and diet (DOH 2004), and to positively contribute to successful
ageing (DoH 2001).

There has been much attention, and public debate on the physical components of
exercise programmes to meet the requirements for maintaining function in older
people (Theou et al, 2011, Nash 2012, Cameron et al, 2013, Iliffe et al, 2014, Skelton
and Mavroedi, 2018). The consensus is for maximum benefit there must be a
component of aerobic activity, strengthening activities, flexibility work, and balance
training to improve muscle strength, gait, speed, balance and physical and prevent
falls (Skelton et al 2004, Sherrington 2017, Finnegan 2019 and Jadczak 2018).
National Guidelines for older people stipulate 150 minutes of moderate-intensity
exercise, in bouts of 10 minute or more, per week to maintain good health, strength
and balance, (Appendix T) to prevent sarcopenia and falls (Bull and the Expert
Working Group 2010). Sedentary behaviour also impacts on physical function (Scott
Kehler et al, 2018). This study focusses on the formal provision of exercise which

meets some of the criteria for the national evidence-based guidelines for older people.

Activity, which is attractive to older people, needs to be both meaningful and
enjoyable (Grant, 2008, Janssen and Stube, 2014, Griffin and Phoenix, 2015). While
the NHS advocates physical activity to enhance independence for older people (NHS
Choices 2016), there is a paucity of professional delivery and a mismatch between the
opportunity and the resources for undertaking exercise. This is due in part to the
current financial constraints within the system, and the limited health promotion
innovations (Imison et al, 2016). Targeted NHS delivery of exercise, with a trained
therapist is often focused on illness recovery (NICE 2004,2009,), which is too little
and too late (Iliffe et al, 2014), as secondary intervention, rather than a primary or
preventative intervention. These contacts are often isolated from other compelling

lifestyle factors. Thus, there is an urgency to act to reduce impact of ageing and
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ensure older people do not just live longer, but also live well (Farrance et al, 2016,

McPhee et al, 2016).

However, there has been little recent commensurate change in the way services are
commissioned to incorporate exercise opportunities. This lack of responsiveness
suggests a need to understand the gap in implementing evidence-based practices for
older people to improve their engagement with exercise. There is an evidence-policy
gap for action which needs review (Kohl et al, 2012). There is a gap in understanding
the reasons for this poor uptake of exercise. This qualitative study aims to explore
this gap with a literature review in chapter 2, and then articulate some of the barriers
and facilitators expressed and observed by older people and health care professionals
to understand the gap in delivery and offer suggestions to bridge that gap by

implementation of person-centred services, using critical ethnography methodology.

1.3 Context and Justification for the Research

There has been a dramatic global change in longevity. It is a transformation across the
world: the population is ageing, due to a decline in fertility and declining mortality
rates (Beard 2016). A child born in Myanmar in 2015 could expect to live 20 years
longer than one born 50 years ago (World Health Organisation 2015). The
medicalisation of the ageing process has primarily constructed a view of ageing which
is defined by deteriorating physiological characteristics. This is coupled with concern
over rising levels of inactivity in later life (Morgan et al, 2016). An ageing population
brings challenges to health care delivery, particularly economically (Gray and Butler,
2017). There is more illness with less mortality, so bed-based services have seen a
steady rise in their admissions of older people. This fast demographic transition
requires the growth of more effective care at the level of inpatient services and more

emphasis on ageing well (Cesari et al, 2016).

Older people have been kept at the margins of the NHS with barriers to acute and
expensive treatment. A largely separate geriatric service has provided only basic care
for older people. Today, by contrast, acute services have seen a steady rise in the
average age of their patient base and the growth of more effective care at the level of
inpatient services and more emphasis on ageing well (Bury and Taylor, 2008). This
has resulted in a transition of care from medical dominance to shared decision

making (Cayton 2006, Wanless 2002). The opportunity to use exercise with older

4



Chapter 1

people has an added dimension of opening a door into both a change in mind-body
relationship, and the possibility of improved physiological status (Tulle and Dorrer,
2012). Engaging older people in exercise may provide a useful link between this
historical change around the provision of care for older people, and the policy
aspiration for healthy ageing and self-management. One of the biggest challenges
described is the experience of working up the courage to enter the daunting and alien
environment of physical activity for the first time (Griffin and Phoenix, 2015).
Understanding this process of changing identity from a non-participant to a
participant within the context of selfhood and advancing age seems key to
overcoming that barrier. Defining the differences between joining an exercise group

or another social group in the local context will also be significant in this work.

In 2014 the World Health Organization (WHO) released a World Report on Ageing and
Health, followed in 2016 by the Global Strategy and Implementation Plan. The Plan has
two goals

e five years of evidence-based action to maximize functional ability that reaches
every person; and
e By 2020, establish evidence and partnerships necessary to support a Decade of

Healthy Ageing from 2020 to 2030.

The five strategic objectives for the plan are:

e commitment to action on Healthy Ageing in every country;

o developing age-friendly environments;

o aligning health systems to the needs of older populations;

e developing sustainable and equitable systems for providing long-term care (home,
communities, institutions); and

e Improving measurement, monitoring and research on Healthy Ageing.

(WHO 2017)

Closer to home, the 2016 ‘Future of an Ageing Population’ document from the
Government Office for Science describes how our ageing population in the UK
requires a ‘co-ordinated response between departments, that reflects the robust
evidence for the inter-connectedness of policies affected by ageing’ (Harper and

Walport 2016). Their predictions are for increasing prevalence of chronic conditions,
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cognitive impairments and multi-morbidities which will in turn impact on increasing
pressure on families to balance their responsibilities. This is in contrast with the
economic requirements for success in the UK to relate to the ability to enable people
to work longer, and remove barriers, with ongoing opportunities for training and
learning. One of the priorities identified was to adapt a health and care system to
meet the demands of changing patterns of health with prevention and managing

chronic conditions moving to the fore.

This requires a significant realigning of our health systems to address the risk of
developing disabilities and multi-morbidities with ageing which will inevitably
require greater social and clinical support (Cesari et al, 2016). This paradigm shift
from illness to healthy ageing for the NHS is considerable and the burden of change is
exacerbated by the economic challenges which the NHS is facing, and a desire to

develop health systems with a goal of adding life to years, and not simply years to life.

1.4 Research aims and objectives

The aim of this study was to explore older people’s views, experiences and perceived
practices related to exercise engagement to better understand why some older
people are engaged in formal exercise groups, and others are not, in a small
community setting. Listening to their own views as well as providers, hearing the
experiences, and observing their activities will inform new strategies for engagement.

The objectives of this study are:

e To identify and describe the different exercise practices within the study area,
using focus groups participant observation, field notes and 1:1 interviews and
a critical ethnographic methodology.

e To explore the views and experience and perceived practices of exercise for
older people, though their own voices, but also those of exercise providers,
prescribers and commissioners.

e To understand the perceived barriers, facilitators and contexts of participation
or non-participation of older people in exercise groups, though their own

voices, but also those of exercise providers, prescribers and commissioners.
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e Reviewing personal narratives to uncover the local context and provision of
exercise and infer current provision and how this can be transformed to be

more inclusive.
1.4.1 Overview of Methods for data collection

The purpose of this qualitative study is to explore older people’s views and
experiences of exercise groups, with the desire to hear the perspectives and practices
of older people, using a critical ethnographic methodology. This will be described
fully in Chapter 3. Participant observation and field notes were collected, with focus
groups, for those who participated in regular exercise and those who did not. Data
was collected from a broad selection of older people in the community. Focus groups
were set up with targeted groups, of participators and non-participators in exercise,
and the exercise providers, themselves, were invited to contribute to a focus group to
share their perceptions. The triangulation of these perceptions was thought to be of
interest. Targeted groups were set up for older people who did not participate in
exercise to understand why. The groups were observed to gain some ethnographic

insights. Data were gathered as below.

1a) Focus groups and observations were arranged with those participating in
three different exercise settings- Tai Chi, falls prevention and community
exercise programme, to explore the variety of contexts, and hear the perceived
experiences of those participating in exercise.

1b) Focus groups and observations were set up for older people not
participating in exercise, who attended one lunch club and one local
community group to explore the perceived experience of those not currently
participating in formal exercise.

1c) one focus group was undertaken with staff who may or may not prescribe
exercise, including a nurse, physiotherapist, occupational therapist, Tai Chi
Instructor, exercise instructor and GP, to explore their perceptions of uptake of
exercise by older people, and understand their provision and prescription of
exercise.

1d) 1:1 semi-structured interviews to elicit the experience of those who were

unable to make the focus group, with a falls commissioner, a falls lead, a
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national commissioner, and a service provider, to include the voices of those
who were unable to attend an appropriate focus group.

2)The older people who were participants in the exercise groups or a social
groups, who may or not be living with frailty, completed two questionnaires

to determine a self-reported frailty score and a self-reported wellbeing score.

1.5 My interest in this Topic

[ have always been interested in the role of exercise as a prescription or therapy for
much of life’s ‘dis-ease’. It was this that led me to choose a career in physiotherapy
and has continued through my own life course. I have approached this topic from a
clinical specialist physiotherapist background and a registrant with the Health and
Care Professionals Council (HCPC) and the Chartered Society of Physiotherapy (CSP).
[ have been rooted in specialist care for older adults who become critically unwell for
over 15 years. [ have worked within and managed a number of different multi-
professional teams and have seen a significant change in the pressures of service
delivery over the years. We have increasing numbers of older patients and more
limited resources. We regularly hear older people described as ‘delays’ or Delayed
Transfer of Care- ‘DTOCs’ or my own pet hate ‘bed blockers’ as the system is unable to
offer the right care in the right place. (The language has now moved to describe
‘super stranded patients’, which sounds, more suitable for describing a whale stuck in
the Thames, than an older patient longing to return to their own home, and familiar
environment). However, older people’s voices are rarely heard in these discussions.
My aspiration in my clinical work is always to empower older people to make choices

around their care, and how they want this phase of their lives to be lived out.

It has been a great delight to hear older people talking about their own experiences
and an indictment on my clinical colleagues and me as I have heard new insights into
the barriers they face, which have prevented older people from participating as fully

as they would often wish.

[ have had the privilege in recent years to undertake a Consultant Training
programme. This has enabled me to think about a model of care for older people,
which focuses on a predominately ‘self-managed’, approached rather than a medical
model with a linear paradigm of illness, treatment and cure (Goodwin et al, 2010). As

a physiotherapist | have an ‘insider’ view as a health care professional but relish the

8
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opportunity for critical appraisal of practice for both myself and colleagues. I believe
we have a great deal to learn, from listening to the voices of older people, and co-
creating our services to reflect their perceptions of barriers and facilitators. This
thesis has given me the opportunity to hear some of those voices and inspired me to

put them into action in service delivery.

1.6 The Structure of This Thesis

The structure of the thesis following this Introduction, will see Chapter Two
reviewing the existing literature and evidence around the experience of exercise. The
experience of exercise and walking will be reviewed from the literature, and the

barriers and facilitators for engagement with exercise will be described.

Chapter Three describes the Methodology and Methods used in this research with a
justification for the critical ethnographic approach and research design, detail of the
sampling and recruitment process, data collection and analysis methods, as well as

the ethical considerations for this research.

Chapter Four outlines the findings from the study and describes the quantitative
themes at a micro or individual level, while Chapter Five describes the meso, or group
level findings, and Chapter Six the macro or population level findings. Chapter Seven
discusses the findings and their implications in the context of current health policy,

and practice using the COM-B behavioural change model (Michie et al, 2011).

1.7 Summary

This chapter has outlined the background to this study, by describing the ageing
population, the gaps in current service delivery, and the vital importance of exercise
to reduce the impact of ageing. The need to offer some radical redesign of service

delivery, to enable us all to live well for our added years was also noted.

This research aims to explore older people’s views, experiences and practice of
participating in exercise groups and identify any gaps in provision which may help
influence the increase in uptake and participation. The experience of exercise
providers, prescribers and commissioners will also be heard, to better understand

their perspective.
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A literature review was undertaken to understand the published knowledge base
around the experience of exercise for older people, which is presented in the

following chapter.
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Chapter 2

Literature overview

2.1 Introduction

This chapter will introduce the literature pertinent to the experience and uptake of
exercise by older people through a structured literature review. The review looked at

the experiences of exercise uptake by older people.

An initial review of the evidence base for exercise provision for older people has
provided some of the literature for the introduction and background given in chapter
1.In 2015, when this thesis was started, there was limited published evidence for

exercise with older people. A retrospective review was therefore undertaken.

2.2 Methods

Key literature was identified through a literature search. The search was used to
identify knowledge gaps and identify implications for setting this research in the
context of what has already been understood (Lacey 2015). The review was used to

map the underpinning concepts, and body of evidence (Davis et al 2015).

I recorded the data, using narrative synthesis for interpreting qualitative data, by
sifting, sorting and charting, material according to issues and themes (Rees et al
2015). I entered the data onto a data charting form, which then gave a uniform
approach which is included as Appendix B, for the selected papers, and an

alphabetical summary which is in section 2.3

Finally, I summarized the results which are presented in Section 2.4, which presents a
narrative, and identifies areas of interest as well as identify significant gaps. For this
qualitative study the breadth of evidence from a literature review was considered

most relevant (Lacey 2015)
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2.3 Literature Review
2.3.1 Research Questions

[ firstly identified the research questions. The review was centred on the research
questions ‘What are the views and experiences of older people around their exercise
practice, why do some older people engage in formal exercise groups and others do

not?’

‘What are the views and experiences of older people around their exercise practice,
Why do some older people engage in formal exercise groups and others do not?’
2.3.2 Search Strategy

A study strategy was adopted which involved searching selected electronic data bases
and reference lists from key journals. Literature was limited to a search between
1990 - January 2020, which included the period within which the study took place
and publications 25 years prior to this period to search for the most relevant
literature. English language only papers were used, and those where whole texts were
available. I searched the literature sources with library technical support, using
Ebsco host (Beecroft et al 2015). The Kings Fund and World Health Organisation

were also searched for grey literature.

Studies were selected adhering to specific inclusion and exclusion criteria. Excluded
studies were those which considered only the experience of using electronic options
such as Wii which did not translate to community exercise groups (but with hindsight
and COVID-19 may have been more relevant for the current environment). Studies
for populations with a specific disease or health condition, which may not have been
transferrable to many older people (such as HIV) were also excluded. I excluded
specific literature around self-management from the search as it is not addressing the
research question. I excluded studies which were entirely quantitative, which would
not have the richness, or depth of concept required. From these searches, [ located 32
publications, which were eligible for inclusion. A further 4 papers were included from
hand searching references by myself. These are shown in the literature flow diagram
Figure 2.1 and recorded in the table of review papers table 2.1. Further detail of the

methods, sample and summary of findings for each study is in Appendix B.
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The MeSH search terms used were Experinc* of exercise- (which includes the terms
experiences, experiencing, experience), (MH "Exercise+") OR exercis* OR "physical
activ*" AND (MH "Aged") OR (MH "Aged, 80 and Over") OR (MH "Centenarians") OR
(MH "Frail Elderly") OR elder* OR old* OR Senior* OR geriatric* AND (MH "Home
Rehabilitation+") OR (MH "Community Living") AND Experienc* Iidentified 173
papers identified from CINHAL. A MEDLINE search used the terms :( MH
"Exercise+") OR exercis* OR "physical activ*" AND (MH "Aged") OR (MH "Aged, 80
and Over") OR (MH "Centenarians") OR (MH "Frail Elderly") OR elder* OR old* OR
Senior* OR geriatric* AND (MH "Community Living") AND experienc* .184 papers
were identified from Medline. These two data bases were searched due to their likely

relevance to research question, and due to the time constraints of the study.
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Identification

Electronic database searches Additional records

identified through

(MEDLINE, CINAHL) references n=4

n= 357
Screening .
Records after duplicates removed
n=188
Records screened by abstract and title Records excluded
from abstract and
n=188 title 132
Eligibility v
Full text articles
Full text articles assessed for excluded
eligibility
1 n=6 based on electronic
n=56 devices
n=6 specific non age
related diseases
Included n=8 entirely quantitive
data

Studies included in qualitative synthesis

n=36

Figure 2.1 PRISMA diagram of flow of studies through stages of review
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Table 2.1 Characteristics of included studies

participation in physical activity of older post-acute

hospital inpatients’

Author Year Title Journal

1 Arkkukangas, M., Sundler, A., Soderlund, A., 2017 ‘Older persons’ experience of a home-based exercise | Physiotherapy
Eriksson, S. and Johansson, A. program with behavioural change support’ theory and Practice
Burton, A, Clancy, L. and Cowap, L. *

2 2016 ‘Exploring the facilitators and Barriers to Physical Journal of Aging and

Activity in older people with Sight loss’ Physical Activity

Buttery M and Martin F

3 2009 ‘Knowledge, attitudes and intentions about Physiotherapy

16




Franke, T. Sims —Gould, J., Chaudhury, H., 2019 ‘It makes your life worthwhile. It gives you a purpose |Ageing and Society
Winters, M. and McKay, H. in living’; mobility experiences among active older
adults with low income
Franco, M., Tong, A., Howard, K., Sherrington, {2015 ‘Older people’s perspectives on participation in Br J Sports Med
C., Ferreira, P., Pinto, R. and Ferreira, M. physical activity: a systematic review and thematic
synthesis of qualitative literature’
French, D., Olander, E., Chisholm, A. and 2014 ‘Which behaviour Change Techniques are mostly Annals of Behaviour
McSharry, J effective at increasing Adults’ Self —efficacy and Medicine
Physical Activity Behaviour? A Systematic review’
Gandy, R., Bell, A., McClelland, B. and Roe, B |2017 ‘Evaluating the delivery, impact, costs and benefits of | Primary Health Care

an active lives programme for older people living in

the community’

Research and

Development
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8 Graham, L. and Connelly, D 2013 ‘Any movement at all is exercise ‘ A focused Physiotherapy
ethnography of rural community —dwelling older Canada
adults’ perceptions and experiences of exercise as
self-care’

9 Halaweh, H., Svantesson, U. and Willen, C. 2016 ‘Experiences of Habitual Physical Activity in Rehabilitation
Maintaining Roles and Functioning among Older Research and
Adults: A Qualitative Study’ Practice

10 |Hartley, A. and Yeowell G. 2015 ‘Older Adults’ Perceptions of adherence to Ageing and Society
community physical activity groups’

11 |HawleyH 2009 ‘Older Adult’s perspectives on home exercise after Health education
falls rehabilitation: understanding the importance of |Journal
promoting health active ageing’
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12 |Hawley Hague, H., Horne, M., Skelton, D. and |2015 ‘Older Adults Uptake and Adherence to Exercise Journal of Ageing
Todd C. Classes: instructors perspectives’ and Physical Activity
13 |Humberstone, B. and Stuart, S. 2016 ‘Older Women. Exercise to Music, and Yoga: Senses |Journal of Aging and
of Pleasure?’ Physical Activity
14 |Hurd Clarke, L., Currie, L. and Bennett, E. 2020 “I don’t want to be, feel old’: older Canadian men’s |Ageing and Society
perceptions and experiences of physical activity’
15 |Hwang, J.,, Wang, L., Siever, J., Del Medico, T. [2019 ‘Loneliness and social isolation among older adults in |Aging and Mental
and Jones, C. a community exercise program: a qualitative study’ |Health 23 6
16 |Lee, P., Chaun, Y., Chen,S,, Fang, C., Lai, H. 2017 ‘Perspective of brisk walking among middle aged and | Collegian

and Lee,

older persons in community: a qualitative study’

19

Chapter 2



Chapter 2

interventions for older adults? A systematic review of

randomised controlled trial’s.

17 |Maher, J., Pincus, A., Ram, N. and Conroy, D. |2015 ‘Daily Physical Activity and Life Satisfaction across Psychological
Adulthood American’ Association

18 |Martinez del Castillo, J., Navarro et al 2010 ‘Being Physically active in old age: relationship with | Ageing and Society
being active earlier in life, social status and agents of
socialisation’

19 |McGowan, L., Devereaux Fitzgerald, A., 2018 ‘How acceptable do older adults find the concept of |International Review

Powell, R. and French, D. being physically active? A systematic review and of Sport and Exercise

metasynthesis’ Physiology

20 |Menichetti, J., Graffigna, G. and Steinsbekk, A 12018 ‘What are the contents of patient engagement Patient Education

and Counselling
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21 |Moore G., Moore L. and Murphy S 2011 ‘Facilitating adherence to physical activity: exercise BioMedCentral
professional’ experience of the national exercise Public Health
referral Scheme in Wales. A qualitative study.’

22 |Moran, M., Werne, P., Doron, |., Hagani, N. et (2017 " Exploring the Objective and Perceived J Aging Phys Act

al Environmental Attributes of Older Adults’
Neighborhood Walking Routes: A Mixed Methods
Analysis
23 |Morgan, G, Willmott, M., Ben-Shlomo, Y., 2019 " A life fulfilled: positively influencing physical activity | BMC Public Health
Haase, A. and Campbell, R. in older adults-a systematic review and met-
ethnography’,
24 | Nanninga, C, Meijering, L., Postema, K., 2018 ‘Unpacking community mobility: a preliminary study |Disability and
Schonherr, M. and Lettinga, A. into the embodied experiences of stroke survivors’, |Rehabilitation
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25 |Ory, M, Towne, A., Won, J., Forjuoh, S. and 2016 ‘Social and environmental predictors of walking BMS Geriatrics
Lee, C. among older adults’
26 |Phoenix, C. and Orr, N. 2014 ‘Pleasure: A forgotten dimension of physical activity |Social Science and
in older age’ Medicine
27 |Ruppar, T. and Kraenzle Schneider, J. () 2007 ‘Self-Reported Exercise Behaviour and Western Journal of
Interpretations of Exercise in Older Adult’s’ Nursing Research
28 |Sandlund, M., Pihl, P., Ahlgren, C., Skelton, D., |2018 ‘Gender Perspectives on Older Peoples Exercise Biomed Research
Melander-Wikman, A., Bergvall-Kareborn, A. Preferences and Motivators in the Context of Falls International
and Lyndin-Olsson, L. () /, Preventions: A Qualitative Study’
29 |Shvedko, A., Whittaker, A., Thompson, J. And |2018 ‘Physical activity interventions for treatment of social | Psychology of Sport
Grieg, C. ()’ isolation, loneliness to low social support in older and Exercise
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adults: A systematic review and meta-analysis of

randomised controlled trials’,

30 |Stathi, A., McKenna, J. and Fox, K. 2003 ‘The experiences of older people participating in The Journal of the
exercise referral schemes’ Royal Society for the
Promotion of Health
31 |Stead, M., Wimbush, E., Eadie, D. and Teer, P. |1997 " A qualitative study of older people’s perceptions of |Health Education
ageing and exercise: the implications for health Journal
promotion’
32 |Thorpe, R., Simonsick, E., Brach, J., Ayonayon, |2006 ‘Dog ownership. Walking behaviour, maintained Journal of the

H., Satterfield, S., Harris, T., Garcia, M. and

Kritchevsky, S.

mobility in later life’

American Geriatric

Society
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Chircop, A. and Sheppard LeMoine, D.

by seniors in the community and in long term care

facilities’

33 |Von Berens, A., Koochek, A. Nydahl, M., 2018 ‘Feeling more self- confident, cheerful and safe. Journal of Nutrition
Fielding, R., Gustafsson, T., Kirn, T,, Experiences from a Health Promotion intervention in |and Health in Ageing
Cederholm, T. and Sodergren, M. Community Dwelling Older Adults- A qualitative

Study
34 |Wagstaff S 2009 ‘Supports and Barriers for exercise participation for | Physical and
well elders: implications for Occupational Therapy’ Occupational
Therapy in Geriatrics

35 |Weddle, M. 2008 ‘Exercise resonance: The experience of women who |‘Journal of Geriatric

adopt exercise after age 50’ Physical therapy

36 |Weeks, L., Profit, S., Campbell, B., Graham, H., |2008 ‘Participation in Physical activity- influences reported | ‘Journal of

Gerontological

Nursing
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2.4 Results

The evidence for exercise presented in chapter 1 section 1.2, with the CMO Guidelines
(2019) in Appendix T, demonstrates that there is growing evidence for the required
components of an exercise or physical activity prescription, but these are often poorly
provided, and not embraced by many older people (Sun et al, 2019). Definitions for
exercise and physical activity were provided in section 1.2. The focus for this study
was on the experience of older people’s participation in exercise or physical activity

and is described in the following sections.

Qualitative themes were identified in the literature to express the views and
experience of older people and exercise. These are described in section 2.4.1. Older
peoples’ views and experience of walking are included here. A further set of themes
were identified in the literature as explanations for participation (or lack of
participation) in exercise groups. These are described as barriers and facilitators, the
concept of adherence to a planned exercise programme and the impact of cost on

participation, and are in section 2.4.2
2.4.1 Experience of Ageing and Exercise

Qualitative studies were identified which examined the experience of exercise and
physical activity from the perspective of older adults. This initial literature outlines
the international experience of exercise and ageing from 11 American and Canadian
studies, 11 British studies and eight further studies from Israel, Taipei, Sweden Spain
and the Netherlands. Six systematic reviews were also identified in the literature

search, and these are included at the end of each section.
2.4.1.1 Experience of exercise across the life course

Older people in the literature participated in exercise if it was something they had
enjoyed previously (Weeks et al, 2008, Weddle 2008, Martinez del Castillo et al, 2010
and Graham and Connelly, 2013). In a survey in Spain (Martinez del Castillo et al
2010) significant relationships were found between the activity levels of older people
and their physical activity at an earlier life stage. The Phi coefficient was used, with a
Phi variation between 0.13 and 0.66 showing statistical significance for all four

aspects of the lifecycle, childhood, adolescence adulthood and old age. Socioeconomic
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status was also a significant factor, with 38.7% upper class people active, as opposed
to only 9.7 % of people classified as lower class being physically active.
Encouragement to be active by spouse or friends also demonstrated a significant and
moderate relationship to being physically activity. These three factors influenced
both engagement in physical activity as well as being interested in becoming engaged.
This social support across the whole life course is a common theme in the literature.
A Canadian study in 2008 identified past experience, and life transitions, as
influences on participation in physical activity among older people living in the
community. Additionally, future concerns were identified as a significant factor for
participation (Weeks at al, 2008). A greater understanding of a person’s history was
vital to increase participation in physical activity. This was echoed in an American
study by Weddle (2008). Eight women over the age of 50, were interviewed using a
phenomenological research methodology. Behaviour change to engage in exercise
was linked to four key areas; a stimulus to initiate exercise, an assimilation of exercise
into life, the relationship with exercise, and the person’s life context. Weddle
concluded that exercise needs to be holistic rather than reductionist, and offering a
choice of exercise may elicit behaviour change. In a focussed ethnography of older
Canadians in 2013, rural community dwelling older adults shared values, beliefs and
behaviours related to exercise as part of their self-care, within their whole life context
(Graham and Connelly, 2010). The need to understand an individual’s life course, and
wider context of exercise to enable their participation in exercise is key. My thesis
will explore the local experience of exercise by older people who participate in
regular structured exercise as well as explore the experience of those who do not, to
see if it resonates with these themes, or if there are other reasons, which people use

to describe their experience of exercise.
2.4.1.2 Experience of exercise and social participation

The literature draws links between the importance of socialisation on older peoples’
relationship with physical activity (Martinez del Castillo et al, 2010). The identified
literature highlighted the importance of social connectedness as part of the
experience of maintaining exercise for older people (Halaweh et al, 2016, Von Berens
et al, 2018). Halaweh et al in 2016 in Palestine used PO and field notes as well as
interviews and interpretive narrative method to provide a rich, contextualized

understanding of some aspect of the human experience through the intensive study of
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particular cases. Participants described social connectedness as a contributing factor
to staying active. A further study in 2018 (von Berens et al, 2018) demonstrated the
importance of the impact of exercise on their social connectedness. Participants were
enrolled in Boston USA and Stockholm Sweden, and their thoughts and opinions of
participating in a supervised group exercise session, three times a week for six
months was captured. Older people felt more ‘confident, cheerful and safe’ after the
lifestyle intervention. The participants noted that the experience of exercising
regularly influenced their social support and psychological wellbeing as well as

physical engagement.
2.4.1.3 Experience of exercise and satisfaction

Life satisfaction was not included as part of my literature search, but warrants a brief
description here. Life satisfaction is a social concept which may be viewed as a U-
shaped trajectory across the life course, with the lowest point being mid-30s to early
50s (Blanchflower and Oswald 2008). Others describe relative stability in life
satisfaction with a sharp decline after 75 (Fritjers and Beatton 2012). Baird et al 2010
document curvilinear trajectory with low satisfaction during emerging and young
adulthood, and then higher through middle adult hood, with a drop in older
adulthood. An explanation for these variations suggests they stem from age related
motivations and goals (Baltes and Baltes 1990), which is relevant as there is a
significant association between physical activity and life satisfaction (Maher et al
2015, Phoenix and Orr 2014 and Humberstone and Stuart 2016). An association was
found using web and smart phone questionnaires (Maher et al 2015). Using
multilevel modelling, Maher et al (2015) concluded that participating in regular
physical activity contributes to greater life satisfaction in older adults, both between
and within persons (p<0.05) (Maher et al 2015). They defined life satisfaction as a
‘cognitive evaluation or judgement of one’s life’ (p1407), and a component of the
construct of mental health. They went on to suggest that making changes in usual
physical activity levels, and adopting and maintaining a new exercise regimen or new
physical activity could enhance life satisfaction. Pleasure is considered a component
of life satisfaction, and a reason for participating in exercise as it ‘feels good’ (Hurd
Clarke et al, 2020). Humberstone and Stuart (2015) used two case studies with older
women, to gain an insight into the experience of pleasure with exercise to music, and

yoga. They found that a sense of wellbeing emerged through the senses,
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demonstrating a reflexive relationship between wellbeing, corporeality and exercise
for older women. Phoenix and Orr (2014) undertook interviews with 51 physically
active older adults and undertook a photo elicitation exercise with 27 of them. The
typography of pleasure was developed as sensual pleasure, documented pleasure,
habitual pleasure, as well as the pleasure of immersion. This typography could be
used in discussions around health promotion, with exercise providers reframing our
approach to consider wider goals and aspirations, which are of greater personal
importance, such as life satisfaction, a sense of purpose and a sense of role fulfilment.
Older people themselves described exercise broadly as movement, rather than self-
care per se (Graham and Connelly, 2013). This suggests that prescribing exercise
should be both enjoyable and meeting recommended evidence based guidelines. This
study will explore what older people feel those aspirations might be in the local

context.
2.4.1.4 The experience of exercise goals

The literature identified individual goals or personally tailored interventions were
significant for participation in exercise (Stead et al, 1997, Wagstaff, 2006, Moore et al,
2011, Ruppar and Kraenzle Schneider 2007, Sandlund et al 2018, Hurd Clarke et al
2020). Many older people described a need for the exercise or physical activity to be
tailored to their specific needs as an older person. An early study by Stead in 1997
investigated how ageing health and exercise were conceptualised, exploring factors
which influence participation- to identify differences between age groups.
Researchers undertook 15 focus groups in Scotland and concluded that older people
are unlikely to participate in exercise for its own sake, nor even for health reasons
alone. This suggests any attempt at promoting activity should use several different
strategies, to include those who are currently active, and those who take little or no
exercise (Stead et al, 1997). While older people recognised the need to ‘keep moving
to stay healthy’ (Halaweh et al, 2016), a single approach is unlikely to be effective.
Another Swedish study used Participatory Appreciative Action and Reflection
(PAAR), a form of appreciative enquiry, in six workshops to better understand the
perceived motivators and exercise preferences of older community dwelling men and
women, within a falls prevention context (Sandlund et al, 2018). Older participants
highlighted that intensity, challenge, social context and type of exercise, which was

individually tailored, was important to them. They found that ‘spirit lifters’ (such as
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music, humour, and outdoor exercising) increased enjoyment, and ‘personal tricks’
(such as companionship, routines, nature and dogs) strategies to maintain exercise
routines were important. This was echoed in a more recent study of older Canadian
men (Hurd Clarke et al, 2020). The study examined the experiences and perceptions
of exercise sport and leisure, and the meaning attributed to them with 22 interviews.
Participants were a majority of white North Americans aged 65-94 years, but most
were in the younger age range. Their key three overarching themes were expressed
as ‘I do it for my health’- where the men emphasised their desire for exercise to
maintain their healthy bodies, ‘it feels good’- where participants described the
physical satisfaction they gained from exercise, and ‘it gets tougher’ - where exercise
became increasingly difficult with the onset of deteriorating health. A few of the men
were able to adjust to the changes of ageing, but many expressed sorrow and distress
at no longer being able to participate at their previous level of function. Those who
were able to adopt different protective strategies, awareness of their own
capabilities, and an ability to adapt to new roles, at familial and community levels
could stay active and maintain their own role, in spite of ageing changes in their
bodies (Halaweh et al, 2016). This was reflected in an exercise referral scheme (ERS)
in Devon. Multiple wellbeing effects were identified (Stathi et al, 2003) and,
concluded that any exercise programme must aim to meet older adults’ personal
needs and preferences. Highly valued targets were, to alleviate pain and disease
symptoms, improve functional capacity and mobility, increase personal control and
autonomy, improve sense of personal competence and achievement, and increase
opportunity for social interaction. Setting personal goals was important, but people
often continued long after their goals were realised if they could see improvement in
their function, mood and wellbeing (Stathi et al 2003). Hawley (2009) recommended
that an integrated working model with third sector, social services, the private sector
as well as country sector was needed to provide social networking opportunities, and
support in the community, after undertaking interviews with older people engaged in
home exercises after a falls prevention intervention (Hawley, 2009). These studies
suggest that exercise needs to be carefully tailored to meet the needs of older people,
and their underlying knowledge impacts their behaviour, as well as their wider social

and psychological health.
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2.4.1.5 The different exercise experiences with gender

While Sandlund et al, (2018) suggested individual differences were more notable
than those between men and woman, indicating that a gender specific approach was
not required, two of the studies specifically identified gender differences in the
experience of exercise. Women expressed a need to exercise to maintain their
responsibilities, while men were exercising to keep fit (Sandlund et al, 2018). Women
also reported clear thinking, more social support and greater joy with music while
exercising, while men were more focussed on the ‘straining’ and the ‘sweating’, of the
exercise (Ruppar and Kraenzle Schneider, 2007). Humberstone and Stuart (2016)
identified the experience of exercise to music and the considerable effect on well-
being when spatial, cultural, social and sentient experiences are taken into account,
for the women they interviewed. Older women in a senior housing facility specified
their reason for participations in exercise, included better mental and physical health,
and improved ability to undertake activities of daily living (Wagstaff 2006). Hurd
Clarke et al (2020) noted that men experienced well-being and pleasure from the
physical sensation of being active. These gender differences warrant further

understanding for the experience of exercise in our local context.

Six systematic reviews were identified for inclusion in the literature search (French
et al 2014, Franco et al, 2015, McGowan et al, 2018, Menichetti et al, 2018, Morgan et
al, 2019 and Shvedko et al, 2019). McGowan et al, 2018 and Morgan et al, 2019,
identified themes around the experience of exercise. McGowan identified seven
descriptive themes around the experience of exercise: personal motivation,
intrapersonal constraints for physical activity, perceptions of ageing, exercise
provision, external sources of encouragement, knowledge and belief about physical
activity and influence of environmental factors (McGowan et al 2018) from a
systematic review and metasynthesis of 10 studies around the acceptability of being
physically active. Older adults saw activity as a by-product of something else, not a
purposeful activity within itself (McGowan et al, 2018). There was conflict between
autonomy and accepting the vulnerabilities of ageing. Older people considered
physical activity irrelevant with other roles taking precedence. Allowing a sedentary
lifestyle could simply be the results of everything requiring much more energy on
entering older adulthood (McGowan et al, 2018). Morgan et al (2019) in a systematic
review and meta-ethnography of 39 papers described the transition to older age as a

challenge to the sense of self and roles in life, but PA can help feelings of purpose,
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being needed in a group and build self-esteem which contributes to a more fulfilling
older age. However, while PA interventions can successfully influence social
functioning (standard mean difference of 0.3, 95% confidence interval, and 0.10-0.51,
and p=0.003), there was insufficient evidence of the interventions effect on social

health such as loneliness, social support or social networks (Shvedko et al, 2018)

These papers indicate that knowing the health benefits of exercise was not
compelling enough to facilitate exercise in older people (Stead et al, 1997, Halaweh et
al, 2016, McGowan et al, 2018, Hurd Clarke 2020). There is evidence that too many
health promotion initiatives target health behaviour with the assumption, that

knowledge alone influences behaviour (Phoenix and Orr 2014).

2.4.1.6 Experience of Walking

The experience of walking was identified in the literature as a feasible and desirable
exercise option for older people (Thorpe et al, 2006, Lee et al, 2015, Ory et al, 2016,
Moran et al, 2017 and Hwang et al, 2019). The literature identified some insights into

the overall experience of activity which is relevant to this thesis

Older people who undertook walking, described some similar themes to those
relating to other forms of exercise (Lee et al, 2015). Understanding the benefits of
walking for health, and the increased social interactions, as well as the relationship
building were experiences which motivated walkers, as well as the ease with which it
became part of one’s daily life. Walking in British Colombia motivated participants to
socialize and reduce their feelings of loneliness as well as giving them a sense of
belonging (Hwang et al 2019). The environmental attributes of walking routes in
Israel had a significant impact on uptake and continuing to participate (Moran et al,
2017). Significant facilitators or barriers were the pedestrian infrastructure, the
access to destination, the aesthetics and environmental quality. The qualitative data
revealed that those who walked longer, and steeper routes tended to describe more
facilitators to continue walking. Similar findings were identified in dog walkers in
Pennsylvania where the relationship between dog owners and those without dogs,
and gait speed was studied (Thorpe et al, 2006). Older dog walkers exhibited better

health practices and had better concurrent mobility than dog owners who did not
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walk their dogs. They were more likely to achieve 150 minutes of brisk walking in a
week and had a faster gait speed than non-dog owner or walkers (p=0.001). Three
years later, they were twice as likely to be still achieving recommended walking
levels. Predictors for walking were identified in the literature (Ory et al 2016). These
were good health, few concerns about falling, social supports for motivating, and
living in an environment with good social cohesion. However, the majority of adults
still do not meet the requirement of 150 minutes of activity a week, even when these
factors are addressed. This was often attributed to poor emotional health (often
depression). However, those who lived in communities with younger people were
more likely to be physically engaged (80% (OR=1.799, 95%CI=1.034-3.131) (Ory et al

2016). None of these studies were undertaken in the UK.

These five studies demonstrate that walking can be an important way for older
people to engage with activity, where it is accessible (Moran et al, 2017 and Hwang et
al, 2019). Walking groups can give a sense of belonging and increase social
connectedness (Lee et al, 2015 and Moran et al 2017), but there is no evidence that
the dose of walking alone is effective for reversing the sequelae of ageing, and few
walkers met the recommended target of 150 minutes each week (Ory 2016). While
my doctorate study has not focussed on walking, the shared themes of accessibility of

the environment, and social connectedness is pertinent for this study.
2.4.2 Engagement with exercise: Barriers and Facilitators

The experience of exercise in terms of a life course of exercise (Weeks et al, 2008,
Weddle 2008, Martinez del Castillo et al, 2010 and Graham and Connelly, 2013), has
been described from the selected literature, as well as the social experience of
participation, and the pleasure of participation (Phoenix and Orr, 2014, Maher et al,

2015, Humberstone and Stuart, 2016, Halaweh et al, 2016, von Berens et al 2018).

The literature identified a number of barriers and facilitators to participating in
exercise. This addresses the question of why some people engage in exercise groups.
Potential barriers to engagement with exercise were identified as travel costs, cost of
the programme and the design of the programme (Wagstaff, 2009). While Franke
(2018) described older people often like activity, but not formal exercise, many older
adults stated that participating in physical activity was incompatible with ageing

(McGowan et al 2018). Franke advocates the development of a mobility framework,
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based on social capital (Franke, 2019). The focus on social capital is important, to
identify where ageism is at play, resulting in skewed investments, away from older
people, to redress this imbalance. Specific barriers and facilitators for physical
activity, with older people with sight loss (Burton et al, 2018) concurred with this,
identifying facilitators and barriers in three ways; psychologically, through
opportunity and access and at a societal and policy level. Burton concluded that any
public health campaigns required change to our unhelpful age-related stereotypes at

both a psychological and societal level.

Older adults’ interpretations and beliefs about exercise influence their exercise
behaviours (Ruppar and Kraenzle Schneider, 2007), as a facilitator or as a barrier,
depending on their interpretations. This was echoed in interviews, and some physical
assessments of older people in hospital, reflecting on their intended activity levels,
which concluded that older people often cited their health as a reason to not
participate in activity, and that there were often ‘missed opportunities’ for delivering
health promotion messages to older people. Some older people expressed an
intention to increase activity levels but seemed to lack any insight into the
appropriate level of activity to keep healthy (Buttery and Martin, 2009). Although
this study was undertaken in hospital, describing anticipated activity levels, and may
not reflect actual behaviour on returning home, the barriers of missed opportunities
from staff, and intended action lacking insight into participation are relevant to this
study. Those who were able to adopt different protective strategies, had an
awareness of their own capabilities, and an ability to adapt to new roles at familial
and community levels, could stay active and maintain their own role, despite age-

related changes in their bodies (Halaweh et al, 2016).

Three of the systematic reviews described barriers and facilitators specifically for
engagement with exercise (Franco et al, 2015, McGowan et al, 2018 and Morgan et al,
2019). Knowledge around exercise for older people was a common theme. Franco et
al 2015 found that some older people thought that PA was harmful. McGowan et al
(2018) reported that the paucity of knowledge of benefits of PA suggest that holding
these as a primary goal is incongruous with the construct of PA as an additional
benefit to other purposeful activities (McGowan et al, 2018). This may be related to
the re-evaluation of self- identity which ageing brings, and the perceptions of the role

of older people within society (McGowan et al 2018). This is often reinforced by a
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growing cynicism for behaviour change amongst many clinicians, and service
providers. Self-identity was a clear theme from McGowan'’s systematic review and
feeling valued as an older person (2018). These concepts will be explored in my
thesis to understand the local experience of engagement with exercise. McGowan et
al, (2018) reported three analytical themes identifying older adults’ engagement with
physical activity; self-identify and roles within wider society and perceived
vulnerability versus maintaining control. A significant motivator for older people was
described as their ‘feeling valued’ and feeling connected to others within society. This
was echoed in an earlier systematic review of qualitative studies on the perspective of
physical activity (PA) among older people (Franco et al, 2015). In a thematic
synthesis of 132 studies, six overarching themes were identified, as barriers and
facilitators. These were social influences, physical limitations, competing priorities,
and access difficulties, personal benefits of physical activity, and motivation and
beliefs. Authors suggested that strategies to enhance PA participation should include
an awareness of benefits, and minimising perceived risks, improving financial and
environmental access to activity opportunities (Franco et al, 2015). Morgan et al
(2019) expressed external barriers to participation in PA by older people as time,

weather, cost and structural barriers in the environments.
2.4.2.1 Engaging with adherence or Concordance to exercise

A key component for understanding older people’s experience of exercise is
understanding adherence or continuing with an exercise programme. A number of
key factors have been identified in this area, which overlap with the data on the
experience of exercise. The physical location, in a North of England study was
identified as essential to enable older adults to engage regularly, but the social space,
which was created within the physical setting, was most influential in fostering
adherence (Hartley and Yeowell, 2015). This ‘sense of belonging’ to the group was
fundamental to adherence. Facilitating cross-cultural relationships and giving control
to older adults would facilitate more long-term adherence. Four specific categories
emerged around maintenance of exercise in Sweden, the facilitator of performing
exercise in everyday life, the importance of support, the perceived gains from
exercise and the existential aspects of exercise (Arkkukangas et al, 2017). Support
from highly skilled physiotherapists, enabled home-based exercises to be adapted to

individual circumstances. Exercises in everyday life and daily routines could support
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the experience of being stronger, resulting in better physical functioning and give
hope for an extended active life in old age (Arkkukangas et al, 2017). The multifaceted
complexity of engaging and maintaining exercise practice was a common theme in the
literature. Reviewing support for people after a stroke in Holland concluded that the
focus on adherence to mobility (or exercise) and exercise training at home needs
review as it does not capture the multiplicities embodied in life settings (Nanninga et

al, 2018).
2.4.2.2 The role of the instructor

The instructor, or staff facilitator was highlighted in the literature as having a
significant role with engagement with exercise (Moore et al, 2011, Lee et al, 2015,
Hawley-Hague et al, 2016 and Von Berens et al, 2018). Arkkukangas et al (2017),
articulated that skilled adaptation of exercise made the experience meaningful by the
instructor. Participants noted the importance of support and skill of the
physiotherapist in helping them undertake the exercises (Von Berens et al, 2018). In
the walking groups, the ‘leader’s enthusiasm’ was cited as a reason to continue with
the activity (Lee et al, 2015). However, this was not always the experience. Moore et
alin 2011 in Wales invited people with significant health issues, to 16 sessions at a
participating gym, at the cost of £1 per session. The evidence suggests that one in
three people referred for exercise did not attend a first appointment, and completion
rates ranged from 12-52% (Moore et al, 2011). Personally valued goals change
extrinsic factors to embed intrinsically. However, the report stated, ‘The instructors
were commissioned to offer a component of motivational interviewing and some
initial goal setting with each referred person. But this did not happen in practice’. This
expresses how unprepared exercise instructors are to facilitate behaviour change.
They also felt that if a GP made an explicit point about behaviour, older people were
more likely to be more aware, but even this needed to be from a point of readiness for
change, commenting ‘even if the doctor has told some clients that they need to go and
do some exercise, that’s still not enough of a culture shock for them, but the ones that
decide, or saw the leaflets in the doctors and had to ask the doctor about it, generally
they stick around’ (p 5). Some areas saw high levels of drop out, and the instructors
described a lack of motivation from the participant. Most of the instructors were not
sure where the motivation issues should be identified and change techniques offered.

The instructors were unhappy with the role as ‘counsellor’ or mentor, even, and felt
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they would benefit from further training. Instructors were a facilitator to adherence
when able to bring identity to exercise, personal touch, and social support (Hawley-
Hague et al, 2016). Barriers expressed by instructors were both intrinsic and
extrinsic, and were presented around identity, choice and control, cost and venue.
Further barriers were the unrealistic expectations of exercise, and social influence
(Hawley- Hague et al, 2016). The instructors also identified some solutions in
provision and language offering an opportunity to gain control a personal touch and
encouraging social support. Recognition of the complexity of the relationship with
any instructor was identified as critical to participation or non-participation within
an exercise group in the literature. The role of the instructor as a facilitator or barrier

is significant.
2.4.2.3 Maintaining exercise

The literature outlines the complexity of ‘sticking with’ a PA for older people, and the
many factors, which influence this. This concept needs further exploration; we need
to reframe the way we view ‘adherence’, if we are to have any impact on changing the
activity trend outlined in Chapter 1 (Sun et al, 2013). The concept of concordance is
widely recognised with reference to taking medication (Britten, 2014) but is also
applicable to exercise, although is rarely used and was not used in any of the
literature. This gap in language and behaviour seems pertinent to this study.
Concordance is described by Britten as an encounter, which concerns two sets of
contrasting but equally cogent health beliefs between a participant and a prescriber.
The task of the participant is to convey their health beliefs to the prescriber and the
task of the prescriber is to enable this to happen. The prescriber has to convey their
(professionally informed) belief to the participant and the participant has to entertain
these. The intention is to assist the participant to make as informed choice as possible
about the diagnosis and treatment prescribed, about benefit and risk and to
undertake a full part in this therapeutic alliance. ‘Although reciprocal, this is an
alliance in which the most important determinations are agreed to be those that are
made by the participant.” (P1 Britten 2014). This reflects the alliance and
understanding of health beliefs in the use and agreement of undertaking regular
exercise. The concept of lay expertise is pertinent to this study. Expertise or the
acquisition of technical knowledge in a specialist field has been one of the

foundations of ‘professional authority’ (Wilcox, 2010). Lay expertise can describe lay
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peoples’ active participation in developing knowledge, or more broadly, the general
body of understanding held by everyone in society (Wilcox, 2010). There has been a
paradigm shift in accepting the growing need to take the interpretations of health into
account, and redress ‘the balance between lay and professional objectives’ (Prior,
2003 p42). The shift has moved from a language of lay health beliefs and
understanding, to lay knowledge and understanding (Prior, 2003). This has led to the
response of participation decision making, rather than medical hegemony, which is

fundamental to engagement with exercise.

Two systematic reviews were identified in the literature search which specifically
focussed on the concept of engagement and behaviour change (French et al, 2014 and
Menichetti et al, 2018). French etal, in 2014 reviewed which behaviour change
techniques were more effective for increasing physical activity and self-efficacy in
older people (French et al, 2014). French et al defined self-efficacy as ‘the belief in
one’s capability to organise and execute the courses of action required to produce
given attainments. Cohen’s d (standardised mean difference) effect sizes were
calculated for change in self-efficacy. 16 studies provided data on physical activity.
They found that some of the commonly used techniques such as setting goals, self-
monitoring, and prompting, providing normative information and performance
feedback were not effective in older adults, suggesting that this may be because the
self-regulation was too complex for declining executive function, or the lack of appeal.
A systematic review by Menichetti et al in 2018 from Italy identified 35 papers
reviewing intervention components for older adults, to review patient engagement.
Interventions focusing on patient engagement with older people tended to pay more
attention to behaviour and education than affective dimensions such as positive
thinking, internal resource mapping, motivational interviewing, relaxation and
friends and family support. They described the need for affective dimensions by older
people to maintain their engagement with activity. The studies, which did focus on
affective dimensions, suggested that older people could particularly benefit from

interventions that include these dimensions.
2.4.2.4 Economic engagement for older people with exercise

An evaluation of the Age UK ‘Active Lives’ programme in Lancashire from 2012-2014

(Gandy et al, 2017) sought to measure older peoples experiences of participating in

37



Chapter 2

the programme, identify the impacts on their health and well-being and their
suggestions for service development and establish the costs and benefits of the
programme. They found that there was significant variation in the attendances at
each site that may be of interest, but that overall healthy activity and improved social
engagement lead to better memory and mental health and less social isolation. The
cost of the programme per person per year was £160.67, which was considered good
value when compared with the state pension. It was deemed impossible to establish if
the programme saved more money than it cost. Moore et al, (2011) found that even
when subsidised, there was still a significant drop out from participation. This cannot
be a standalone factor. There is argument around encouraging payment for the
service of participation, which enables the participant to feel on a morally level
playing field in participating, as they are paying for their participation. Literature on
sourcing care and ‘weak ties’ for support in long term condition management (Rogers
et al, 2014), supports this theory, but has not been reviewed in depth here. However,
a growing emphasis of the social, relational benefits with enjoyment and pleasure
may well move the funding stream to ‘leisure’ and facilitate further self-funding
(Griffin and Phoenix, 2015). This has not been explored in detail with older people
and exercise uptake, and the power dynamic for the cash nexus would be interesting
to explore further, to fully understand the value places on exercise by older people,

but does not form a core part of this thesis.

2.5 Limitations to this literature review

There are several limitations to this literature review. One key limitation is that no
appraisal of the quality of evidence in the primary reports was used (Lacey 2015).
This means that equal credence was given to poorer evidence. The six systematic
reviews were of high quality with robust methodology (French et al, 2014, Franco et
al, 2015, McGowan et al, 2018, Menichetti et al, 2018, Shvedko et al, 2019 and Morgan
et al, 2019). Four of the studies were of poorer quality and the methodology was not
well reported, but the quotes were rich and pertinent to this study (Burton et al,
2018, Franke et al, 2019, Wagstaff, 2009 and Humberstone and Stuart, 2016). The
remaining studies were of good quality and relevant to this study, but they were not
formally evaluated, using an appraisal tool. Some critical analysis was made of each

study, and is recorded in Appendix B. It is also unusual to include systematic reviews
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in a broad literature review. With hindsight [ would have either excluded the

systematic reviews or used them alone.

The second limitation was the large quantities of data, which was generated by the
literature review, which made analysis time consuming, and lead to difficult decisions
around handling the depth and breadth of data. The review was contained and
limited by the research questions for this thesis, but this meant that there may be

some key literature which has been omitted.

A significant limitation to this review was that only two databases were searched,
Medline and Cinhal. The search terms were also extremely limited [ am a novice
researcher. I did not include the use of the terms ‘view’, or ‘engagement’, which may
have widened the literature generated, and enriched the findings. Were this project
undertaken as part of a larger team, further literature searches would have been
possible. I screened the literature by myself, and then reviewed the findings with my
first supervisor, but this was not undertaken in collaboration with others, or using a
specific tool to synthesise the results. Retrospectively [ would have extended my
search terms, used a formal appraisal tool, worked as part of a team, and only used

original research, rather than including the six systematic reviews.

The fourth significant limitations to this study was the time span over which it ran.
New material, ideas, and concepts were constantly being generated and published,
which has meant that the literature was quickly out of date. The literature review was
refined during the study period, which added to the complexity of concepts being

reviewed.

A final and generic limitation to any literature review around studies for older people
is the paucity of an evidence base for deductions. A recent BM] editorial (Izquierdo et
al 2020) described research with the ‘oldest old’, as the ‘great forgotten’ in medical
studies. The studies selected often underrepresented older people, and some used
much younger people (Weddle, 2008 and Weeks, 2008). It may be that this is because
there are specific patient factors such as sensory impairment, mobility issues, and
fatigue problems, which affect inclusion in such studies (Baczynska et al, 2017). This
bias reduces the possibility of application within older populations. The studies

included in this literature review also demonstrated significant ethnic homogeneity,
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mostly white middle class participants, which means that the voices of others are not

well heard in the literature.

2.6 Summary

The 36 papers reviewed, reveal the views and experiences of exercise among older
people. The literature indicates that the experience of exercise is both varied and
complex. Participants described an interplay between knowledge of the benefits of
exercise and uptake, which did not always lead to specific behaviour changes, or
engagements with exercise or PA (Moore et al, 2011, Morgan et al, 2019, Graham and
Connolly, 2013). Indeed, some older people felt that exercise was bad for them
(Franco etal, 2015 and McGowan et al ,2018) and had little insight into what
constituted enough activity to remain healthy (Buttery and Martin ,2009). Morgan et
al 2019 concluded that current failures to increase population levels of physical
activity in older adults might be explained by an approach too focused on health
benefits. Interventions should focus on the contribution physical activity can make to
life satisfaction, a sense of role fulfilment, and a sense of purpose in older age
(Morgan et al, 2019). Social connected-ness was identified in the literature, as a key
factor for engagement in exercise, (Von Berens et al, 2018) as was the sense of ‘feeling
good’ (Hurd Clark et al, 2020). The focus on the social nature of exercise participation
will be examined further in the focus groups in my study, to better understand local
motivations for participation. Other authors articulated the need for ‘tailoring’
exercise to the specific needs of older people as fundamental to their participation
(Sandlund, 2018), as well as having personal needs and goals met by the intervention
(Stathi, 2003). The focus group with staff will give an opportunity to learn of the local

understanding of tailoring exercise, and the context for personal goal setting.

Many of the participants in studies did not view exercise as the end goal for its own
sake, but other factors were more significant (Stead, 1997, McGowan et al, 2018,
French et al, 2018, Morgan et al, 2019). Weddle (2008) described this as being
holistic, rather than reductionist, as all the factors for participation need to be
considered, not just the exercise component. Past experience of physical activity was
fundamental to present experience of exercise participation (Weeks et al, 2008) and
psychological support and interventions, such as motivation interviewing were noted

as being critical for engagement (Menichetti et al, 2018). ‘Exercise’ was often seen in
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competition with other more valued experiences, such as time with family (McGowan,
2018). These studies all heard the voices of participants related to their views and
experience of PA. My thesis will review the experience and practice of participants as

well as non-participants to understand how exercise is perceived in the local context.

While walking does not meet the required dose of strength and balance components
to provide a targeted intervention, for falls or frailty prevention, the experience of
walking in these studies is relevant for my thesis as it relates to participation in
activity. The participants described their reasons for engagement were due to ease of
access and the social component, and developing a strong sense of belonging which
was compelling for them all, and motivated them to continue participating in the
activity (Ory etal, 2016, Lee et al, 2015, Moran et al, 2017,Thorpe, 2006 Hwang et al,
2019).

Older people identified specific factors facilitating engagement with exercise, such as
feeling valued, and as though they were participating in society. Self-efficacy, or
having some control over their exercise participation, was also important, but older
people stated that often techniques used with younger people, such a goal setting and
self-regulation were not effective for older people (McGowan, 2018, French, 2018 and
Franke, 2019), as these things did not motivate them in the same way. Menichetti et al
(2018) concluded that further work was required with working with older people on
engagement, promoting investigation in the balance of emotional, cognitive and
behavioural dimensions and the relationship between concepts, theories and
interventions, which this study will contribute towards understanding in a local
context. My study will allow the reflection of older people and staff to review their

role as a barrier or a facilitator in the uptake of exercise.

Adherence to engagement in PA or ongoing participation in groups was articulated as
a specific challenge for older people. The location of the activity and sense of
belonging was, however, fundamental (Hartley and Yeowell, 2015). Older people said
that maintaining exercise involved incorporating it into their daily routines and
having the support to be able to continue (Arkkukangas, 2017). Participants were
able to maintain exercise when it aligned with their own personal goals (Moore,
2011). The role of the instructor to influence uptake and participation was reported

as significant (Hawley-Hague, 2015). I believe the concept of adherence describes a
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social construct and a negative power imbalance. | suggest the term 'concordance’

would better describe the relationship between instructor and participant.

The economic impact per se of exercise up take as a cost-effective treatment for falls
and frailty was not part of the remit of this study, or literature review, but older
peoples’ perspectives on cost as a barrier or facilitator is relevant to understanding
their uptake of exercise. Reduced costs were reported as a facilitator for the Welsh
ERS, but may lead to a negative dependence (Moore, 2011). The Welsh study also
reviewed the experience of instructors, who were often uncomfortable with the role
of supporting older people, as they felt they did not have the skills required. While
there are some gender differences, in the experience of exercise from the literature,
the individual experiences, are more relevant (Sandlund et al, 2018, Ruppar and
Kraenzle Schneider, 2007, Hurd Clarke et al, 2020 and Humberstone and Stuart,
2016).

Finally older people reported ‘pleasure’ in exercise as a compelling factor for
participation, but it seems to be overlooked in formal health behaviour change and
was infrequently included as part of a life satisfaction review (Maher, 2015, Phoenix

and Orr, 2014, and Humberstone and Stuart, 2015).

2.7 Overview of studies: Strengths and weaknesses

The 36 studies included in this literature review vary in their quality. This overview
of their strengths and weaknesses will focus on the quality of the study design, the
applicability of the study to the current health and care systems, the description of

the participants and the approach to handling bias and ethical issues.

Six papers were systematic reviews (French et al, 2014, Franco et al, 2015, McGowan
et al, 2018, Menichetti et al, 2018, Morgan et al, 2019 and Shvedko et al, 2019) were
of high quality, with clear methodology, search strategies, and research questions
described in the papers. The findings were well articulated, and the conclusions
drawn from the papers are robust, as summarised. The number of studies included in
the systematic reviews varied from ten in McGowan et al, (2018) to 132 studies
reviewed by Franco et al 2015. Morgan et al’s review (2019) while relevant, was
limited in its demographic reach, as it included much younger people. Franco’s review

(2015) included rich quotes from the individual studies.
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The age of some of the studies impacted on the applicability of the data therein. Both
Stead et al (1997) and Stathi et al (2003), while resonant with this study, were seated
in a health system which no longer exists, making application difficult. Stathi et al
(2003) however, was a high-quality study with rich, direct quotes, clearly articulated
demographics, and triangulation with credibility evaluated with participants, and
Stead predicted the need for a role for a ‘specialist exercise counsellor as appoint of
referral intermediate between primary care and exercise providers’ which describes
our current ‘wellbeing coaches, or ‘care navigators’. Stead also strongly recommends
the need for further research to hear the voices of those who did not participate in

exercise.

The qualitative papers vary significantly in the quality of methodology. Some of the
studies used very small homogeneous groups of participants and did not use direct
quotes in the published papers, nor described their methods of analysis of the data,
(Humberstone and Stuart, 2016 (2), Wagstaff, 2009 (5), Weddle, 2008 (8), Hawley,
2009 (9), Arkkukangas et al, 2017 (12), Stathi et al 2003 (13), Burton et al, 2016
(13), Hwangetal, 2019 (16), Graham et al, 2013 (17), Hartley and Yeowell, 2015
(18), Sandlund et al, 2018 (18) and Hawley-Hague et al, 2015 (19)). While other
studies demonstrated trustworthiness by describing the rigour of their selection
process, were transparent in describing their demographics, they included their focus
group and interview guides, and included rich quotes (Von Berens et al, 2018, Lee et

al, 2017, Gandy et al, 2017, Moran et al, 2017).

Overall, the literature made good representation of older people, but there were some
who defined older people as those over 50 (Weddle, 2008 - documented as over 51,
and Moran et al, 2017- documented as over 50) or over 60 (Ory etal ,2016, - with a
mean age of 69, Phoenix and Orr,2014, - with a mode age of 60-69 (7/9) and Hawley,
2009- documented as over 60). The inclusion of so many middle-aged participants
may detract from the focus on the ‘great forgotten’ of older people, (Izquierdo et al,

2020)

All the included qualitative studies documented gaining written consent from
participants. Some studies were able to describe their reduction in bias with
enhanced intercoder reliability through discussion and consensus reaching, and

keeping reflective journals, as well as describing ethical approval, (Hawley Hague et
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al 2015, Graham and Connelly, 2013, Nanninga et al, 2017, Ruppar et al, 2007,
Sandlund et al, 2018, Von Berens et al 2018, Halaweh et al, 2016, Hartley and Yeowell,
2015, Hurd Clarke et al, 2020, Hwang et al, 2019, and Moran et al 2017, Burton et al,
2016 and Franke et al 2019). While some studies did not document the detail of
ethical approval in their papers, (Thorpe at al, 2006, Lee et al, 2017, Arkkukangas et
al, 2017 and Buttery and Martin, 2009). Some of these may be indicative of variable

rigour in the global research community, or reporting limitations

Three qualitative studies paid some heed to documenting ethical considerations, but
did not acknowledge any researcher bias, (Ory et al, 2016, Phoenix and Orr, 2014 and
Maher et al 2015), while a few studies documented neither ethical considerations, nor
any attention to recognising and reducing bias (Stead et al 1997, Wagstaft, 2009,
Weddle 2007, Weeks et al, 2007, Humberstone and Stuart, 2016, Hawley, 2009 and
Martinez et al, 2010)

2.8 Conclusion and research question

The literature search identified the complex relationship older people have with
exercise, where knowledge about the impact of exercise did not necessarily translate
into uptake better uptake of exercise (Moore et al 2011, Graham and Connolly, 2013,
and Morgan et al, 2019). Participants described social connectedness (Von Berens et
al, 2018) and ‘feeling good’ (Hurd Clark et al 2020) as benefits, but there was a gap in
hearing from those who do not participate as to why they do not. It remains unclear
what might influence behaviour change to commence exercise participation. There
was no voice of older people who are not participants in exercise, in the literature
reviewed (Stead et al 1997). Those who are not participants in formal exercise may
have some new explanations as to why they do not participate, (or may reinforce
what is already known). The focus on both those who participate in exercise and
those who do not in my study will help to deepen understanding around this, and

then influence appropriate interventions.

The majority of these studies were international with 11 in the USA or Canada, nine in
Europe or Asia, while the remaining 11 British studies were conducted in Wales,
Scotland, or in the North of England, missing a local understanding of the provision or
requirement in the South of England. There was a lack of published research on the

views and experiences of older people and exercise in our local context, nor any detail as
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to why some people were engaged in exercise groups and others were not, in this part of
the South of England. The rationale for undertaking this research is to better understand
the views and experiences of older people and their exercise practice and hear why some
were engaged in exercise and others were not. There is a gap in understanding local
qualitative articulation of experience of exercise participation from older people
themselves. Addressing this gap will identify areas for future service provision
investment and determine where further knowledge needs to be gained. The concept
of pleasure in the exercise experience was clearly articulated in the literature (Maher
et al, 2015, Phoenix and Orr, 2014 and Humberstone and Stuart, 2015), but has not

been quantified in formal or commissioned exercise provision.

Thirdly, the relationship with instructors (Moore et al, 2011, Hawley- Hague et al,
2015, Arkkukangas et al, 2017, Von Berens et al, 2018) or clinical staff was a not
conclusive, from the literature. The relationship is complex from these papers, and
can be positive or negative, but there was limited triangulation between perceived
experiences of older people and local staff who were prescribing exercise or

delivering it. This will be explored further in my study.

Therefore, this thesis will review the wider exercise opportunities provided through a
variety of sectors for older people in a specific geographical locality, in order to better
understand why some older people, participate in exercise and why some do not. The
voices of those not participating in exercise will also be sought to determine
perceived barriers and facilitators for participation in exercise within our local

context.
The research questions drawn from this:

‘What are the views and experiences of older people in this locality around their
exercise practice, and why do some older people engage in formal exercise groups in

this locality, and others do not?’
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Chapter 3
Methodology and Methods

3.1 Introduction

This chapter presents a detailed description and discussion of the conceptual
framework, the methodology and methods used for this study. The chapter begins by
describing the context of the thesis within the locality context and reiterates the
choice and justification of design for the study, as well as the detail of the research
questions being answered. The conceptual framework, sampling strategy, data
collection techniques and method of analysis of the data are also discussed. I will
consider my role as researcher, and issues of reflexivity within the context of this

study to finish the chapter.

3.2 Locality approach

Alocality approach enables a deep exploration of the experience of exercise for older
people within a specific geographical location. In this instance within a city in the
South of England. The advantage of taking a locality approach with an ethnographic
study is the ease of access to the research sites, and the depth of understanding of the
experience of exercise gathered (Rogers et al, 2001). This depth of understanding
extends to the connectedness of people to the activity, as well as the range of systems
and their critical interconnections, or lack of connectedness within them, from the
perspective of families as well as staff. A locality approach enables a critique of the
experience of older people, and a deeper questioning of the parity of systems offered
to older people. It also enables a local approach, which de-medicalises the experience.
The locality approach will identify areas of lack of provision, and the local attitudes of
staff and participants to exercise. This specific approach has been selected as there is
growing interest politically in developing more ‘local’ leadership and flexibility within
health services, for example through developing Primary Care Networks (Thomas et
al, 2006). This study is pertinent to not only identify and quantify the experience

locally, in order to influence future commissioning, but also for further research.
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An objective description of the locality allows for a deep rich description of the local
subculture, community connections and experience of exercise which can be
compared by future researchers, with other areas, with similarities or significant
differences. This will contribute to comparisons, service development as well as

future comparative research.

This thesis was conceived as part of a funded study by the NIHR (National Institute
for Health Research) CLAHRC (Collaboration for Leadership for Applied Health
Research and Care): Wessex for introducing the use of CGA within Primary Care
(Lansbury et al 2017). CGA describes the Comprehensive Geriatric Assessment which
is the gold standard for those living with frailty. The study asked if we undertake a
CGA, what happens next. What interventions are available to change the trajectory of
deteriorating function? This question had few answers at the time of the
commencement of the study. There is mounting evidence for undertaking CGA with
older people with frailty while in hospital, which can achieve a shorter length of stay
and better outcomes at home (Ellis 2017, BGS 2015 and Clegg 2013). There is now
also growing evidence that providing CGA within home and community settings, and
nursing homes, could lower hospital admissions and support people to live at home
longer (Zintchouk et al 2018) (Lansbury et al 2017) (Pilotto et al 2017) (Devi et al
2018).

The commissioned formal NHS services were well known, but with rapid changes in
service provision and constant referral pathway changes, it was difficult to
understand the wider voluntary and third sector provision. This resulted in a local
mapping exercise which was included in the Southampton Information Directory

(https://sid.southampton.gov.uk/kb5 /southampton/directory/advice.page?id=029h

m9io11I). The pathways designed is in Appendix D. [ played a role in this, by collating
the information, which was available for one ‘cluster’ or geographical area in the city.
This mapping exercise was not inclusive and stimulated a desire to understand what
might be missing in terms of provision to assist with commissioning the most
appropriate exercise interventions for older people in the local context. From there
my thesis was developed. While I have had ongoing support and supervision from the

NIHR and CLAHRC, I have undertaken this work as the sole researcher.
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There was no published research found in the literature review on the views and
experiences of older people and exercise in our local context, nor any detail as to why
some people were engaged in exercise groups and others were not, in this part of the
South of England. The rationale for undertaking this research is to better understand
the views and experiences of older people and their exercise practice, and hear why

some were engaged in exercise and others were not.

3.3 Conceptual framework: self-determination theory

The rationale within which this research sits, assumes that the provision of exercise
for older people was neither accessible nor targeted for older people in the study
area. While some barriers were articulated by the literature, the local context had not

been reviewed.

The theoretical construct for the thesis assumed that there were significant gaps in
the knowledge and culture of exercise, which need to be understood and addressed.
This study aims to hear from older people themselves, their perceptions of their own

self-determination, in the context of physical activity.

Self Determination Theory (Deci and Ryan, 2008) described how the data gathered
may be interpreted to elicit appropriate behaviour change. This theory provides a
broad framework to understand motivation, personality and behaviour, using the
concepts of intrinsic motivation, and extrinsic motivation, with three basic needs
around competence, autonomy and relatedness (Michie et al, 2015). Michie
developed this theory further into the COM-B model, which is a method for
characterising and designing behaviour change interventions. At the hub of the
behavioural change wheel are the three essential conditions of capability, opportunity
and motivation (COM-B system) of an individual. These are encircled by nine
interventions, which address the deficits and include training, education and
environmental restructuring. Seven categories of policy complete the rim of the
wheel, which include service provision, guidelines and legislation, as well as
marketing and communication. These three layers can be translated into micro level-
behavioural change at the hub, meso level changes within the community with
extrinsic factors or interventions, and then the seven policy categories equate to
macro level changes at a national level. The three layers describe a behaviour system

and can help target changes at each level for change (Michie et al, 2011). This will be

49



Chapter 3

used to critically evaluate the data and offer recommendations around behaviour

change at an individual level.

Figure 3.1 The Behavioural Change Wheel (from Michie et al 2011 p1)
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Critical ethnographic methodology allows for an uncovering of the narrative to infer
the behaviours of both older people and the health care professional and providers
within the context. The notion of exercise uptake is explored, at a micro-level, in
relations to narratives of personal beliefs and actions of older people, at a meso-level
with descriptions of actions enacted by other people, and at a macro or societal level,

using this framework.
3.3.1 Methodology

A critical ethnographic approach (Carspecken 1996) has been chosen for this study,
as it offers the best opportunity to answer the research question. Critical ethnography
is concerned with relations of power within wide social, political and educational
contexts (May and Fitzpatrick, 2019). Critical ethnography methodology helped
understand relations of power at play within the locality of the study (Vandenberg
and Hall, 2011). It gave an opportunity for critical reflection on the perspective of
formal exercise providers, often physiotherapists, reflected against the voices of older
people themselves. Ethnography allowed an uncovering of the context of exercise,

which was previously not known. Critical ethnography allows conclusions to be
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drawn from the inference of what older people were saying, to enable direction for

policy at a social, economic, and political level.
3.3.1.1 Epistemology

Critical ethnography has been developed from Carspecken’s Critical Qualitative
Research (CQR) theory, drawn from critical social theory. It adapts pragmatic models
of meaning to epistemological issues, through its advocacy of a critical-realist rather
than a constructivist social ontology. It places power concepts within the centre of its

epistemology (Carspecken, 1996).

This qualitative ethnographic methodological approach falls within an interpretivism
paradigm (Mason, 2002). The epistemological basis applies abductive logic, so
‘abducting’ or using the categories from the participants own accounts of their
activities and ideas and beliefs into a technical account (Georgiou and Carspecken,
2002). This uses an underlying pragmatic theory of truth that these beliefs lead to
actions. The knowledge gained from understanding the pragmatic viewpoints of
older people themselves, who both do and do not participate in exercise can then be
used to inform any change strategies to improve outcomes for aging well (Ritchie et

al, 2014).
3.3.1.2 Ontology

A critical realist ontology upholds that the external reality exists, independent of the
beliefs and understandings which are held and expressed, but the critical component
identifies areas where there is the possibility of change, for improvement (Ritchie et

al, 2014).

Critical ethnography is used in this study to understand relations of power, by
merging a critical stance with a complex and dynamic qualitative strategy of enquiry
(Vandenberg and Hall, 2011). The balance of power is between the exercise providers
(therapist and instructors) and the participators, who are older people, as well as the

policy makers and politicians.
3.3.1.3 Subversion

This approach enabled relative submersion in the setting (Goodson and Vassar,

2011). ‘Critical ethnography is a way of applying a subversive worldview to the
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conventional logic of cultural inquiry’ (Thomas, 1993 pvii). Critical ethnography
involves the ‘study of macro-social factors such as power and control and examines
common sense assumptions and hidden agendas in this arena’ (Holloway and Galvin,
2015 p 203). This is through describing the process and outcomes of cultural
behaviour (Cruz and Higginbottom, 2013). This enabled an open-ended approach to
observe and listen with an exploratory orientation (Hammersley and Atkinson,

2019).
3.3.1.4 Transformation

The critical ethnographic approach allows determining how the current provision can
be transformed to be more inclusive, attractive and accessible. The focus of the
ethnographic methodology is on the meaning of the actions and explanations, from
the participants, rather than quantification per se (Savage, 2000). The critical
ethnography process challenges the voice of authority, by empowering the voices of
older people themselves (Fetterman, 1994). The ethnographic process described the
current provision as “what is”, while a critical ethnography speaks on behalf of older
people by stating “why this is and what can be done about it.” The detailed
understanding is to bring about change. The change here is aimed at the unfair way
that older people are often treated by society, and the inequality in provision
available for older people to gain meaningful physical activity opportunities (Cook,
2005). This study begins to articulate these aspirations for change in the local
context. The inclusion of a focus group with clinicians and service providers gives an
opportunity to hear their voices describing what the local provision looks and feels

like, to enable any interventions suggested to be relevant.

The diversity of the participants, and the experience of services and service delivery,
revealed through the ethnographic approach, are particularly valuable for the NHS
(Imison et al, 2016), because of the breadth of models of services delivered. This
diversity is critical for any new service development in ensuring that there is good
understanding of both the world of older people and the clinicians’ worlds (Savage

2000).

Ethnography allows the complexity of the issues from the participants’ perspective,
an ‘emic’ view, and allows the outsider to bring their framework to the study - the

‘etic’ view (Fetterman, 1998) which enables deeper understanding through

52



Chapter 3

immersion in the study population (Holloway and Galvin, 2015). This results in thick
rich data, which will help understand the context and reasoning for actions, or lack of
actions. The complexity of the ageing process, for clinicians who themselves are
ageing (including myself), and the management of their patient population lends itself

to an ethnographic approach.

Ethnography allows the influences and personal lived experiences of the participants
to be considered a legitimate source of knowledge (Grant, 2008). Grant describes the
value of knowing what people think they are doing as being as important as knowing
what they are doing. This may then give some key insights into why some older
people are participants in physical activities and others are not. Grant confirms that
there are noticeable differences between the rhetoric and beliefs about what older
people should and should not do, and therefore what they could and could not do.
This disconnect may lie at the base of determining engagement or disengagement
with physical activity. The reasons why an older individual is or is not participating in
any physical activity is a complicated story, and one that needs to be developed
within the context of other aspects of life. The story is best articulated with an

ethnographic approach (Grant, 2008).

This methodology also allows for an ‘insider ‘perspective from both those who
participate in activity, as well as those who do not. This helps find explanations
around the diversity and ambiguity which exists currently to describe more fully the
intricate relationship between knowledge around exercise participation, and what

good health and active living mean to people in their later years (Grant, 2008).
3.3.1.5 Triangulation: adequacy of qualitative research

Triangulation was achieved in this study in four ways. Firstly, Carspecken (1996)
recommends developing a triangulation of data from different methods of data
collection. In this study I used focus groups, interviews, observations and field notes
to minimise bias (Sim and Sharp, 1998). This enabled the verbatim expression of the
participants to be enriched by the field notes and observations. Data was also
triangulated by using a variety of locations, groups and people to increase the
credibility and validity of the findings (Noble and Heale, 2019). Theoretical
triangulation was enhanced, as Carspecken (1996) recommends in critical

ethnography by creating a list of flexible research questions related to a situation and
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address the contextual factors (Vandenberg and Hall, 2011). This study asks the
questions ‘What are the views and experience of older people and why do some
people engage in exercise groups?’ Investigator triangulation was achieved, as the

data were discussed with my supervisor, who also attended one of the focus groups.

3.4 Research aim and objectives
3.4.1 Aim

The aim of this study was to explore older people’s views, experiences and perceived
practices related to exercise engagement to better understand why some older
people are engaged in formal exercise groups, and others are not, in a small
community setting. Listening to their own views as well as providers, hearing their

experiences, and observing their activities will inform new strategies for engagement.
3.4.2 Objectives
The specific objectives of this study are:

e To identify and describe the different exercise practices within the study area,
using focus groups participant observation, field notes and 1:1 interviews and
a critical ethnographic methodology.

e To explore the views and experience and perceived practices of exercise for
older people, from the perspectives of older people who participate in exercise
activities, as well as those who do not, though their own voices, but also those
of exercise providers, prescribers and commissioners.

e To understand the perceived barriers, facilitators and contexts of
participation, or non-participation of older people in exercise groups, though
their own voices, but also those of exercise providers, prescribers and
commissioners.

e Reviewing personal narratives to uncover the local context and provision of
exercise and infer current provision and how this can be transformed to be

more inclusive.
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3.5 Research Design

This qualitative study uses some framing data, to quantify the research sample. These
are described in Section 3.5 and 3.6 respectively. This approach allowed an enriched
articulation of the experience of participants, from the qualitative data and
triangulation of their frailty scores and wellbeing using the quantitative data. The
study explored the views and experience of older people within the existing provision
of exercise. The study included those who might be living with frailty, who participate
in exercise activities, as well as those who do not. Framing data was gained from
questionnaires which were completed by older people who attended one of the five

groups, to gain a self-reported frailty score, and a wellbeing score.

The qualitative data was drawn from focus groups, participation observations of the
activity groups and field interviews as part of an ethnographically informed
methodology. Both focus groups and interviews were undertaken, as some of the
participants were unable to join a focus group for pragmatic reasons. However, this
enabled richer data gathering, as interviews are more likely to deliver depth and
detail, while focus groups are more likely to deliver breadth and context (Guest et al,
2017). All of which were relevent to this thesis. Qualitative methodology was selected
as the best way to answer the research question ‘What are the views and
experiences of older people around their exercise practice, why do some older
people engage in formal exercise groups and others do not? ‘The critical element of
the ethnography allowed for a critical review of current policy and practice to
articulate the gaps in provision. Qualitative data were obtained in the following

settings:

1. a) Observations and focus groups with older people participating in three exercise
settings- Tai Chi, falls prevention and community exercise groups, to examine the
practice, views and experiences of older people participating in a formal exercise

group. Field notes were completed in these settings.

b) Observation and focus groups for older people not participating in exercise groups

but attending a luncheon, or a social club, to examine the practice views and
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experiences of older people who were not participating in a formal exercise group.

Field notes were completed to understand the context for the group.

c) One focus group with health care professionals who may or may not prescribe
exercise, including a community nurse, physiotherapist, occupational therapist, GP

and third sector exercise providers.

d) One to one interviews with a falls commissioner, the NHS England lead for older

people, a falls thematic lead (clinician), and a falls group exercise provider.
3.5.1 Study setting

The study was based in the city of Southampton to gain a local enriched
understanding from older people themselves of exercise culture within the city. The
city is diverse culturally and socioeconomically, and an attempt was made to be

inclusive of all older people’s experience.

Exercise Group 1 (EX1) consisted of a group of self-selected and self-financing Tai Chi
participants in an area of some social deprivation., as it was located in the middle of a
social housing estate. The group took place in a local community hall, which offered a
variety of other activities. A single qualified instructor led the class. The group was
about an hour long, with a warm up and cool down session. Background music ran
throughout the session, with minimal instruction of movement offered by the
instructor. The instructor offered any corrections and support as felt appropriate,
during the session. Some participants were seated for some parts of the session, and
the session took the same format each time I attended the class, and observed, and
wrote field notes. Participants were invited to stay after their class for the focus
group. They were free to leave if they did not want to participate. The group was
selected specifically as they were paying for their exercise, and for the experience of

being within a group which was wholly supported by third sector.

Exercise Group 2 (EX2) - a group of people referred from traditional pathways (GP,
Physiotherapy and paramedics, via a secondary referral system) to participate in a
commissioned falls group. The group was held in the Football Stadium in the centre of
the city. The group was led by an instructor and two apprentices. The group consisted

of a seated warm up and cool down, and most participants were seated for much of
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session, but there were some standing activities. The exercises were accompanied by
‘motivational’ music tracks, and some games were interspersed, with the exercises. |
attended the group and took consent to interview some individuals together before
the class, as they did not want to stay afterwards. This group was selected as they had
been referred through formal pathways, and were not paying directly for their

exercise, but a third sector group provided it.

Exercise Group 3 (EX3) - a group of people referred from a clinic with COPD. The class
was held in a local health facility. Two qualified physiotherapists, and a therapy
assistant led the group. The class was run as a circuit with very clear instruction from
the therapists for each activity and starting and stop times. Each individual recorded
their performance on their own clipboard and were able to track their progress from
week to week, as were the therapists. Any specific issues were brought to the
attention of the therapist, and any specific corrections or modifications were brought
to the attention of the individual by their therapist. The group started with a general
warm up and finished with a relaxation session. I attended the group, for observation
and field notes, and the focus group opted to meet before their regular session. This
group was selected as it was a commissioned health condition group and was part of

the ‘prescribed treatment pathway’ for their condition.

Non- Exercise Group 1 (NE1) - a monthly luncheon club held in a church hall, located
in an area with some social deprivation, with individuals paying for their meal. The
lunch club was hosted by a retired vicar’s wife and had a ‘knit and natter’ group
beforehand. People came for the good food, and the company, from the local
community. It was not exclusively for older people. The group lasted for 2 hours in
total. I attended twice, and the focus group took place before the second lunch club.
This group represented a group of socially active people, who were social

participators, but not part of a physical activity group.

Non- Exercise Group 2 (NE2) - a monthly social club held in a church hall in a more
affluent area, with individuals paying a sub for coffee and cake. The club lasted for 2
hours, and there was no movement during the session. There was often a speaker
presenting on a topic. [ attended twice, with the first speaker from the police force,

and then I was the second speaker. The focus group took place before the second
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session. This group also represented those who were social participators, but not

physical exercise participators.

Staff (C1) - a group of health care professionals and exercise providers focus group.
We met in the room of a Community Health/Primary Care setting adjacent to a
community hospital. Some staff worked together, but not all had met, but all were
keen to participate in the focus group, and hear each other’s views, as well as share

their own.

The 1:1 interviews were undertaken with key, and influential providers or

commissioners who were unable to make the focus group.
3.5.2 Methods of sampling, strategy and recruitment

The exercise groups were purposively selected, to represent a variety of exercise
options provided locally, known from my immersion of working in the area.
Observation and immersion in the field took place in three settings with older people
in exercise groups, followed by a focused discussion group for each (Appendix 0).
The three selected exercise groups were a non-commissioned and self-funded Tai Chi
group (EX1), a commissioned and free falls group (EX2), and the third (EX3) was a
Pulmonary Rehabilitation (PR) group. Each group was selected to hear the voices of
those who participated in a clinical pathway of exercise within the city (See Appendix
D and E). The groups were all located within the city of research, and contained six,

seven and eight people respectively.

Two focus groups of people who do not participate in any formal exercise were
undertaken (Appendix P), with observations and field notes also taken in these
settings. The non-exercise groups were purposively sampled from community groups
known to me. They were a lunch club, and an afternoon tea club in two different
locations within the city, both hosted by churches, but with no faith affiliation
necessary from the group participants. The groups contained five and six people
respectively. They were selected as both were well-established groups who knew
each other well and would be candid with their views, but from different
socioeconomic communities, one in the east and one in the west of the city. Anyone in
these groups who was also participating in a regular exercise group, as well as the

lunch or social club was excluded, as they were no longer reflective of ‘non-
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participants in regular exercise’ group. This may have given some inherent bias to the
data, but at recruitment the strong relationships within the group was more critical to
eliciting deep discussion and thick, rich data. I visited each group and described the
research process. The leaders verbally agreed for their group to participate. Two

leaders opted to join the staff focus group.

The participants for each group were selected by their willingness to participate in
this research. The individuals for the group were all included if they wanted to
participate, from the group who were present on the day of the focus group. The focus
groups were kept small with between 5 and 8 older people in each group. The group
needed to be large enough to ensure some diversity within the group, and small

enough to ensure that all could participate (Ritchie et al 2014).

Two of the groups opted to hold their focus group before their regular session (EX3
and NE2) and asked to be telephoned the day before to remind them of the earlier
focus group. The other groups were held after their regular activity session, exercise
or lunch. It was made clear that people could opt out at any time. All participants had
capacity to choose to participate in the research, and appropriate consent was sought
and given before commencing, in the form of a signed consent document from each

participant (Appendix M).

Paid professional staff who ran exercise groups or might refer into an exercise group
in one geographical locality were invited to participate in the staff focus group (C1),
later (Appendix Q). Participants were purposively sampled to ensure there were
several disciplines represented including therapists, nurses and GPs, and exercise
providers from across the city. They were purposively selected as they had an
interest in working with older people within their field, but may or may not have used
or prescribed exercise or activity, per se. An email was sent to invite participants and
a date and location for meeting agreed. This group was rather larger than those with
older people, (N=9). A time and venue were set at the participants’ convenience. This
was the final focus group undertaken and I had gained significant experience of

leading focus groups on this topic, which enabled robust facilitation

Several key staff, commissioners, and providers were not able to make the fixed time,
for the focus group, so individual interviews were scheduled for them. I identified an

additional staff member, who was not local but held a national role and had an
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overarching view of the trajectory for older peoples’ commissioning. This semi-
structured interview was undertaken as a telephone interview, as we were unable to
meet face to face due to his work pressures and mine. Although this was the only
telephone interview, | had met the commissioner, and being on the telephone did not
hinder the conversation. He was eloquent, and the quality of the sound was good and
easy to transcribe. The local commissioner undertook a semi-structured interview.
These triangulated the experiences of clinicians and practitioners delivering exercise,

the national agenda, and the local aspiration of the Clinical Commissioning Group.

Table 3.1 Summary of qualitative data gathered

Focus group or Code No of participants
interview description
Tai Chi group EX1-1-5 5
1 male
4 female
Third sector falls group EX2-1-7 7
7 female
NHS pulmonary rehab EX3-1-8 8
Group 6 male
2 female
Monthly Activity Group NE1-1-6 6
6 female
Weekly lunch Club NE2-1-5 5
1 male
4 female
Staff C 8
C-0T 1 Occupational Therapist
C-PT1-2 2 Physiotherapist
C-GP 1 General Practitioner
C-CN 1 Community Nurse
C-TC 1 Tai Chi instructor
C-Ex 1 Exercise instructor
C-SN 1 student nurse
Commissioner (interview) | FC 1 male
National Commissioner NC 1 male
(interview)
Falls Lead(interview) FTL 1 female
Third Sector provider FGP 1 male
(interview)

In total the data consisted of:
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Three observations and focus groups for older people participating in exercise groups
with questionnaires for frailty and wellbeing, which consisted of 12 hours of

observation, and three hours of recorded focus group data.

Two focus groups for older people not participating in exercise with questionnaires
for frailty and wellbeing which consisted of six hours of observation and two hours of

focus group data.

A focus group with staff who may or may not prescribe exercise, yielding one hour of

data.

In depth semi structured interviews were undertaken with a service commissioner,
national commissioner, and two additional service providers, which each generated

an hour of data, giving four more hours of data.
3.5.3 Framing Data

Quantitative data to characterise each participant was collected at the outset of the
focus group, by filling in two questionnaires. This characterised participants in terms
of their frailty and their self-reported wellbeing. This gives some characteristics of
each group, to enable some comparison. This acted as a useful framework from which

to articulate the rich qualitative data.
3.5.3.1 CASP19 wellbeing Score

There are several validated tools available to assess the psychological wellbeing of
older people (Bowling and Stenner 2011, Howel 2012, Hyde et al 2003, 2015). Two
notable scales used with older people are the CASP19 Score (Gale et al 2014), which
used data from the English Longitudinal Study of Ageing (ELSA). This demonstrated
that those with higher levels of psychological wellbeing aged better over a 4 year
follow up period. They demonstrated a significant association between psychological
wellbeing and risk of pre-frailty (RR 0.69, 95% CI 0.63-0.77). While Andrew et al
(2012) used the Ryff psychological well-being index, their study showed that for
every additional frailty deficit, the Ryff psychological well-being index worsened by
0.3 points (regression coefficient 0.29, 95% CI: 0.22-0.36, p<0.001).This study used
the CASP19 as a measure of wellbeing (Howel 2012) (Appendix S) Each of the

participants, whether they participated in an exercise group or not, were invited to
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complete a CASP 19 Questionnaire. This is a self-enumerated Quality 0f Life (QoL)
scale. It is a 19-item questionnaire with 4 subdomains. These domains are Control,
Autonomy, Self-Realisation and Pleasure. The choices offered are ‘often’, ‘sometimes’
‘not often’ or ‘never’. Higher scores are indicative of a better Quality of Life. The score
has been validated within populations of older people (Hyde et al 2003), and was
selected for its acceptability amongst older people, as it was used within the English
Longitudinal Study of Ageing (Wiggins et al, 2008). The appeal of using a self-
reported assessment was also compelling to empower the participants in their own
scoring, rather than basing wellbeing on a determinant generated by a clinician. This

is a growing concept within the field of frailty.

This tool was selected over other self-reported tools, as it discriminates between
subgroups differing in health or socioeconomic status (Howel 2012) and as it is easily
available. The numbers are small here, but using the tool enabled me to determine its
feasibility in clinical settings. The tool is a good indicator of quality of life, and I was
interested to see if there were obvious links between frailty, exercise use, and quality
of life. The quantitative data chosen acts as a ‘hanger’ for the qualitative quotes. The
frailty score and wellbeing data are more useful than basic demographic data which

does not hold the nuances of these scores. The questionnaire is in Appendix S.
3.5.3.2 Southampton (modified) CHS frailty Score

There are several screening tools available for clinicians to characterise frailty. The
phenotype model outlined by Fried has been widely accepted and used as an
objective marker for frailty (Fried et al 2001). Here frailty is defined as being present
if there is evidence for at least three of the following- weight loss, weakness,
exhaustion, slowness, and low activity. This can be determined using a five-question
questionnaire such as a Modified CHS (Cardiovascular Health Study) tool (Maelstrom
et al 2014). Grip strength (Syddall et al 2003, Dodds and Sayer 2015) and Timed Up
and Go Test (Lyndon and Stevens 2014 updated Moody et al 2017) are used as proxy

screening tools for frailty.

An alternative model for screening is a calculation of the accumulation of deficits
(Rockwood et al 2007). Screening tools which use this model include the 7-point
PRISMA questionnaire, Clinical Frailty Scale (Rockwood et al 2005) and the electronic

Frailty Index, which is generated from 36 deficits recorded in primary care records.
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The plethora of frailty measures has been described as an impediment to research,
causing chaos, (Rockwood 2019). However, the presence of multiple variations of

tools may also be viewed as ‘robust’, in their diversity.

Each older person who participated in the study was invited to complete a
Southampton Modified CHS (Cardiovascular Health Study) Questionnaire (SMQ) to
calculate a frailty score based on the phenotype model of frailty (Fried et al 2001).
This recognises frailty as being present where 3 or more of the following symptoms
are present- unintentional weight loss, exhaustion, weakness, slow walking speed and
low physical activity. The SMQ is a five-item questionnaire with a score of 1 or 2
identifying the presence of pre-frailty, and 3 likely presence of frailty (appendix A).
The SMQ is used in clinical practice locally and generates a score which is familiar to
some practitioners. It focusses on weight loss by asking’ in the last year have you lost
more than 10lb in weight unintentionally’, exhaustion ‘How often in the last week did
you feel that everything was an effort, or you could not get going’, and low physical
activity ‘How often do you engage in activities that require a low or moderate level of

energy such as gardening, cleaning the car, or doing a walk’.

The third question asks about weak grip strength. ‘In the last year have you noticed
weak grip strength? ‘This is a highly accurate predictor for frailty as a standalone
indicator (Dodds and Sayer 2015). The fourth question asks about gait speed- ‘Which
of the following best describe your walking speed’. Self-reported walking speed is a
good marker of measured walking speed (Syddall et al 2015) with a gait speed of less
than 0.8m/s as indicative of the presence of frailty and sarcopenia- which could be
described as ‘slow’. Three of the questions are from the Share -FI (Romero- Oruno
2011) frailty instrument. This is an on-line instrument for calculating frailty, which is
a robust predictor of mortality, with an odds ratio more than twice as high as that of

age alone.

There are other self-reported tools available, such as the FRAIL Scale (Morley et al
2012), which was validated in St Louis in the USA with African Americans, which
focusses on fatigue, resistance, ambulation, illnesses (co-morbidity) and weight loss
(Bongue et al 2017). The Prisma 7 is also a useful validated tool (BGS 2014). The CHS
score was chosen as it was the one which [ was most familiar with and knew [ would

be able to use. The scale is recorded in full in Appendix K.
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3.6 Qualitative data methodology

Qualitative methods were used (with some quantitative framing data to determine
degrees of frailty and a sense of wellbeing from participants, described in section
3.4.3) (Savage, 2000). Both private providers of exercise, and social activities were
observed in order to better understand the enactment of their practice in ‘real life
settings’ (Cook, 2005). Community Health Teams, exercise providers, and GPs
opinions were sought in order to get a multi-faceted understanding of the logics and
nature of referral of older people to the current provision of exercise and their future
aspirations for opportunities for older people in the locality. Further in-depth
interviews added enriched depth and detail to the data around aspirations for older

people to participate in exercise, and delivery challenges and aspirations.
3.6.1 Focus groups

This section will outline the approach and justification behind the use of focus groups,
some of the strengths and weaknesses of the method, and finally how they were used
in this research. Further analysis of the methodology will take place in the discussion

chapter.
3.6.1.1 Theory

A focus group is defined as an in-depth, open ended discussion, exploring a
predefined topic with a specific set of issues (Goodman and Evans, 2015). Focus
groups offer a fruitful method of ‘thinking through’ qualitative research (Kamberelis
and Dimitriadis, 2011). Focus groups are described as multifunctional and therefore
able to explain the complexity and contingency within different disciplines. This was
chosen as the best way to answer the research question of ‘What are the views and
experiences of older people and exercise? by providing older people themselves a

chance to describe their own experiences. Each focus group was about an hour long.
3.6.1.2 Strengths

The focus group methodology allows for an effective problem posing pedagogy,
rather than a didactic or ‘sermonising’ approach where participants may feel berated

and chastised. The focus group moves the power from the researcher to the
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participants and communities being studied, as it is their voice which is heard. This

was vital for this study, to empower the participants.

Focus groups have credibility as a method (Ritchie et al, 2014) when there is
consistency between groups. Consistency was achieved by using the same topic guide
and questions. I also facilitated each of the groups myself which ensured consistency
in approach. The environment was ‘neutral’ for all the participants, as the focus
groups were held in their activity space, into which they invited me. The reliability of

the transcript was assured as I typed it myself, and was able to review it for accuracy.

Focus groups use the ‘group process’, or the interactions within the group to generate
individual accounts. This group ‘dynamic’ will and of itself generate and illuminate
research issues (Ritchie et al, 2014). The experience of being in the group may refine
what people are thinking, and lead them to a synergy of new ideas, or a snowballing

to redefine their own perspective as they hear those of others (Stokes, 2006).

Using focus groups in this study, displayed some of the differences between people’s
perspectives, and this can be heard in the narratives from C1 group where providers

and staff had strongly opposing views around the local culture of exercise.

A significant benefit to choosing focus groups as a method is its simplicity and cost to
deliver (Stokes, 2006). Indeed, these groups were undertaken as part of normal
group activities, so there was no cost to cover, and little administration to set up, as |
simply needed to agree a date to attend, and participants were already planning to be
there, for their usual activity. They just had to arrive early or agree to stay on
afterwards, to participate in the focus group. The staff group was more complicated to
arrange and took several attempts to find a suitable time and venue. The lack of
availability of some participants encouraged the undertaking of individual interviews
alongside the focus groups. The trustworthiness of the data is strong, as the data are
presented exactly as they were expressed by the participants. This gives credibility to

the data (Ritchie et al, 2014)
3.6.1.3 Benefits of using focus groups in this study

The focus groups used in this study were the best way to gather the rich data
generated from the participants to answer the research question. Each group shared

some similarities. Five took place with older people. Each of these groups knew each
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other well and would call themselves a well formed ‘group’ with similar participants
each week. This enabled the group to speak openly, and without any criticism of each
other. There was evidence of stimulation, synergy, snowballing, serendipity, and
security within the groups (Stokes, 2006). The structure was revised to reintroduce a

topic where it had not been fully covered in the first instance.

The group of health care professionals was different in that it had been put together
specifically for the research study. Each participant was known to me, but not to each
other. There was evidence of snowballing of ideas in this group, where ideas were
bounced around the group, but there were also some other agendas, where people
had an ‘axe to grind’ and were taking the opportunity to air their points in the room.

This took some careful facilitation to manage.

Using focus groups enabled the research questions to be answered from the specific
viewpoint of older people, with a richness of data which would not have been
possible with any other method. Another advantage is that the data were generated at

speed, as the opinions of up to eight people were obtained at a single sitting.
3.6.2 Field notes

This section will describe the practice and theory of using field notes, and the
strengths and weakness of the method. A brief overview of their benefit and
pertinence to this study will be given. Further challenges for the methods, will be

discussed in the discussion chapter.
3.6.2.1 Theory description

Field notes are a significant part of ethnographic research. The tacit knowledge of the
researcher and their expectations influence the notes kept. The use of field notes
appears to be a straightforward correlation between visiting the research site,
watching what happens, and writing it down. But selecting what to record can have a
profound effect on the final ethnographic report (Wolfing, 2002). 1 used an
observational guide and was particularly interested in noting observations about the

environment and the interaction with the instructor.
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3.6.2.2 Strengths

Field notes represent a shorthand reconstruction of events, observations and
conversation which took place during the observations of the activities for each of the
five focus groups. I took field notes of observations as they occurred, and then
enriched with context and memories after the observation took place. My tacit
knowledge enabled enriched interpretivism but may also be considered bias in some
situations. The notes made in the field became the basis for the outline and were

typed up at the end of the day.

[ used a documentary method of interpretation (Garfinkel, 1967). 1 ordered the notes
with ‘a salience hierarchy’ (Wolfinger, 2002), with focus on the feelings elicited by
being within the group, the review of the environment and any notable access into the
space. However, what an observer sees as ‘salient’ is highly subjective. Any deviance
of what I expected to see led to documenting salient data, with reference to my own
tacit expectations. The observations which were recorded were by their very nature

memorable.

Field notes taken for this research were considered to be ‘comprehensive’, using a
systematic approach, to events. They were taken sequentially, but with enriched data
for the memorable events. This included some observations of things which did not

happen, which may have been expected from my experience.
3.6.2.3 Practical and ethical issues.

The practical issues around recording field notes relate to the challenges around
documenting all that is going on in a busy community setting and choosing to include

certain data.

[ was reflecting on my own observations, so there is potential for bias with my own
reflections outweighing those of the participants, which they expressed in the focus
groups or interviews. The field notes inevitably reflect my background knowledge
and tacit beliefs. By recognising these inherent assumptions, I was able to make a

better critique of the social world being studied.

The fundamental ethical principle of ‘doing no harm’ seems obviously adhered to in

this study. The ethical intent is clearly there, but the aspiration to genuinely co
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produce the research is not so easily assured. Building trust is also critical to the
ethical integrity of the research (Simons, 2006). These ethical dilemmas will be

discussed further in the discussion chapter.
3.6.3 Participant Observation

This section will offer a brief overview of the method, and strengths and weaknesses

of participant observations,
3.6.3.1 Theory description

Participant observation (PO) is a methodology derived from cultural anthropology.
The key objective is to allow the researcher to investigate the perspectives of the
group within the given community (Zhao and Ji, 2014). [ was actively involved in the
routines of each of the exercise groups and the luncheon clubs, to understand the
dynamics from both an emic and etic perspective. I was attending the exercise groups,
or the lunch clubs, but was obviously a visitor and not a regular participant in the
group. [ was particularly reviewing who was present and how they were all
interacting. [ was interested in the relationship with the participant and the

instructor to see if there were any power dynamics at play.
3.6.3.2 Strengths

The benefits of using PO meant that [ became very familiar with the research setting,
and the participants, which enabled meaningful observations. This would not be
possible without developing a robust relationship with the group and the instructor
(Zhao and Ji, 2014). I was particularly looking at the interaction between the
instructor and the participants, to triangulate what was said during the focus groups
with what was observed to be happening during the group. These specific

interactions were observed during the sessions, and documented.
3.6.3.3 Weaknesses

The evidence for using PO has mostly been drawn from structured clinical settings,
while this was an open community setting (Lathlean, 2014). This lack of evidence
base challenges the validity of the data presented as PO (Zhao and Ji, 2014).
However, the PO data, here, is not stand alone in this research -the core data is from

the focus groups, and 1:1 interviews. The PO data is presented as field notes, which
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allowed me to make observations around behaviours, which the participants
themselves may have been oblivious to, and certainly would not have articulated,
themselves. The PO data supports much of the behaviour, which was expressed by the
participants but highlighted some blind spots from the group leaders. This gives

trustworthiness to the data.

One of the challenges for the PO data is the complexity of using overt observation
(Booth, 2015). This made it difficult to be confident that there was no behaviour
change due to my presence. Most of the participants seemed to continue their usual
behaviours, but one of the instructors did speak to me directly during the session.
This may have influenced behaviours or may have reassured participants of my
immersion. | had spent at least 2 sessions with each instructor to develop a rapport,
and when it came to observing each of the groups, [ was able to be as unobtrusive as
possible, and after the experience of the first group, was able to invite the instructor

to also ignore me.
3.6.3.4 Practical and ethical issues.

The complexity of observing in a community setting, related to time and setting
challenges. Unlike a clinical observation, the community groups only took place at
certain times, and in specific locations, which meant that it was much harder to co-
ordinate as I was also involved in routine clinical work, so could not take the same
time off each week for observational study. It therefore took longer to gather data.
Some of the groups took breaks over holiday periods, which also impeded data

gathering. My guide for participant observations is in Appendix R.

There were some further ethical challenges with PO. Firstly, in the consent process, as
[ was not manipulating exactly what was happening in each group, [ was unable to
gain consent for observation of every activity which may take place in the group.
However as this was mostly observing a regular group, it was possible to predict

what was likely to occur and gain consent for that, with a degree of integrity.

An ethical issue in the observed group, which warranted further discussion was that
only a proportion of each group had fully written consent to participating in a further
focus group, while the others were simply undertaking their usual activities. All of the

people present had been offered the opportunity to participate in the focus group,
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and so had had the opportunity to read the Participant Information Sheet and had
given verbal consent to my observing the group. The group leaders and participants
felt that the balance between sufficiently informing people to protect their ethical
needs while at the same time protecting the group participants’ privacy was

maintained by this approach.

Within this study, the ethical, time and setting challenges were adhered by following
the university ethics process and the peer reviewed project protocol. | was repeatedly

challenged to modify the study and adhere to realistic timelines through this process.
3.6.4 Interviews- Semi structured interviews

This section will outline the use and justification of interviews, as a method for

gathering data, and the detail of how they were used within this research study.
3.6.4.1 Theory

A semi structured interview is defined as a personal interview which uses a
structured framework but allows for in depth probing of responses from participants
(Dearnley, 2004, Ritchie et al, 2014). This enabled some further development of
themes for analysis. The In-depth interview allowed for breadth of coverage, as well

as depth of content.

Each interview for this study lasted about an hour and was recorded and transcribed
by the author. One clinician (FTL), one Commissioner (FC) and one exercise
providers (FGP) had been identified as having a significant local knowledge around
the research question, but were unable to join the focus group discussion, due to time
constraints. A National Commissioner had also expressed an interest in the work and
offered a telephone interview. Semi-structured interviews were offered to ensure
their expertise could be captured. The interviews topic guide is included, (Appendix
Q) but there was opportunity to use some specific open, nonleading questioning to

direct the discussion to the expertise of that person (Ritchie et al, 2014)
3.6.4.2 Strengths

The interviews allowed for each of the individuals to express themselves clearly and
with no concerns of the thoughts or interactions of others. This allows for more

precise interpretation of the data, as it is unbiased by the opinions of others. There is

70



Chapter 3

no sense of conformity within the data. This method allows the researcher to build a

strong rapport with the participant and gain some depth of insight (Guest et al, 2017).
3.6.4.3 Benefits to this study

Using semi-structured interviews enabled participants who were unable to attend the
focus groups, to provide their views and experiences. This was particularly useful for

staff who had busy schedules or were geographically distant from the research.
3.6.5 Recording and transcribing the data

In this study each interview or focus group was recorded with a digital recorder, for
which each participant had given written consent. The audio recordings were saved
to a password protected computer, and then transcribed by me. This enabled the
initial data immersion to happen at a very early stage in the research processes, as |
had conducted each interview. The process of then transcribing the interviews
allowed the words and meaning to seep into the written word and some analysis took
place at that stage. The critical ethnographic approach meant that the words
themselves needed to be recorded accurately, but the pauses, and intonation was less
critical. Laughing was noted, but not every sigh or audible sound was documented in

the transcription.

3.7 Ethical considerations

Older participants were observed undertaking their regular exercise activities.
Permission was sought from the group leaders, and observation only took place if all
the participants were willing to be observed. No participant objected to the

observation and the writing of field notes at this point in the research process.

Participation in the focus group was optional. Each participant was required to give
written informed consent (Appendix M). Each participant was assigned a code which
related to the group they participated in, and their individual number. There was no
identifiable data from any reports or other outputs form the participant data. The
interview with the National Commissioner (NC) was slightly more complex, as there
is only one post holder, so it is an identifiable post. I had some further discussion
about anonymity, and he offered his support for identification within this thesis but

asked for further review for wider publications.
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Two of the focus groups were before and directly after the exercise group, but for
the third exercise group participants returned specifically for the group. Only one
person was unable to return as they were at work. This meant there was some

possible bias which will be discussed in chapter Seven.

The non-exercise focus groups took place before and after their usual group session.
The staff participation group took place at a time which was most convenient for the
participants, and at a suitable, accessible location. The individual interviews were
arranged at a mutually convenient time and place, and one was conducted by

telephone.

All participants had capacity to choose to participate in the group, and to withdraw or
decline to contribute at any time. One person joined one of the groups but did not

want to sign the consent form, so their data has been excluded.
All participants will have full sight of any published outputs.

[ completed a Lone Policy Worker assessment (Appendix C), and each activity was

risk assessed using the University Guidelines.

Ethical approval was sought before commencement of data gathering via the
University of Southampton Ethical Committee (ERGO). This was granted on January
16th, 2017 and the study given ethics code: 19603 (Appendix A).

3.8 Thematic Analysis

Thematic analysis was selected as it is the foundational method for qualitative
analysis (Braun and Clarke, 2006). Thematic analysis an analytical tool which assists
with data management, by forming a series of thematic matrices by identifying,
analysing and reporting patterns within data. Thematic analysis is used within many
approaches, as it is not tied to a single discipline or theoretical construct (Corbin and
Strauss, 2015 and Maguire and Delahunt,2017). It is often described as the first
method novice researchers should learn and may even be described as a tool to use
across other methods. The process of analysing data is dependent on the quality of
the data gathered from the interviews and focus groups (Braun and Clarke, 2006,
Ritchie et al, 2014). Itis also flexible in its use, and with data drawn from field notes,

and observations, focus groups and in-depth interviews. Thematic analysis is
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frequently mentioned in research but is under-developed as a way of undertaking
analysis (Lathlean, 2014). This flexibility was invaluable to this study. For this study,

thematic analysis was used as a method in its own right.

The analysis involves familiarisation with the data to define emerging themes, by
discovering, interpreting, and reporting patterns and clusters of meaning within the
data (Ritchie et al, 2014). The analysis for this study was undertaken by hand with no
software packages. This was felt to enable closer access for the researcher and the
data. The data were then indexed and charted into those themes. Mapping and
interpretation enabled associations of themes, and explanation of findings (Lathlean,
2015). Central to the credibility of qualitative research is this data analysis. It was
useful in this study as it enabled large amounts of disparate data to be quantified, and
collected in similar themes, to see patterns and repetition within the data, as well as

new concepts identified by participants.
The Six-step process for undertaking the analysis was used (Braun and Clarke, 2006).
Step 1- Familiarisation of the data

Observing the groups, and understanding their context was part of the
familiarisation. Familiarisation asks the question 'what are people saying that is
relevant to the research question?’ This enables the labels which are generated to be
supported in and grounded by the data (Ritchie et al, 2014). I had undertaken field
notes of observations, the focus groups and all the interviews, so the content was
already familiar. [ then transcribed each of the focus groups, and interviews, which
enabled a sense of full immersion in the data and a degree of familiarisation. Patterns
and similarities were visible across the data sets and groups of similar concepts were
themed together. The emergence of some common themes such a knowledge of the
benefit of exercise, psychological support from the exercise groups, and the
importance of the instructor were evident at this first stage. The description of some
things as facilitators and some as barriers was obviously revealed at this very early

stage- but was called ‘positive’ and ‘negative’ initially.
Step 2- Generating initial subthemes

This step asks, 'what headings can people's views be organised into?' The initial

subthemes were constructed from the data as it became familiar to me. The first focus
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group to be coded was the Tai Chi group- EX1. The transcribed text was split into
significant statements, and then tabulated, line by line, and sentence by sentence.
Each quote was then summarised into an emerging concept or statement. This
generated a long list of subthemes. As more interviews were undertaken similar
concepts were coded, and new ones were added. Patterns and repetitions were noted.
As the data was gained from focus groups with wide ranging opinions, and
experiences, the challenge of indexing and sorting the data at this stage was
demanding. For example, whenever participants talked about the instructor
characteristics and performance, I labelled this as “instructor knowledge”. The idea of
positives and negatives became barriers and facilitators to participation as more data
was reviewed. The ideas of social, political and economic facilitators were more
evident as the staff focus group was analysed. The data were coded using tabulated
word documents. Further themes around the impact of experience of exercise
throughout life, was evident, as were the social, political, and economic facilitators to
participation. These themes and the topic guides are referenced in Appendix O-R, and

the themes in Table 3.2.
Step 3 Searching for themes

This third step enables the researcher to ask, 'which chunks of the data are around
the same area and so therefore belong together?' These similarly labelled data chunks
were then analysed together (Ritchie et al, 2014). Themes were drawn from the codes
generated, on discussion with my supervisor and these were drawn together across
the data to generate themes of perceptions and stated views. At this stage, the themes
were generated under each of the three levels- micro, meso and macro levels, so, for
example all the statement which were internally generated or personal ‘I ‘statements

were grouped at ‘micro’ level,
Step 4 Reviewing the themes

This step enabled further review of the way the data was organised to explore any
more coherent groupings. The data was checked, and reviewed again, across all the
data generated. The themes generated were reviewed together with the field notes
and observations of the ethnographer to triangulate and refine the themes, by
comparing the similar themes collating them together in a separate word document.

The coherence of the data was reviewed, and amendments applied to draw out the
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final themes. The detail between the micro level data and meso level was challenging,
and some of the themes seemed similar, but were different as to whether they were
evidenced by action and behaviour or were speculative. As the data had not been
analysed electronically, a folder of all the data themes and codes with all the quotes

from the interviews, focus groups, and field notes was set up.
Step 5 Summarising and displaying the themes

The final step of the data analysis involved defining exact terms from each
contribution to each theme. The themes describe what each participant was
presenting in their dialogue. These themes were derived from coding all the

transcripts and then grouping the codes.

The segmenting into overarching themes at micro, meso and macro level for
participation in formal exercise programmes, became clearer as the individual
participants expressed both their own experience which they believed and acted out
(micro-), but then speculated and observed the experiences of others (meso), and
then described some of the higher-level themes at a national level (macro). This
resonated with the three levels of Michie’s Behavioural Change Wheel (Michie et al,

2011).

Abstraction and interpretation developed the final tables of the data. This separated
the data into facilitators and barriers, with the themes at micro level, which describe
individual expressions of exercise at a personal level, meso level expressions of

exercise in old age as a descriptor of others behaviour and macro level of expression

at a whole system level.
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Table 3.2 Subthemes and themes for qualitative data

Theme Facilitators Barriers
Sub theme Sub theme
Micro level | Knowledge of benefits of exercise | Physical and psychological issues
Intrinsic feelings around exercise
Social component of exercise Gender differences
Life course experience of exercise Seasonal variation
Meso level Family influence Psychological access

Physical and environmental

access

Local or community influence

Lack of variety and tailored

exercise

Community knowledge of what is

available

Cost

Instructor- knowledge and

Instructor- content, style

character
Macro Level Social Social
Political Political
Economic Economic

Step 6 Writing up.

A data repository was used as a source for specific quotes for the results chapter.

Further development of the micro, meso and macro level of experience of exercise

came as the results themes were being written up. The themes were reviewed against

evidence found in the literature. The data themes reflected what had been articulated
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in other parts of the world in the literature, but there were some views and
experiences which held the most influence over participation in this local context.
These at a meso level, the lack of understanding from prescribers to offer appropriate
exercise interventions. The second also at meso level is the lack of skill and capability
to support concordance, and finally also at meso level the misconceptions and

cultural beliefs around exercise and ageing.

3.9 Methodology limitations for quantitative and qualitative data
3.9.1 Framing data Limitations

This section will briefly review the limitations of the framing data and the usefulness
of using the questionnaires. This data set was small, however, it is still of some
interest as a descriptor of the participants. The quantitative tools used in the study
have their limitations, as neither of them have currently any significant clinical
uptake. When the project was proposed there were no tools being used clinically with

demonstrated validity and reliability for either frailty or wellbeing locally.
3.9.1.1 Wellbeing Measures

The CASP19 tool was chosen as it had been already described in section 3.5.1 (Hyde
et al 2003, Wiggins et al 2008). It has been used in 20 countries in all the major
continents (Hyde et al 2015) but is not used routinely clinically in the UK. However,
OpQoL has gained some clinical footing and has been shown to have better reliability
and validity than CASP19 (Bowling and Stenner 2011). As already explained the
numbers of participants renders any correlation between frailty and quality of life by
inference only. There is some potential for common-method variance, as there were
no objective measures around income/wealth, or objective health measures

undertaken in this study (Hyde et al 2015).
3.9.1.2 Frailty Measures

Measuring frailty has developed significantly since the inception of the study. A
simple frailty questionnaire has gained some recent uptake in the clinical setting. It
was devised by the International Association of Nutrition and Aging and requires
answers to 5 simple questions. It was validated in 2012 using the African American

Health data set (Morley et al 2012) and advocated by the frailty consensus call to
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action in 2013 (Morley et al 2013). Use of the Frail Scale rather than the Southampton
Modified CHS Questionnaire would have improved the study, because of its broader
recognition as a tool for screening for frailty. However, this was not so well known

when the study was devised (Appendix K).
3.9.2 Qualitative Limitations

The limitations for ethnographic methodology and specific data gathering methods in

this study will be discussed briefly here.

Ethnographic research is often dismissed for its inability to transfer to other cultural
situations (Savage 2000) and its lack of applicability. However, any change
management requires local interpretation (May and Finch 2009), and the detail of the
ethnographic approach allows for any local nuances to be compared, and appropriate
adaptations made. An ethnographic approach allows for the narratives to be studied
in multiple contexts and at many different levels, through observation and participant
accounts (Griffin and Phoenix, 2015). This enables a local iteration to be developed
and implemented, rendering the original research useful. The expectations are that

this work will be usefully interpreted in other cities and contexts.
3.9.2.1 Bias

The question of bias in ethnographic research is significant, as by its very nature the
researcher is part of the ‘system’. In this case | was a service provider, and well
known within the communities. The purposive sampling allowed for some potential
bias, but the desire to hear from a variety of settings was the dominant objective, and

was achieved, until data saturation was reached.

The complexity of critical ethnography encourages the researcher to challenge the
domination of the accepted powerbase, by searching for truth. The compelling voices
of older people themselves is the dominant sound echoing in this data. This does not
rely on consensus (Vandenberg and Hall, 2011) but on every individual voice. These

voices have been heard here.

My own bias may have encouraged participants to be more outspoken, but this simply
adds validity to their words. One way to have limit this bias would have been to work

with a second researcher so that one person acts as moderator for the focus groups
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while the second is an observer (Goodman and Evans, 2015). However this was not

possible within the constraints of this study.

The bias of the specific questions being asked by the researcher may have led to
biased selection of data and emphasis in interpretation. However, as has already
been described, this interest in specific data may well be of interest to other staff too

(Vandenberg and Hall, 2011).
3.9.2.2 Ethical implication

The practicality of understanding the ethical implications of the study was addressed
in 3.6. The nuances are further discussed here. The key component of the ethical
implication of this research was in establishing and maintaining trust within the focus
groups (Simon 2009), to ensure each participant was at liberty to speak from their
own experience without inhibition. Within the undergirding ethical code of ‘doing no
harm’ all the formal procedures were adhered to, and the nature of the focus groups
were unobtrusive, but honest. Conducting the groups within the normal settings,
meant that participants were at home in ‘their’ environment, and there was no power
conveyed by me, by people entering ‘my world’. My own familiarity elicited honest
discussion, which was evidenced by disagreement sometimes between participants.
The participants in exercise groups remain completely anonymous, however, some of
the staff and providers could potentially be identified by their roles within the
locality. However, there may be one or two people undertaking similar roles, which
has preserved anonymity. However, the National Commissioner holds a unique role,
and it is possible that they may be identified. Consent has been given for this level of
identification for this thesis, but any additional publications will need scrutiny by

NHS England, and the participant.
3.9.2.3 Focus groups

The detail for the benefits of using focus groups in this study are recorded in Chapter

3.6.1. The richness of the data gathered is evident.

Focus groups which have a natural hierarchy within them, may limit what people are
prepared to share because of the lack of confidentiality of the information spoken
within the groups (Goodman and Evans, 2015). Even when it is not passed outside of

the groups, some things may not be shared to not ‘offend’ other participants- this bias
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was mitigated for somewhat by keeping the groups to older people and their peers

only.

Another limitation occurs if a participant is very vocal in their views and dominates
the group, they may stifle any meaningful participation from others in the group. This
was not the case in any of our groups of older people, but one of the exercise
providers was very outspoken, but [ was able to continue to move on with the

discussion and gain participation from everyone present.

One of the limitations in this study were the small number of groups which
participated which calls into question the adequacy of the data (Ritchie et al 2014).
However, it was felt that data saturation had been reached, giving the data
trustworthiness and credibility. Nevertheless, the variety and complexity of exercise
groups mean that there may have been some key themes which did not surface but
would be evident if further demographic groups were studied, for example in a very
affluent area, or a Bangla dance group in the city centre. The groups were certainly

limited in their ethnicity, and demographic variables.
3.9.2.4 Field notes and participant observations

Wolfinger notes that ‘ethnography places much discretion in the hands of the
researcher’ (p87 Wolfinger 2002). This ‘discretion’ may also have introduced some
inherent bias, which simply re-echoed what | was hoping to see and find. This has led
to further reflection, in the discussion chapter. The methodology of using field notes
and participant observation (PO) has been detailed in Chapter 3.6. These were the
hardest to document, as the barrage of information in every group was at times
overwhelming, and it was very difficult to define what was going to be important to
document at such an early stage. | had given myself a very broad remit, and could
have had tighter guidelines, which may have generated more rich data. Working as

part of a team would overcome this.
3.9.2.5 Semi structured interviews

The detail of the method used is described in Chapter 3.6.4. One weakness of a semi
structured interview is the loss of the enriched conversations which had taken place
within a group, which may result in a ‘monovision’ (Tod 2015). There is also a strong

possibility for researcher bias, for the interviewer to seek answers for preconceived
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ideas (Alshengeeti 2014) using this method, but this was mitigated for in this
research by using the same topic guide which had been used for the focus groups. The

time taken for each interview is also commonly listed as a limitation (Dearnley 2004)

The enriched data from approaching people who were unable to attend the fixed
focus groups, however, contributed to the macro level understanding. These were
local or national leaders, who were able to be candid in a 1:1 discussion but may have

felt more constrained in what they shared in a wider group.

3.10 Reflexivity and my role in the construction of the interview Data

There is no doubt that the researcher carrying out the research has an influence on
the collection, sampling and interpretation of the data. All research is value driven
and cannot be undertaken from a ‘neutral’ standpoint in the traditional sense
(Vandenberg and Hall 2011). To begin to understand this and increase the
trustworthiness and integrity of the data, it was important for me to reflect on my
own position as a researcher, and how my position may introduce bias into the

research process.

There is also recognition that the research outcomes are influenced by the interaction
between the researcher and the participants. This enhances the need for the
researcher to undertake extensive reflexivity and express value orientation
throughout the process (Vandenberg and Hall 2011). [ kept a journal of the

observations in the field- along the guidelines

[ worked hard to avoid research bias by reviewing the data and reflecting on all
claims about truth equally. This was particularly challenging when analysing the
interview with the commissioner. He gave much optimism for ways of developing
locally, as a clinician working in the area, [ was all too aware of the deficits and the
lack of objective movement towards inclusive commissioning. But I had to remain
unbiased during that interview, to enable the participant to speak freely of their own
understanding and aspiration for service delivery. It was helpful to appraise these
statements against those of the staff and the providers, and against the experience of
the older people themselves but it was challenging not to overlay this with my own

bias.
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[ endeavoured not to influence the direction of the focus group with staff. This was a
challenge, as they were a big group and it would have been very easy as a well-known
senior clinician, to direct the discussion with considerable bias. I facilitated the focus

group to allow the flow of the discussion but without my personal influence.

Carspecken (Vandenberg and Hall 2011) suggests researchers undertake peer
debriefs and use multiple sources of data to avoid researcher bias where there were
situations of oppressive power at play. As [ was not the ‘clinician’ or ‘provider’ in any
of the situations, this requirement seemed unnecessary. In fact, in one of the two non-
exercising clubs [ had visited, [ had been just another guest, who then went on to ask

some questions of some of the older people, around the table.

[ tried to ensure that all the participants were at ease, by choosing to meet in their
familiar environment and choosing a time which was suitable for them (Hammersley
and Atkinson 2019). This worked out to be before or after their regular group met, in
their own location. They were all therefore on their own ‘home territory’ and at ease
in their usual setting and so able to speak openly. In the groups with older people,
they all knew each other much better than any of them knew me, which enabled me
to be much more ‘invisible’, and just ‘toss in’ a question or steer to focus the
discussion again. I do not feel that my presence changed or influenced what any of the
older people themselves may have thought or said. I think some of them may have
thought I had some influence over the future of the group or service they were using,
so some of them may have been more forceful in the way they described what they
wanted to happen, or what they perceived as the pitfalls. I did explain that I had no
influence on their particular group or service but hoped to publish my findings, which

may have some wider influence.

The anonymity was harder in the focus group of health care professionals, as many of
them knew me very well, and the discussion in the focus group may have represented
a follow-on conversation of many previous discussions we had had. This does not

invalidate the data but needs to be carefully triangulated with what others are saying,

and what the local policy dictates.

[ attempted to demonstrate that [ was listening carefully, using thoughtful body
posture and giving attention to each speaker. I showed that I wanted to hear the

detail of the answers, as well as drawing out further rich experiences from the
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participants. The fact that the discussions were recorded gave assurance to the
participants that ‘nothing was lost’. 1 did occasionally have to call back to the
question, but this did not interfere with the fluency of the discussion. I tried to be
non-judgemental in response to whatever was said in the focus group or interview
and probed for more detail if possible. Each of the focus groups and interviews were
different in context and location, and the dynamics of the groups were very different.
[ adjusted my questioning and style to allow for each group, and to ensure everyone
was included. I have tried to maintain the ‘character’ of the group in the data analysis,

as this dynamic is a compelling narrative for participation.

The thematic analysis of the interviews and focus groups and field notes data was
undertaken by hand, and further searches were undertaken using each document to
cross reference. The actual analysis was certainly influenced by my own world view,
as I saw themes from my own perspective, and may well be interpreted differently by
someone else. However, the data was shared with my supervisor, and the themes
agreed. I therefore believe that the results presented are an honest account of what I

have heard and have not been purposively manipulated.

3.11 Resources

There were no additional resources available for this research. Iundertook the
transcription, to begin to understand the data themes, and so no additional cost was
incurred with this process. The recording equipment was borrowed from the
University of Southampton, at no cost, and all the software was already installed on
laptop/desktop used for the research and stored securely on the University intranet.
As part of my consultant training, | had been given office space for my clinical work,

and I continued to have access to this space during the writing up phase too.

As all the groups were already established, there were no additional expenses to me.
No additional provision of refreshments to the focus groups was required as these

were already part of the usual group.

[ did have to pay for meals at the lunch club (£3.50), which did not reflect the high

quality of the meal. I was not asked to contribute to pay for the Tai Chi class.
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The resources required by the participants were different for each group, and are
worth mentioning here, but the implications will be picked up again in the analysis

and discussion of the data.

The Tai Chi group was funded entirely from the week-by-week payments by the
participants. This included the room hire, and the payment of the single instructor, or
a substitute if he was away for any reason. The participants paid £4.00 each week,

and the instructor himself collected ‘subs’.

The falls group was a commissioned group. There was a complex payment
arrangement, as people were recruited by Age UK, but the service was provided by
the Saints Foundation, which was subsidised by a grant. This meant that although
people were ‘expected’ to pay, there was in fact no exchange of funds around the
exercise group. The group took place in the Stadium of the football team, which gave
it a certain weight, and kudos. Initially the group was held in one of the management
suite rooms, but by the second visit it had grown too big and was being hosted in the
main reception area next to the football pitch. The class was delivered by two level 4
trained instructors, and two apprentices, who were learning the trade, and who are

referred to in the interviews.

The pulmonary rehab group was entirely funded and provided in a treatment facility.
A specialist physiotherapist, with the support of two junior therapists, and a
rehabilitation assistant, ran the group. The therapists often overlapped with the
clinical support, which was given when participants attended for their medical
checks. Participants brought their own refreshments, and didn’t have to contribute to
the class, but did have to pay for their transport. Many of them took part in a second

free group at the same venue on another day.
The non-exercising groups were both provided in church halls.

The first one was a long-standing group, which met for talks about various things of
interest and had tea together afterwards. The participants contributed £1 each visit
toward the tea. The organisers were responsible for collecting the money at the tea
break and recording it. Some of the participants sometimes took this role, and they
were all very good at reminding each other to pay and paying for each other if they

had forgotten their money. Most of the participants lived within walking distance of
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the church hall, and so walked to the group. The few who were unable to walk the
distance, were given lifts by the group leaders, or other members of the church. The

church waived the cost of the hall.

The second group was an intergenerational lunch club, where people paid £3.50 each
week for a home cooked meal of two courses. A chef who came to cook on his day off,
provided the meal, and many of the ingredients came from a local recycling project

called Fair Share, where supermarkets overstock was redistributed. Those attending
were given help with transport by lifts from people within the church, some of whom

helped, but some simply offered lifts. Others were able to bring themselves or walked.

As there was a cost for each participant, anyone who may have been unable to pay for
themselves, or their transport will not have been able to attend a group and was
therefore excluded from this study. The barrier of cost was mentioned by some of the

participants in the focus groups.

3.12 Summary

This chapter has outlined the detail of the qualitative and quantitative methodology
applied in this study. Each method has been reviewed with some of the strengths and
weaknesses pertinent to this study. The detail of the methods undertaken in this

study have been discussed, and a description of the data gathered.

The chapter has also discussed the pattern of data analysis using Braun and Clark’s
thematic analysis (Ritchie et al, 2014). The finding from the quantitative data will be

discussed in the next chapter.
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Chapter 4 Findings

4.1 Introduction

This chapter will present the findings from the data gathered during the study. 32
participants were recruited to the study. 20 were exercise participants, and 11 were
non-participants. An additional 12 staff were either interviewed or participated in a
focus group. The first objective of the study was to identify and describe the exercise
practices in the study area. The study setting was described fully in section 3.4.1, and
the details of the characteristics of the groups studied also detailed there. Only one

male participant was from a BAME background.
4.1.1 Characteristics of participants

The older people who participated in the study were all invited to complete two
questionnaires, to describe their feeling of wellbeing, and also determine a degree of
frailty. 31 older people completed the two questionnaires. More participants were

women, with only eight out of the 32 participants’ male.

The self-reported scores, are detailed the table in 4.1. The CASP19 gives a total
Wellbeing Score, out of 57 as a maximum, with higher score indicative of high levels
of wellbeing. The score is separated into Control, Autonomy, Self-realisation and
Pleasure (CASP). The Full CASP scores are available in Appendix S. The data show a
high degree of wellbeing experienced by all the participants. However, the highest
scores were given for Pleasure, with mean scores for each group, exercise and non-

exercise ranging from 12.75- 14.2 with a possible total of 15.

The Southampton modified CHS questionnaire score gives an indication of the
likelihood of frailty, with 0/1 suggesting frailty is unlikely, 2 is indicative of prefrailty,
and a score of 3+ suggesting that physical frailty is likely. The full frailty scores are in
Appendix K. Only one of the exercise participants and three of the non-exercise

participants in this study were living with severe frailty.

One person in the EX3 was unable to complete the CASP 19 score due to his literacy
level, and only one male participant was from a minority ethnic background. One

participant disliked completing the CASP19 and the Modified CHS and wrote on his
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questionnaire that CASP scores were too broad to get a useful answer. He also felt the

Likert scale was not detailed enough. He wanted a category for ‘always’ and felt that

‘sometimes’ and ‘not often’ were too alike to be able to differentiate between.

My objective for gathering some quantitative data was to simply describe the

participants and understand better the degree of frailty people were living with, as

well as quantify the sense of wellbeing participants were expressing. This was of

interest to me and gave an opportunity to see how these tools might be used in

clinical practice. The quantitative data gave understand of the experience of exercise

for these particular participants, with reference to their wellbeing and their state of

frailty.

Table 4.1 Summary description of participants, setting, CASP and frailty scores

Focus group/1:1 Number of | Setting CASP Frailty
interviews participant Score Score

S (mean, (mean,

range) range)
Exercise 5 Tai Chi Group 45 0.5
participants 1
[Ex1] 1 male Neighbourhood Range Range
Centre

4 female 36-55 0-1
Exercise 7 Third sector falls 46 1
participants 2 prevention Group
[EXZ] 7 female 36-51 0-2
Exercise 8 NHS Pulmonary 40 1.5
participants 3 Rehab Group

6 male 26-52 0-3
[EX3]

2 female
Non-exercise group | 6 Monthly Activity 40 1.5
1 [NE1] Group

6 female Range Range 0-3

31-52
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Focus group/1:1 | Number of | Setting CASP Frailty
interviews participant Score Score

S (mean, (mean,

range) range)

Non-Exercise 5 Weekly lunch club | 34.5 0.5
group?2

1 male Range Range 0-3
[NEZ]

4 female 32-49

4.2 Qualitative Data Themes

This section will outline the findings from the qualitative data from the focus groups,
semi structured interviews, participant observations and the field notes which were
made. This has been analysed using the thematic analysis described in Chapter 3. The
qualitative data was drawn from the focus groups and interviews with participants
for both the exercise and non-exercise participants, as well as staff and

commissioners.

The data describe the older peoples’ views, experiences and perceived practices
related to exercise engagement to better understand why some older people are
engaged in formal exercise groups, and others are not. Listening to their own views
and experiences, and observing their activities allow a better understanding and

inform new strategies for engagement.

4.3 Description of Themes

The themes generated by the thematic analysis are described here. The method of
generating the themes was described at length in the Methodology chapter (Chapter
3). The themes and subthemes from the thematic analysis are presented in the table

3.3.

The themes are organised under three levels, micro, meso and macro level of
expression. The theme of micro level describes the thoughts and expressions of

individuals about themselves, or their own actions, which includes intrinsic

89



Chapter 4

understanding, self-belief, and self-esteem. This is evidenced and referenced at a
personal level. This includes life course experiences and self-motivation and includes
statements which may have an external origin, but there is evidence of personal

behaviour change, or enactment of that thought and belief.

Secondly, meso level also describes the experience of participation, but articulates the
thoughts and expressions about other people, and their behaviour, which is
demonstrated in actions, or expressed at the level of home, family and community,
and where participants are expressing perceptions of why particular behaviours are

enacted. These will be described in Chapter Five.

Finally, macro level describes wider systems’ culture and perceptions of the whole
system by individuals. This is expressed and actioned at a social, political, and
economic level. This captures the articulations of some older people, and their lived
experience, but mostly the commissioners and staff who expressed views of the
pervasive beliefs of our health provision and society at large. These will be described

in Chapter Seven.

The complexity of culture influencing actions, at all three levels was expressed by
participants. The literature on the experience of exercise for older people (as a
motivator or barrier) was reviewed in Chapter Two. The detail and the adequacy of
the exercise was not evaluated in this study, but the overarching descriptors for the
experience of exercise for this cohort of participators has been distilled into these
three levels of experience. Each of these influences are nuanced, and impact on the

behaviours which are enacted

Each theme is described in the text with anonymised quotes which have been
selected to illustrate the key perspectives articulated, as well as the different voices of
participants in the study. Participants in exercise, older people not participating in
exercise, as well as commissioners, staff and exercise providers and referrers are

included in these quotes. The field notes also express depth to themes.

The three levels of engagement are described in the following chapters, micro level,

here, meso level in Chapter Six and macro level in Chapter Seven respectively.
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4.4 Micro level -individual’s expressions of their intrinsic facilitators and

barriers to exercise participation

This data is drawn from the cohort of older people themselves. All the data
represents the voices of older people. The data at micro level answers all four of the
study objectives, by identifying and describing the exercise practices within the study
area, exploring the viewed and perceived practices of older people in the study area,
understand barriers and facilitators and the context of participation or non-

participation, and reviewing narratives around the local specific context.

To identify and describe the difference exercise practices within the study area, using

focus groups, Participant Observation, field notes and in-depth interviews.

At this level, the ideas of the individual are the most powerful and are expressed in
terms of intrinsic motivators, previous experience, and self-motivation, or self-
efficacy- how in control the individual feels of the situation. These may be a positive
motivator, or a negative barrier to participation, and will be described in those
categories. People described both facilitators and barriers to participation at a
personal level. Accounts covered were around feelings and knowledge of the value of
exercise, previous experience and the importance of the social component of being
part of an exercise group for motivation and adherence. People described significant
seasonal variation in their activity levels, and a fear that they may not return to their
previous level of activity after a winter ‘hibernation’. The biggest barrier was around

how individuals felt about joining a new group.

Those who were not part of a formal exercise group were not necessarily inactive, but
were undertaking a variety of physical activities, often walking and gardening. The

positive motivators or facilitators to engaging in exercise will be described first.
4.4.1 Facilitators to taking part in exercise

There were several facilitators to maintain regular exercise at a micro level, which
were expressed by the participants. These can be broken down into four further sub
themes; knowledge around the benefits from participation, intrinsic feelings around
participation, the social engagement which exercise brought to the individual, and the

lived experience or life course of exercise experienced by the participants.
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Many of the participants in both exercise groups recognised the key motivators for
them was their own lay ‘knowing’ that the exercise was good for them - they
recognised the value and benefit, and were able to enact their beliefs with the
behaviour of participation. Those who participated in these exercise groups

expressed several compelling factors for them.

Almost all the participants expressed a strong opinion or ‘lay knowledge’ (see
Glossary) that they knew that exercise was good for them, from their own experience

and established habits which were key factors in their ongoing participation-

EX 1-3 ‘I think it's important to exercise, in addition to walking, which is, |
walk about a couple of miles every day unless its slippery or bucketing
(laughs,) also we have been to Tai Chi before which we had to stop because I
fractured my humerus so that put a bit of a thing on it, and I had a lot of
abdominal surgery so we had a break. We then saw this advertised in the
paper. The main attraction to me is not the exercises we do, but the sequence,
[ would be very happy doing sequence all the time, because I like the

movement, but [ am happy to accept the way that it is.’

However, participants acknowledged that exercise competes with other more valued

activities in their lives.

EX1-4' I come most weeks, unless something crops up, or 'm not well or
hospital appointments. We come as often as we can. We come as often as we
possibly can [ mean there’s been months when we come every week. That

just depends, if one of us is unwell’

Many of those who did not participate in regular exercise also expressed the view that
they knew exercise was both good and important. They also described their own
current levels of activity, which did not include participation in a formal exercise

group but was seen as justifiable and adequate.

NE2-5 ‘well it’s obviously very important. If you don’t use it, you lose it! Don’t

you?’

Many people expressed the benefit and the feelings that participating in exercise was

good for them because it helped their overall feeling of wellbeing. People described
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an intrinsic sense of relaxation from the exercising in that group, as well as de-
stressing, and accomplishing the self-motivation to participate. One participant

explained
EX3-6 ‘it's your own self-esteem isn’t it? It makes you feel better in yourself.
Another linked the need for self-management as being key to feeling empowered-

EX3-4 ‘and it's about depression. When you get into that depression part, my
sister said, the tablets wouldn’t help you; you’ve got to bloody do some of it,

for yourself.’

A third was pragmatic about the internal challenge to remain motivated to

participate.

EX1-3 ‘it’s like most exercises and that, you sort of have to motivate yourself,
you think if I can’t be bothered to do it today, and don’t do it today, but then

tomorrow, if [ don’t do it tomorrow, either, and it’s the slippery path.’

One of the non-exercising participants, who was living with frailty, recognised the

need for an incentive, or a specific goal - a reason to be participating.

NE1-5 ‘An incentive makes a great difference, so if there’s an aim to going out,
then you forget, and you do more than you would normally, because you just

forget about it

The added social interaction of participating in an active group was perceived to be a

very important motivator to many of the participants.

EX1-1- ‘well we are a group, we know each other. If it weren’t there, would

we exercise?

They reported humour, and a sense of belonging, as well as knowing it is a good place

to be.

EX2-7 ‘O the company! Definitely the company. We have such a laugh in

there.
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Another described the feeling of wellbeing generated from the exercise group

participation.

EX2- 2 ‘Well I feel fitter, and it’s nice to come out socially with my friends, and

it’s a pleasant place to be.’

The groups felt like being part of a ‘family’ for some of the participants, which was

evident from the field notes from the Tai Chi group.

‘Lots of chattering amongst themselves. One lady was giving out Christmas
gifts and inviting other group members to choose a flashing Christmas

ornament.’

The final area of facilitation for exercise explored at a micro culture level, is the aspect
of a life history of participating in exercise which leads to continuing this in later life.
This life course experience seemed to enable people to participate and then maintain
their participation. Participants talked about ‘always doing something’, and so just

continuing on, as they grew older.

EX1-2 ‘1 used to do Tai Chi at work, and well I have always done some form of
exercise lots of - dance- and I still do go to dancing classes, but [ wanted to

carry on doing the Tai Chi.’

For one of the participants it was clear that it needed to be the right sort of exercise
to attract her- as she was not ‘sporty’ as a youngster- but she liked dancing, so the fact
that she could continue to undertake a music based rhythmical exercise was

compelling for her.

EX1-3 ‘Yes, well for me, I'd say, ['ve always done dancing from a really young
age, and er, [ think you, like the others are saying, you know it does you good,
and you just want to keep going. | mean [ don’t want to just sit and doing
nothing, I want to get up, as long as I am able. | want to keep going, sort of

thing, as long as I am able to.’

Those who were not in a formal exercise group still talked about a mind-set of
wanting to maintain their levels of fitness from their younger days and be engaged in

activity. This activity was mainly walking, and some of it was functional, such as
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walking the dog, or getting to church. The only male non-exercising participant with

frailty described his schedule.

NE2-2 ‘T am out every day! Virtually, because, since I stopped driving, so |
have to walk or bus, so I am out shopping every day, for myself or for other
people, that I shop for, or 'm down the church doing things, meetings at the
church, or at groups and things, so I am out every single day of the week,

somewhere, doing something,’

And another person described their pets as a key, with the habit of dog walking an

incentive to keep moving and exercising.

NE1-1 ‘I did alot, because I had a couple of dogs, so they made me go out. All
the time. [ have always had animals, so | done a lot of walking with them. But
when they passed away, I didn’t have an excuse. But you just carry on with

something else. You don’t realise that you are not exercising.’
4.4.2 Barriers within the micro culture of exercise.

The sub themes which were articulated as barriers to participating in exercise were
around the aspect of physical wellness- people felt or had been advised that they
were too unwell to continue with their activities. The social and psychological aspect
of engaging was also often articulated as a barrier. People described a fear of starting
something new, and a lack of motivation to put into action the lay knowledge of the
benefit of exercise. People also described a gender bias as a barrier to participation,

and a seasonal variation in their activity habits.

Firstly, some of the observations of those not participating in exercise gave their own
experience, as barriers to participation. Their current state of health had a significant
impact on their motivation to undertake exercise, and their own sense of their ability
to participate. People had their own internal narratives, which were picked up in
some of the field notes. Many of those who did not participate in regular exercise
expressed the view that they knew exercise was both good and important. However,
the knowledge they held was not compelling enough to motivate them to engage in a
formal exercise group. They described their own current levels of activity, which did

not include participation in a formal exercise group but was seen as justifiable and
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adequate exercise. Their own perceived physical limitation was a barrier to

participation. One non-exercise participant summarised their thoughts by saying-

NE2-5 ‘And I'm afraid I can’t walk very well now, so it is frustrating, so I'd
agree with the others. I just wish I could walk more, like [ used to. Because I

used to be in a keep fit class, but I can’t do it any more now.’
A fear of falling over was described by one participant.

NE1-6 ‘T'm very frightened of falling. Because my mother got a broken hip at
my sort of age, and that finished her, and I just know that’s so dangerous. To

fall. The balance bit, bothers me a bit.’

Another outlined her considerable long-term conditions, which influenced her

participations.

NE2-5 ‘Well um, I've had DVTs in both my legs, and now I've got arthritis,
quite badly, so I can’t do it. I try. [ do Armchair exercises, at home, but I can’t

do the walking.’
One lady described disengaging with exercise specifically due to her pain.

NE1-2 ‘Thave exercised, probably until I was about 55, round about then, and
[ had lots of aches and pains, so I stopped, I'd done a variety of exercises, over
the years, played tennis and other games, yes, but since then | haven’t done

very much at all.’

Another lady who reported a significant degree of frailty, suggested that there were
very real fears such as being unable to participate fully, and even getting stuck on the
floor, which was a barrier to participating in any formal exercise, where there was

any uncertainty about what the content of the activity might be.

NE1-4 ‘T'd love to sit on the floor and do exercises, like | used to. But I can’t do

that, cos I'm frightened I can’t get up.’

Some of the non-participants in a formal exercise groups expressed clear rationales

for why they were not actively engaged in a regular exercise group, such as health,
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and pain, and fear. One was candid about the motivation needed to participate as

being a barrier.

NE1-6 ‘It’s easy to get into that frame of mind, isn’t it? Not wanting to do

anything.’

These were around boredom with the provision, and other participants, leadership
changes, laziness, and anxiety, or mental health issues, and lack of motivation to

exercise, but wanting a quick fix.

Two participants, both in the cohort of those who exercise regularly, mentioned the
experience of the genders as a possible issue but felt that men and women may have
different needs which should be addressed as one of the components of accessible

exercise.

There were fewer men participating in any of the focus groups undertaken and field

notes from the Falls Group indicated fewer men were involved.

‘The group comprised an apprentice and an instructor and 22 older folks,
only 7 were male. 3 of the men had severe dementia and were part of the

whole group.’

One of the women mentioned the lack of women only facilities as being a possible

barrier to her peers, and others concurred with this.

EX3-6 ‘Um, sometimes, it’s just that ladies, men and ladies are different

characters, you know.’

Some people who were not in formal exercise groups expressed a change in their
activity levels which were very seasonal. People were much more active, walking, and

gardening in the summer, but less so in the winter months.

NE2-1 ‘In the summer, it’s good, because I actually mow the lawn, and we've
got an acre of ground, so to mow the lawn is quite extensive. So that’s quite

good, but apart from that- I don’t do much in the winter.’
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And NE1-6 expressed a clear change in physical function over the winter which called
into question the possibility of resuming activity at the previous autumn level of

activity.

NE1-6 ‘until this winter, I swam twice a week, but I haven’t. This winter I
have not. I don’t know if that’s the end- [ am not quite sure. If that’s really it

with swimming.’
Field notes also mentioned some seasonal variation

NE2-FN ‘People talked about seasonal variations in their levels of activity,
which [ hadn’t thought of. Throughout the year, folk move less in winter. It's
obvious, but I hadn’t clocked that previously.’

4.5 Summary

This chapter has described the facilitators and barriers to participation in
exercise by older people, at an intrinsic, or personal level, micro level. The
facilitators were expressed as an understanding of the usefulness of exercise
to keep healthy, a sense of self-empowerment through participation, and the
value of the social interaction of participation. People also described a strong

life course relationship with exercise which continued into older age.

Barriers to participations expressed were around current state of health
which prohibited the exercise on offer, such as pain and fear of falling. Others
described a lack of motivation where the challenge of participation
outweighed the perceived benefits. There was a seasonal variation in
participation, and the lack of gender specific groups was also seen as a

barrier to participation.

The next chapter will review the meso level of understanding the

participation of older people in exercise.
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Chapter 5
Meso-level of exercise in old age- perceptions of

others’ experience, and external influences

This theme describes the beliefs, which developed around home, family and
community and the perceptions of exercise within old age. Opinions, which are not

enacted, but are speculative are included here, as they are extrinsic articulations.

The data is drawn from the focus groups and participant observation and field notes
for the older people participating in exercise (Ex 1-3) as well as those who do not
(NE1 and 2). Some staff also commented on their understanding as to why older
people may or may not participate in exercise in the focus group (C-) and also in the
semi structured interviews undertaken. The data describes the study objectives of
exploring perceived practices of exercise, understanding barriers, facilitators and
context of participation and non-participation by older people, and the staff who may

or may not support them.

Facilitators around home, family, community and the positive experience of the
instructor are described with illustrative quotes, followed by the barriers of physical
and psychological access, community knowledge, cost and the negative influence of

instructor. A summary of the themes and subthemes are presented in Table 3.1

5.1 Facilitators within meso level

A propensity to engage with exercise came from home and family, with societal
expectations and norms acting as an external motivator. Where this was expressed as
part of other people’s potential motivation or lack of motivation it was themed at the
meso level. These thoughts were not actioned by the individual but were being
narrated and reflected on as a possible scenario for others as speculation of how they

may feel.

People seemingly participated in formal exercise groups, if the meso level barriers
were addressed and partly or wholly overcome. Some of the aspirations of what good
exercise provision might look like were expressed by those who did not participate in

formal exercise programmes but said they would like to.
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The beliefs around activity, and engagement within family and home was expressed
as a facilitator for some people to participate. One described her children being
delighted by her engagement suggesting that those close to a person are important
reference points for engagement, implying an element of collective motivation is

relevant.

EX2-2 ‘well I don’t know about friends, but my family are over the moon that
[ do it. Because they can see the improvement of what I am doing, the stamina

it’s built up, everything.’
And another described having an active husband who inspired her to keep moving

NE1-6 ‘Well [ am lucky of course because I have a very active husband. That

motivates me to try to keep up!

The commissioner recognised the key role, which families and others close to a

person have to play to develop and encourage participation.

NC T've done some co-production around the frailty agenda and the GP
practice, and we changed our language. It feels like we are paying lip service,
a bit, but we need to move towards using, particularly around prevention, as
deploying older people as solutions to develop their own ways- if the
grandkids are cajoling them and using them as an asset. They are a huge

amount of untapped value.’

The behaviour of the group was sometimes set more deliberately by the way the
group was commissioned rather than by individuals. The local falls group provider

noted some gaps in provision

FGP ‘we need a network- a proper sorted out network of activities for this
age range. ......We want 200 sessions a week, where there is lots of options for
people to use, right from the very top end of gym use all the way down to, you
know, one lady in a church hall running a class. But we want it to be a
standardised thing, so everyone is doing the same thing and are all working
towards the same agenda, and it, the standard of instruction is the same, it’s

having that, you know, it's a huge market. And it’s one that’s being missed
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out! ....... our two-year plan is to work towards that with the CCG backing, so

that's where we are hoping to go.’

The falls thematic lead identified that there is a lack of understanding for what age-

appropriate exercise looks like for older people.

FTL ‘um some of the time it is just identifying what exercise is! Some of them
are very good at exercising; some of the older generation have inherited a
model of exercise which tends to be mostly flexibility. Which is fine, if they
still need to be flexible.’

The strong local allegiance to a premier football club was particularly appealing to

those who were in the falls group, which was captured in field notes

‘the football identity seemed strong and people enjoyed being part of the
football heritage of the city.’

There was recognition that behaviour change often happens with a significant event-

one exercise instructor stated-

C-E1 ‘People only decide to become healthy when something drastic

happens.’

NE2-2 ‘Looking at the age group, I think that perhaps it might be that if they
find they can’t keep up with their grandchildren, or their children, or
something like that, then that might say to them ‘o no I need to get a bit
fitter’, to get a bit more involved with them, or that sort of thing. Or probably

wanting to lose weight as well.

This points to the key opportunity which health professionals have to include
exercise as a core part of any recovery process, and rehabilitation for someone

experiencing any health crisis.

The easy access to the facility, was fundamental to many participants. Field notes

gave some insights as to why people participated in the group.
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‘The local nature and ease of access of the exercise was significant, and
something about being encouraged regularly helped people to feel they were

being pushed to keep involved, and to stay engaged with the group.’

Many of the staff and exercise providers interviewed had a good understanding of the

benefit of exercise, and why participation was important.

C-E1 ‘yes because of all the falls and things that happen when you are older, if
you do the exercise, balancing, that helps. Prevent injuries, to help the

National Health. (Laughs) so not so many people coming in.’
And

FTL ‘Very very important. I think it's important for them, whether my
patients share my feelings that it's important for them is another thing! I am
always quoting that there are 180 minutes of exercise a week that they
should be doing, and it’s on a poster by the waiting chairs, that they are
reminded of it. [ challenge all my patients with the 30 second sit to stand, and
what the average is for their age, and not to just be excited because you can
stand up without using your hands, but you can do it frequently, and with vim
and vigour! If you like, and trying to make them see not just strength, and not
just balance and flexibility, and endurance and putting the whole package
together, and where necessary fitting it into everyday life, and not just being
part of exercise, or an exercise programme or an exercise class. And (the
commissioner) was also a strong advocate- I think it’s one of the critical
things. | think it’s up there with diet and social isolation. Um I think, well we
haven’t really commissioned anything in the past, or put any focus on, on, on
the wellbeing agenda really around older people. It’s all been about the acute
end, and I think erm, and with the financial climate we are in, we can’t carry
on just focussing on the acute end, and we need to shift to help people look
after themselves for a lot longer, and with, um, extending, um, life expectancy,
people are living with an illness for a lot longer, so they need to be more
proactive in managing their own health, um and diet and exercise and being
socially engaged are the three critical things, I think. But we don’t focus on

them.’
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The efficiency of the system at a community level was captured in the field notes from

the pulmonary rehab group.

‘Folk are referred for pulmonary rehab as part of their pathway on diagnosis

or with an exacerbation of the disease.’
And

‘There are two groups running, one for first time through, and then a
maintenance group for people who have already had the education
component, but are still using exercise, and are given free access for as long

as they would like it.’

Many of the participators described one of their key reasons for starting or staying
within the group was the instructor. This is a significant role, as discussed in Chapter
Two (2.4.2.1). The data show a clear relationship between the instructor and the
attrition or remaining in the group, as a participator. Many of the older people
described the ability of the instructor to tailor their groups to the needs of older
people as being a key factor for them to participate in a group. The character and
personality of the instructor was also a significant factor mentioned by participants in

the exercise groups.

EX1-4 ‘all done at the pace that an older person is capable of doing, and
almost every lesson, especially with new comers, instructor you will say, just
do what you can, don’t overdo it, which I think is fantastic. Because it puts
new people, everyone’s got to start, we've already got a group, and you get a
newcomer come in, you know you've got to feel a bit Mmmm, but (Instructor)
always makes them feel welcome. And puts them in with the group, but if it's

fast, [ don’t think EX1-5 could do it, and I'm not being rude.’

Providers also recognised the value of both the social component, tailoring, and fun as
a component of the exercise groups. This instructor recognised the holistic

component of what she was offering.

C-E1 ‘I do a class we incorporate all types of exercise. Balance, endurance, So
it’s a little bit of everything, not just doing one particular thing, um, I do itin a

fun way, and after class we have coffee, tea and biscuits, so it’s social for
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them, and once in a while, I don’t pay for it, but we go out for a meal, so they
have another social, so like yesterday we went out for fish and chips, Monday

we were at the Pub.’

Many of the participants described the character of the instructor as being critical, as
well as their knowledge. The use of humour was a significant factor mentioned. The

impact of humour is summarised by this quote from one of the exercise groups.

EX2-5 ‘And the people here are very very nice, and the two that takes us, you
couldn’t wish for nice people. And we have a laugh, and a very relaxed
atmosphere. And the lady and gentleman that runs this, they are very very

good.’

The field notes describe some of the detail of what was happening in each of the
groups, during the observation. This gives some nuances of the knowledge

demonstrated by the instructor and their behaviour.

‘Instructor greeted me and started telling me he is partnering with an NGO,
who use his sessions, and he has been invited to make a video for an
International NGO showing of using (Exercise) with people who are visually
impaired. He gave me a printed piece about the Ancient Chinese exercise
system, as a brief guide. He explained how he had worked with a researcher
in Bristol, a doctor who was doing post doc studies who had promised all

sorts of engagement, but hadn’t come back with anything.’

One of the group field notes captured something of the humour and the relationship

with the instructor, beautifully.

‘One group member said, ‘o yes, he’s a real slave driver, - we don’t take our

shirts off to show the lashes where (instructor) has been beating us!’

The key role of the instructor and the relationship they developed with participants
was articulated repeatedly in the focus groups. This was true of all 3 groups, although
the style of each group was distinctly different. The Tai Chi Quiong instructor was
described as a ‘my mate’ by one participant, and The Falls apprentices were described
as ‘the boys’ while the therapists in the Pulmonary Rehab class were supportive, with

escalating health crises, but also as ‘task masters’. One of the COPD participants’
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suggestion for engagement for other people was lacking but should be made

compulsory for the gains it gave. He stated-

EX3-5 ‘force them! Get a Whip them. Bring (physiotherapist) back! She’d

make them.’

This demonstrates the power dynamic within the different groups. Some people
clearly wanted to be meeting up with ‘friends’ in their instructors, while others
seemed to be content with a power ratio, which enabled the staff to be in charge, and
very prescriptive in what they needed to do. This was most evident in the Pulmonary
Rehab group where people were referred by clinicians to clinicians, and there was an

expectation that the clinician was the experts rather than the patient.

The other side of the relationship with the instructor will be recognised with some

barriers reported in the next section.

5.2 Barriers to participation in exercise at a meso level

There are several reasons articulated as barriers to participation at a meso level.
These are often incorporated into the perceptions and experience of home family and
community, and they have a negative influence on exercise uptake. These extracts
include participants speculating about why things may or may not happen, as well as
describing other people’s behaviour, rather than their own. The intrinsic reasons for
lack of participation have been expressed as part of the micro participation, of
exercise but where participants speculated and described why others may not
participate these have been captured at meso level. Older people who participated in
exercise had good insights to why they felt their age cohort were not wanting to

participate in a formal exercise group, examples are given.

This section includes areas of physical and psychological access to exercise, cost, and
knowledge of what is available. The instructor has already been mentioned as a
significant facilitator, or motivator for choosing, and staying with an exercise group,

but the instructor can also be a barrier. Examples of each are included here.
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The perceptions reflected within the community has an impact on uptake of exercise,
which a few of the participants articulated. They described some psychological
perceptions as a barrier to access the exercise groups. Participants from each of the
exercise groups described a lack of confidence, and a fear to joining a group, as well as

a failure to grasp the benefit.

Ex1-2 ‘well some of them will be nervous. I think, because going anywhere on
your own can be daunting, especially if you aren’t very confident, or you have

a mental health issue.’

EX2-1 ‘I think some of them, they think they’d like to join, but they haven’t
got the confidence to come-- well some people they stay indoors too much,
they don’t put themselves out, really, but this enables people to come out and

do a bit more, and with others, doesn’t it.

EX3-6 ‘But I am an outgoing person, and I'll talk to anyone, but I think some
people are frightened to come to this, because they are either really, poorly

and they don’t think they’ll get any benefit from it.’

One participant in the pulmonary rehab group was very vocal in explaining that
people lacked a sense of self-management and wanted a ‘cure’ from the medical
profession. This demonstrates the underlying aspiration of the medical model of
hierarchical ‘disempowerment’, or ‘mollycoddling’ with experts who provide a cure
which may be a barrier to uptake of exercise, where the individual is responsible for

their own destiny, and self -management. She stated-

EX3-6 ‘I think it’s like a lot of things, that we expect from the NHS, but we are
not prepared, like you said, the doctors and the nurses, and I've got a
fantastic GP, but people go to the hospital and they have put right what was
wrong- so like I've got friends who’ve had a hip replacements and ‘O I can’t be
bothered to walk today, because it hurts’, well it won’t stop hurting unless
you exercise. And ['ve spent the last nearly four years, every month at the
General because my husband has got cancer, you see people you know’ O |
can’t be bothered’, and yet they are the people who you think, ‘why do you
go? Why do you force your GP to refer you?’
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The physical environment has a significant impact on the accessibility of the exercise
group. One participant talked about the physical distance to the group as a significant

barrier.

EX2-7- ‘I think maybe the distance, but most of all the bother! I think it's the
bother really, because I think if you are keen you’ll get there. But I think a lot
of it, it’s easier to sit there in front of the telly, my age group, I'm talking

about.’

There was a physical power balance evident in one of the exercise groups, where
there was a barrier of a locked door, through which the participants were not invited
to cross until the instructor was ready, and there was a flurry of military precision to

start the class. This was captured in my observational field notes.

‘The group starts with everyone checking in. In fact, people are held outside
the room, which has a security code on the door, until the room is prepared.
This involves putting out name badges, and clipboards for each participant to

record their progress.’

People identified access as a barrier in terms of being able to get to the groups, but
also in the access to walking, or swimming facilities where they would participate in

exercise. One participant described this eloquently.

EX1-4 ‘well usually my husband brings us up, and then we walk down to EX1-
5, on a Monday we go out for dinner, she cooks us a dinner, and otherwise.
That’s another thing there are no buses, I wish you could do...  wish

someone.... ‘
She went on to say-

EX1-4 ‘1 wrote letters are upon letters, to try and get people to come up here.
There are no buses on this estate, you can’t even get to the doctor’s surgery.
Because there’s no transport up here. [ have wrote to a lot of people, the

biggest highest one, even Cameron. Yeah.’

One participant described access as a real issue,
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EX3-8 ‘that you can’t actually get physically to the place to do it. Number of
buses. Ilive in (East), but [ come here, not to (East), because its 2 buses

there, but its only 1 straight through to here.
A non-participant described some of her fear with access to the swimming pool.

NE1-6 ‘well, I'd honestly like to see more in the way of grab rails. Or
something to hold on to. [ feel very insecure on a wet slippery floor, of the
swimming pool. And I don’t want to fall. That’s part of it, and it’s cold and

)

wet.

And another described her challenge with uneven pavements which made her very

fearful of falling.

NE1-1 ‘and the roads are bad too, aren’t they? [locality] is bad. I've had two
falls on [locality]. And you feel such a damned fool! You know, everybody
runs a ‘poor old lady’ (laughter) luckily, and touch wood, I haven’t broken

anything.’

A further comment about suitability of access for older people came from one of the
sets of field notes. In one group the acoustics were so bad it was impossible to hear

what was going on.

‘The group were very cheery, but struggled to hear much of what was said,
because the room has terrible acoustics, and the young sergeant was not very

well trained in projecting his voice- or general public speaking.’

Staff recognised similar problems with getting people into formal exercise groups,

with access and the falls commissioner captured this.

FC- ‘that’s one of the main issues, people say that they become frail, they can’t
get out, and transport is the biggest problem. One of the crisis points is often
when people have to give up driving for themselves, and that may isolate
them and restricts what they can do. ....and they aren’t used to using public
transport, so they don’t know where the buses go. I haven’t got a clue; I

haven’t been on a bus for a long time (Laughs).’
But the FGP felt this was sometimes used as an excuse to mask other barriers.
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FGP- ‘yes, well transport is an issue, but [ think sometimes transport for the
majority is an excuse rather than a barrier We’ve got, | mean we have a small
transport budget in the programme, but we don’t use it, purely because if we
offer it, it becomes a need but if we don’t offer it, people still manage to find
their own way. The Public Transport is not great in the city, accessibility is
difficult, but then this comes down to how much people value and need the
service that you are offering, and I think if you look at this along the lines of
other health care, if it's a doctor’s appointment, or a hospital appointment,
they find their way, um, and, and I believe that there is you know there are
some people that are literally in that isolated situation don’t have the funds
to fund their own transport, then perhaps we can look at a solution then, but
we need to engage with them first, before we do that.......But I think if you
start offering transport solutions to the masses they will all take it, and then
you are literally spending hours, ages, just running people around, which is
not the purpose of it, and for anything, and that then creates a reliability on
you, as a service, and once that’s withdrawn, which it inevitably will at some
stage, then that’s when their involvement stops, so if you can work towards
gaining some independence, by getting to sessions themselves, then it

becomes more sustainable.’

The field notes also describe some of the issues which were observed with access to
the facility. For one of the groups the access by public transport was poor, and the
environment was not conducive to anyone with mobility issues. The activity was held

at the football stadium.

‘They arrived either walking from the bus stop, or in cars. The bus stop is
located over the railway bridge and has a very long walk up a ramp and
across a busy road. The car park is huge, and there was a really long walk
from the designated car park. People were glad to sit down! There was a loud
tanoy call as the group was gathering requesting people move their cars

(although the car park was empty), as they were parked in the wrong place!’

The physical barrier of the inconvenience of the location is one issue, but there may

have been ‘allegiance’ barriers too. While the football ‘brand’ may have been an
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attraction to some, it is impossible to quantify how much of a barrier it was to those

who were not football fans or were rival fans.

Staff recognised that the provision of exercise was not adequate to meet the needs of
older people. There was not enough variety of groups available to meet the eclectic

need of everyone. One of the physiotherapists commented

C-PT2 ‘and also, the same kind of exercise doesn’t suit everybody. You have
to find something that you enjoy. Don’t you? So, I love exercise, and I run all
the time, but there are certain types of exercise that just don’t do it for me.

And we've got to accept that that’s going to be the same for our patients.’

Participants themselves also recognised the need for suitable tailored exercise for

themselves- and a lack of appropriate commissioned services. She said

EX1-5 ‘but funding, this is what we are on about. Now I read a lot in the (local
paper) from page to page, and the funding for Zumba classes, now can you

imagine us doing Zumba (laughs) with our ailments and everything? No!”

The falls commissioner recognised that there was not adequate provision either- he

stated-

FC ‘so they are quite diverse, they are not a homogenous group of older
people. That's one of the issues that we’ve got. The Sport England profiles
produced is quite useful, cos it gives you some ideas of the range, of why

people do or don’t engage. And what, how to sell it to them’.

Staff, providers and commissioners shared reasons for non-participation. They felt
that many people with more complex psychological needs were unable to access the
current provision. They also expressed fear and anxiety as significant factors for non-
participation in a formal exercise group. They felt there were often good reasons’ why
older people were not participating in group exercise. This was expressed in being
‘housebound’ which may reflect physical health but also mental wellbeing. The issues

may be around psychology, personality, or possible pathology.

C-PT1 ‘There are some people who don’t like the social side of things. They

don’t like groups, they never have done. And they like being on their own.’
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The falls thematic lead noted that often a health crisis precipitated a change in both
physical and psychological access to exercise- she described the experience of a

neighbour-

FTL ‘but her one big fall, completely sort of, knocked her confidence for
everything, so er, it’s really hard to actually, to see that happening, and to not
really be able to make an intervention, even with somebody that’s that close

that you can’t actually change things.’

One of the providers explained that the provision may not be appealing enough to

engage people and a lack of understanding around changing the appeal.

FGP ‘we are looking to going into sheltered housing, I think is the key Um,
because those people, and this is currently borne out by the sessions we are
currently running in there, we are using community venues almost like a hub,
so we have about 20-30% participants actually live there, the others are
coming from outside. So, there are a huge number of people living in those
sheltered housing units who are living in complete isolation, so they don’t
engage, and really, strangely you’ll see them wander by, and then after 3-4
weeks, you'll see them pop their heads in and then gradually they’ll engage.
So, it’s just a time game, just waiting for them to get involved, and also that-
what do people want? What type of activities interest people? In those areas.
What's going to get someone who doesn’t engage with anything else, out of

the house?

One instructor observed that the provision was often inadequate to meet the variety

of interests and needs of older people. He stated

FGP ‘1 think there’s a fear factor around exercise, and a lot of that is around
the way that physical activity is marketed. It’s not marketed directly at those
people, so all of the marketing around exercise and health and benefits is all
aimed [ would say at the 25- 45 age range so once you are outside those
parameters there is nothing for you really. You see the odd poster of a silver
haired lady swimming, but if you don’t like swimming, that’s not you. I think
what we are trying to do is break down this idea that it is not about exercise-

the exercise is almost done by stealth- so let’s create a session that’s fun, its
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vibrant, people can engage with it, and while they are doing that they are
getting some exercise as well so the exercise is not the most important
element. So, we try to underpin everything with the falls benefit to each of
the exercises, so there’s a reason for everything we do, but if people can’t do
it, or they can’t really manage it, that doesn’t bother us, as long as they are

involved, because they are engaged and that’s important to us.’

The values of the group were captured by the field notes, suggesting that while there
was active engagement, some of the undergirding philosophy of the remit of the
group needed a paradigm shift to include older people. This may give a reason for

some of the attrition from one group. I reflected in my field notes

‘The Football foundation sits as part of the football team, but I still had in my
head the experience of the intergenerational work [ undertook with them
before Christmas. We paired a lunch club with a youth club, well two actually,
but I was only responsible for one, and the football team wrote it up for the
match brochure. The piece named and photographed the children, but while
mentioned the ‘intergeneration’ piece, did not even name the lunch clubs, and

older people did not feature in any of the pictures.’

Staff felt one of the key aspects to lack of access to exercise was their lack of
knowledge of what was available, and inability to refer into groups, nor offer a variety

of exercise for potential participants. The GP commented-

C-GP ‘With exercise and older people. We hardly ever refer for it, because we
are, we just don’t know what’s available, er, and I'm really interested in what
we can do...., I'm not saying that you haven’t educated me, promote it
enough, you probably have, but it’s just we get bombarded with so much that
probably for a second we think- this is brilliant, and then we read the next
email, and the next email, and so I think it’s almost a case of giving us a
packet of leaflets or posters, or having a chat with each of the GPs- Look this

is what we are offering, please can you promote it.’

And the community nurse also had insight into her lack of knowledge, and the stage
at which engagement was offered by professionals within the disease process,

particularly with ageing.
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C-CN ‘well obviously, the knowledge of what is out there, should we manage
to persuade people to go out of their environment for exercise. Um, so that’s
the first thing, but also start talking to patients at a much earlier stage, before
they get a lot of chronic diseases, so if they are fit and well now, how they are

going to sustain that.

The Tai Chi instructor articulated this gap. He felt that there was a significant gap
between the third sector provision and the ability of staff to use the appropriate
services. He described himself as a service user, as well as a service provider. He was

concerned over attrition, and a lack of joined up service provision. He explained-

C-TC ‘that is part of the promotion, I think. I think we need to bridge this gap!
The condition I have is that we as providers of maybe exercise systems,
which are not necessarily new, but aren’t really known about, but we need to
get them as complimentary element into the array that is the NHS. My
colleagues used to use the term alternative, and I said NO No No, I've had the
Heart attack, and I'm still here 20 years later, and [ want to big the NHS, But I
compliment that by doing my exercise. And there’s another criteria here and
that’s when someone comes along, and after 3 weeks says- what a brilliant
set of exercises. Love it. But they aren’t there in the fourth week. What has
triggered them to stop? So, perseverance needs encouraging, not just this

initial step.’

A therapist recognised that there was potential to be more intentional in the pathway

of rehabilitation and reiterate some self-management early on in their intervention

C-OT ‘I was thinking, we do, do that, but maybe we need to be doing that
better so at the very start of our intervention. We are already talking about
discharge points, but we need to be talking about ‘you need to be carrying on
with x, y, z..."” and let’s talk about what’s available, and maybe we need to be

starting to manage that expectation at the start.’

There was wide acknowledgement that staff lacked knowledge of the evidence,
understanding of the individual preferences, and dosing of exercise, and navigation
around the complexities of community services. This was summarised by

NC ‘1 think there is just a knowledge gap and poorly understood availability.’
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The lack of understanding of what is available, and the quality of the tailored
delivered exercise is recognised as fundamental to offer exercise to all and change the

current downward trajectory for activity in older age (Sport England 2018).

Participants also spoke about their real and perceived issues around the cost of
participating in a group. One participant who had been a GP before retirement

explained

EX1-3 ‘We are fortunate that we can afford to pay but I have patients, ex
patients, friends, who are on benefits who struggle... and for them, they have

to try and get enough to eat.’

The group who received free pulmonary rehab all said they would still attend if they

had to pay, but on qualified this with

EX3-1 ‘I say that, but with reservation, because I know how good it is for me,

but if I was starting from the beginning, I would have my doubts about it.’

Staff also felt cost was an issue both in terms of the cost of the class, as explained by

the GP-
C-GP 'People don’t want to pay for anything, at all, some people.’
Transport costs to attend an exercise group were also mentioned.

C-PT2 ‘but people are quite happy to pay for classes, but sometimes when it

costs £9 in a taxi to get there, and you add that on, I think that...’

The field notes observed that people seemed happy to pay money for the service they

received- for the Tai Chi Group.
‘People started to potter in and bring their subs of £4 for the group’
The lunch club also cost for participation.

‘It is an informal lunch club, where people pay a small amount for their meal

(£3.50).
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This would suggest that the barrier is either a perceived barrier, or that those for
whom cost is a significant barrier were excluded from any group where a charge was

made- not just exercise groups.

The confidence and competence of the instructor is fundamental to the participation
of the older people. One of the Tai Chi participants described her preference for a

particular style of exercise.

EX1-1 ‘But there is also as I've mentioned, an element of the way this
instructor does it, and I'm not decrying the others that’s fine, they are all very
good, but - when they come and take the class we do it as we do, you know
keep going like (instructor), but having been elsewhere, I prefer Now cos I
am that much older, with a gap in between, but I do like the way Instructor,

lets you do it at your pace, your way.’

This was reinforced by the falls group provider who was optimistic about his

organisation’s reputation, but the need for clear quality indicator and expertise.

FGP ‘And as the scheme grows and our reputation increases, more people

will be looking for recommendations for exercise, and it’s not an easy thing
for people to trust. [ think if you send someone along to an exercise session,
be it a clinician, or in social care, you have to be able to trust where you are

sending them. And that takes time and we are fully aware of that.’

The Falls Thematic Lead noted that the competence and capability of the instructor is

critical and was missing in most of the provision within the city.

FTL 'we know that people like (C-E1) have got the YMCA qualification, which
is lovely. Fantastic that she’s got that. And we know lots of people are
enthusiastic about working with older people, and we’ve got that lovely
Portuguese chap (....) which is gorgeous, and he’s a dancer by background, so
it’s superb for the right people. But there’s a whole load of things going on,
and Age UK have hosted some simple Tai Chi Classes, and exercise classes, a
lot of them are almost at the frailer end, sort of sitting down, and we know
the Falls Group instructors are the only two with a postural stability training

qualification in the city.’
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Some individuals reported being told directly to stop undertaking a particular activity
directly by either instructors, or another health professional. People who were told
directly by their instructor or other health professional to stop, took that information

on board, and did exactly as they were told.

EX1-1 ‘We were told to stop, because of the effects on muscles, veins and

what have you.’
Other participants described feeling ‘given up on’ by health professionals.
EX2-3 ‘they just said there was not much more they could do for me.’

Another explained that her instructor had advised her it was not good for her health,

so she stopped and has not returned. She is a lady living with frailty.

NE1-4 Tve done the water one....... [ enjoyed that. But when I became ill, he

stopped me doing it, and [ never went back to it.’

Some of the field notes and other providers articulated extrinsic factors associated
with the instructor and their ability to engage older people, as a barrier. One of the
instructors in the Falls Group used very complex concepts and language during her

instruction which was captured in my field notes-

‘The activities were described in an accessible way, but (instructor) switched
between giving instructions for an exercise, and apologising for the wet floor
in the loo, so’ be careful if you need to go’, without changing her tone, or
slowing down. She gave some specific advice around moving, to make the
most of the exercise, but not much correction was given. It felt a bit like one
of those Duracell bunnies that was wound up, and set off, and nothing was
going to stop them. She used language like ‘buttocks’ and talked very quickly.
The three men with dementia were often not able to follow the instructions,
but as they saw what others were doing, they imitated them, and
participated. They managed some single basic moves but were unable to do

the more complex sequencing of actions.’

The reason for the activity was often not clearly explained so the efficacy of what was

being undertaken was not realised. Further field notes from this group describe this-
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‘The initial sitting posture was explained, but not emphasised, and the

assistant wasn’t used to support on an individual basis at all.’

This meant that much of the beneficial component of the exercise was potentially

wasted or missed.

There was often a clear power dynamic, with the instructor dictating activity with no
negotiating or specific tailoring for individuals, between the instructor and the
participants. While this was discussed as a facilitator in the previous section (5.4.1) -
this may also be a barrier to some, who were therefore not participating. It is not
mentioned in the data, as those for whom it may be an issue were not present. The
instructor in the Pulmonary Rehab group was clearly in control and wanting to make
that very clear- it felt as though the participants were undertaking the exercise for the

therapist, not for themselves! My field notes reflect this:

‘the therapist is doing the timing and giving clear instructions -Music is
playing, but not really drawn attention too. It’s quite hard to hear. It’s
upbeat, though, with tunes such as ‘Down Town’, and a lot of Abba chorus
songs! The therapist leading the group, uses a lot of language about her being

in control, so says- ‘keep moving on the spot for me.’

This gap in understanding and provision was widely recognised and captured by the

NC.

‘I think we’ve got a huge amount of work to do with the wider workforce in

the health service.’
He also went on to explain-

NC ‘most clinicians are trained in diagnosis, and traditional medicalised
interventions, they are not trained in er um, understanding or being able to
prescribe a regime of exercise, as it falls outside their core skills set and their
core knowledge set. And unless they are actively involved in rehabilitation,
for instance, so I think there is just a knowledge gap and poorly understood

work of the availability.’

The confidence older people have in the ‘prescriber’ cannot be underestimated, and

people expressed a clear indication that an introduction from their trusted clinician
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and clear signposting enabled them to start a group or change their behaviour to
include an element of exercise. This will be explored further in the discussion in

Chapter Eight.

5.3 Summary

This Chapter has described the facilitators and barriers at a meso level, including
participants’ analysis of other’s behaviour, as well as the impact of significant people

around them.

Factors to facilitate participation include the experience of activity and activity levels
at home, with friends and family. The knowledge and character of the instructor had a

significant impact on facilitating people’s participation in group exercise.

The ease of access to the group was also fundamental to participation, and poor
access was described as a barrier. The role, and character of the instructor and the
prescriber were instrumental at this level, and the content and style was described as

a barrier to participation.

While the staff had an understanding of what good provision looked like, many of
them were unable to deliver this, and were frustrated by the lack of options to
support older people in participating in exercise. This disconnect often lead to
attrition from the group. There was recognition that many prescribers did not know
what was available to prescribe, nor what would be appropriate, which was described

as the ‘knowledge gap’.

The following chapter will review the facilitators and barriers for participation at a

macro level.
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Chapter 6
Macro level of the experience of exercise -whole

system perceptions.

This section will outline the experience of participating in exercise by older people, at
a macro level, coupled with an overarching national view, expressed by some of the
participants, and frequently by staff and commissioners. This macro level data is
described in terms of social, political and economic influence. This qualitative data is
drawn from the focus groups, semi structured interviews, participant observations
and the field notes. This was analysed using the thematic analysis described in

Chapter 3.

This macro experience was expressed both as a motivator for exercise uptake, to
incentivise people to keep active, and also a barrier to uptake and persistence with
exercise. It has been challenging to divide the data into barriers and facilitators due to
the heterogeneity of the participants, as their comments were sometimes conflicting.
This adds to the findings in section 5.1 where participants expressed an obvious need
for a variety of exercise opportunities, locations, and instructing styles, to meet the

needs of the whole population.

The motivators will be discussed firstly and then the barriers.

6.1 Facilitators from macro level- social, political and economic factors.

The data reported in the previous two chapters suggest that having a definite
narrative for individuals of the value, and benefit of a formal exercise class is a
significant facilitator to participation. The social aspects of group participation have
also been recognised as significant, at a personal level. Some of the cost implications

of individuals paying for a group, have also been described.

This section will consider the wider, social, political and economic drivers to
participation in formal exercise, at a whole population, rather than just an individual
level, which focusses on the final research objective of uncovering the local context
and provision of exercise to infer current provision and how this can be transformed

to be more inclusive. The established local social network within the local health and
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care system had an impact on the delivery of appropriate exercise groups. Quotes
pertaining to this will be included first. The Falls Group Provider had an aspiration
for good provision of exercise activities for older people. This is documented as a
facilitator, as people in the community knew what was needed to deliver a good

service, but this was not happening on the ground.
He summarised his thoughts well by saying

FGP ‘I mean because obviously although we know that working with older
people is a fairly new venture, and we have worked with all age groups, and
just because people are older it’s about the prescription of exercise that
changes. If you took any group of deconditioned adults, no matter what their
age, the approach would be the same. It’s just the type of exercise you give

them would be different.’

The Commissioner felt one of the keys to facilitate good provision was
communicating the message around exercise as a physical benefit to the whole
population. The idea that younger people would support their grandparents to

exercise to ensure they were ageing better was an untapped resource. He said-

NC ‘1think there are a couple of things there, one is the right message, so
something that people can understand, or if they don’t understand
immediately , it prompts them to ask, so it's something that promotes
enquiry, #End PJ paralysis is very much around professionals questioning
what is going ....... and then secondly how do you get the message out there,
and I think that sits very well in social media, as once you've got into social
media networks you can get them out, get them viral, and as I say once you've
got validation from a national body, people start paying attention, so a good
message, and good conduits to get the message across. So, I think at the
moment we are being a little errm backward thinking in statutory agencies in
how we are engaging social media, as we need to use social media to access
younger people. | mean younger people access social media for their own
reasons, if we can take an adult instructional approach with you must do this,
[ don’t think that’s going to land very well with a 12 yr. old using twitter, or
snapchat, and those kind of things, so I think the messages do need to be

developed by probably a co-production approach for the target audience.’
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He was very clear that any developments from a social perspective needed to be co-
produced. As we have already seen, however the heterogeneity of the older

population makes that an ambitious and complex aspiration.

Secondly, the political background, and intention of the whole NHS has an impact on
the way services can be delivered. Participants made several important observations
about the constraints of service delivery. Staff understood that they wanted to deliver
a much more proactive prevention service, but were constrained by the
commissioning targets. One of the therapist’s noted that much of the commissioned
services were focussing on ‘illness’ rather than ‘health’. They felt the focus on falls

was poorly directed.

C-PT1 “falls, which was too late for significant reversibility rehabilitation to

take place.’
And

C-PT-2 ‘because if someone has had a fall, we pick up on it straight away, but
if they haven’t had a fall, we should be like ‘ great you haven’t had a fall but
you still need to be doing this, this and this- we would love to see these

prehab patients, but they are never going to be referred...’

The limitations seemed to lie with the policy makers, but the Falls Commissioner

(FC) stated that-

FC ‘So Um there’s a plan, a formal plan. The aim, to get people to have a
proper assessment, so we are looking at the capacity of the teams to deliver
those assessments. There are some waiting lists at the moment, um; I mean
it’s balancing the demand on those teams for discharge and how it should be

focussed on prevention.’

While there was an understanding of where the barrier lay, locally- there did not
seem to be an intention to change things significantly, or radically. This contrasted

with the National Commissioner who was clear when he said-

NC ‘1 think those two particular policy directions, so aging well with one or
two long term conditions, and to reduce disability and added life, and to

prevent falls.’
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This describes a clear intention from NHSE to move to a more preventative model.

NC ‘and one of the things which has been picked up, is firstly people being
aware that it is available to them, and secondly being sensitised to the
benefits and the need, for them to get involved in exercise. Thirdly um
encouraging them to have an adequate dose of exercise if you like, and then
to embed it into their day to day life on a longer-term basis. And I think there
are some communication issues, and cultural issues that might create an
obstacle to that, that people tend to associate exercise with energetic um,
cardiovascular exercises rather than strength and balance training, which are
much more accessible if people are adequately informed and educated about

the benefits.’

Finally, the economic facilitators are described in these narratives. Some of the
exercise providers suggested that having a broader view of exercise, and a system
based on much more self-funding for provision would help incentivise people to keep
active, for example, including a variety of exercise activities, and walking. The Tai Chi
instructor who had been a recipient of a knee replacement himself was pragmatic

when he said-

C-TC ‘We, as a self-employed person cannot afford to give our time away for
free. There is a price for it. And [ am afraid that the NHS have a major funding

problem.’
The aspirations to encourage self-funding for exercise was suggested by the GP

C-GP ‘I just wonder with more and more engagement with patients, whether
you emphasise the free first class, and then they can pay for the next few

ones, I don’t know.’

Economic benefits of exercise participation were articulated well by both of the
commissioners who participated in 1:1 interviews. The concept that prevention
would have an economic benefit did not feature in much of the service provision
which the staff were delivering, nor with the third sector providers, who understood
the value of what they were offering, but the National Commissioner explained his

aspiration.
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NC ‘community prevention programmes, I think there are some good practice
around the country, and we know there are some community assets which
can be used, through schools, faith groups, and non-designated health assets.
Things like fire stations, for instance have participated in exercise
programmes, and we also know that there is considerable interest in this
area from er um, the third sector, the voluntary sector, but it is extremely

patchy.’

The Falls group provider was very optimistic about the possibility

of engagement with the right incentives-

FGP ‘I think if you had a blank cheque and enough time,
and enough money, you could get everyone exercising-
maybe that’s a bit naive, because I'm sure everyone says
the same thing about that. But when you look at some of
the clients we’ve got, you would look at them and say they
are some of the hardest to reach people, and yet they are
engaged, and they are enjoying it, so for every one of
those that are in the session, there are another hundred,

so we need to try and reach them.’

The economic benefit of addressing the prevention agenda was not observed in this

setting and did not appear to be the direction of investment in this community.

6.2 Barriers which influence participation at a macro level

There are some aspects of popular behaviour and perceptions about growing old,
which have a negative impact on the possibility of participation. The barriers are

described in this section as social, political and economic barriers to participation.

Firstly, the social barriers are described at a macro level. There were some general

concepts which hint at aspirations for behaviour change at a societal level.

EX3-2 ‘If they don’t want to improve it, it's down to them. I've got 2 friends,
one still smokes, although he’s riddled with COPD and emphysema, the other
one up the road has just stopped smoking, he hardly goes out at all, both, well
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one never even came to the class, and one came for one, and then that was it.
And they are both virtually now recluses in their own home, crippled. Both of

them. There’s the difference.’

The falls commissioner observed an expectation of sitting and resting with reaching a

certain age-

FC ‘but there is an expectation on the elderly, that they, there’s a cultural
thing that people need to sit down. If anyone comes in the room, and looks a
bit frail, well, we need to find you a chair to sit down on whereas, stand up

(laughs), anyway.’
This was reiterated by the Falls thematic lead

FTL ‘Others just accept ageing as being you get less fit.’
A third sector provider said

C- TC ‘This is one of the challenges, is getting them to get off their backsides,

and try something.’

This gap in expectations around movement, and the challenge of changing this

perception would seem to be one of the key gaps to be bridged, at a macro level.

Secondly, the political barriers derived from the data are described. These include
the articulation of the traditional physical boundaries, or knowledge boundaries
within which staff work. The political barriers include discussion around changes at

system level, and delivery across some of the health and social care barriers.

The therapists noted that commissioned services tended to focus on falls meaning it
was too late for significant rehabilitation to take place. Whilst the barrier seems to lie

at the feet of the policy makers the commissioner stated that

FC’So Um there’s a plan, a formal plan. The aim, to get people to have a
proper assessment, so we are looking at the capacity of the teams to deliver
those assessments. There are some waiting lists at the moment, um; [ mean
it’s balancing the demand on those teams for discharge and how it should be

focussed on prevention.’
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While the problem was being acknowledged, there did not seem to be an intention to

change things significantly, with further investment.
One participant described her feelings

EX3-2 ‘Society isn’t interested! If you are ill society isn’t interested. If you are
ill, the only people interested are the people with the illness, or the people
looking after the people with the illness!

Providers did not see the changes in direction of investment in their current
community services. The investment still seemed to be in hospital avoidance services,

or early discharge services rather than investment in healthy ageing per se.

The falls group provider was clear that change at a system level was possible, but

needed more research, and spread of the evidence.

FGP ‘There needs to be a wider acknowledgement of the work that is being
done. So literally every GP should be aware of the options that are out there,
and as much as we try and knock down as many doors as we can, and it’s also
the recognition of the benefits of physical activity to this age range. There

isn’t enough research around it.’

The National Commissioner also recognised the lack of understanding of the evidence

base for exercise participation across the system.

NC'it's not something that, errm for which the evidence base is perhaps

properly understood.’

He went on to describe a change of emphasis from a focus on bed-based care to

‘primacy’ for primary and community care

NC- ‘Errm, and I think the other thing is that we have a lot more to do about
restyling the narrative around health delivery as a primary care community
where hospitals are the adjunct and giving primary and community care
primacy in the NHS. I don’t think we are there yet. There is continuing
debates over parity in those domains of practice, and we also have this
slightly tense narrative around social care which I think people have now

realised that it has got something to do with health benefits, but its again
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about that being aligned in the right way, with health promotion, and
prevention, and getting the workforce aligned to general passing the
direction of the narrative, and I don’t think we have just yet. I guess just some

thought and creativity around that from the workforce might be welcomed.’

Finally, there are economic barriers to participation in exercise at a macro level. Cost
has been mentioned already at a meso level, in section 5.2 but there are cost
implication at a service level, or system level too. This was highlighted by some
participants as a barrier to developing better exercise uptake by older people. There
was a strong aspiration for public health prevention initiatives, but the sense that we
are in the early days of such a step change in service delivery is reflected. The Tai chi
instructor described his frustration with the pathways for commissioned exercise

services

C-TC ‘T know I batter on about cost, but we have to pay for everything, but I
know when I first started teaching, Um, I was engaged by the local Social
Services, and Primary Care trust to get them working more together. That
was 2002, 2003, and I was told by someone at the CCG, that they are nearly
getting there! Um, when I started teaching for social services, they were
paying for me as a self-employed person, and it was part funded by the
Primary Care Trust. Now that was very successful, because it appeared to be
free to the end user. Now that stopped in 2009. The Adult Education
authorities, we know cut their budgets. You are not going to get someone to
volunteer unless they are getting something out of it. | mean my wife, is on
the committee of this, and the committee of that volunteering, and I do lots of
volunteering, but at the end of the day, to be able to make it a mass activity,
we need more people to do it. | have said to my colleagues there is room for
another 11-full time Tai Chi Quiong instructors in (City). Well you say, how

are we going to do that? Well we are not!’

National Commissioner described some of the significant investments which would

be required for reaching particularly hard to reach subsections of the community.

NC ‘But there are always going to be hard to access people, so people who are
restricted for example by their long-term conditions, who might not be

directly in view of say the public systems, who may have a disconnected
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neighbourhood environment. We know that isolation is an increasingly
common problem for older people particularly, and those with long term
conditions, and those with cultural and language issues. So, where you have
an urbanised area with lots of non-English speakers, it may be that the
promotion and accessibility of the exercise programmes that might be
available, are very much geared up to one subset of the community and not
as universal, as perhaps they could be. Errm, I think there is always going to
be a resourcing issue, but I think we probably always think of this as a health-
based exercise and we need to find a narrative which um enables people to
understand the other gains and benefits in terms of things like social
connectivity. So, I think getting the language right is very important for
individuals to understand what is in it for them. What are they going to gain,
and what are those connected to them and important to them going to gain

from the engagement in structured exercise programme?’

The Falls Commissioner described some possible investments to overcome the

financial challenges for hard to reach people-

FC ‘whereas if it was sold as a self-management approach, where people are
responsible for these groups, and everyone needs to pay to go, and people
would probably take it up, and we need to think about people who can’t
afford it. Needs to be affordable, and accessible, but there are ways to do that.
Like the AgeUK one, we've set up a pot of money that AgeUK have got, where
they can subsidise someone who can’t afford, if they say one of the reasons
they can’t go is they can’t afford it, then we’ll pay for that and then we’ll do
some welfare support to make sure you get the benefits, so then you can

afford to go.’

Two further economic barriers were mentioned. The first was around the lack of
economic foresight to train exercise instructors in being equipped to train older

people in tailored suitable exercise classes

FGP ‘It’s still very much dominated by the Gym based market, and
unfortunately the way that training has gone now, you can do a level 1, level
2 training, or vocation in a week, and you can’t possibly have enough

experience to be trained properly, and it’s a bit of a saturated market now,
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but where no one is looking is this older age range. I mean they have time.
They have some income er. The gains are massive, so if you take someone
who hasn’t done any exercise in 10 years, and you get them exercising twice a
week. The gains are massive! And it's enormous. The biggest gains are in the
0-1. That's where the money is, and that’s where the benefits occur. Um, you
know the fitness industry is just not buying here, and I don’t know why. It’s a
short term.... They are just churning out the same marketing to the same

people.’

The second economic barrier is around the workforce. NC recognised that to change
the delivery of services to patients and to move towards a more prevention agenda, a
change of workforce is required. This will have some economic impact, as further

investment is required

NC T've started to try and get across, particularly around the NHS about
understanding the value and the worth of the AHP workforce, all brands and
domains of AHP and practice. Many of which have something to contribute to
prevention agenda. The AHPs make up 1/3 of the NHS workforce, and I think
we still have public facing narrative around Doctors and nurses are the
workforce of the NHS, but we have a whole 1/3 who have much to contribute

to the domain of exercise and health promotions, at a certain age.’

6.3 Summary of qualitative findings

The identified themes to emerge from the data at a population level demonstrate both

barriers and facilitators.

At a micro level the facilitators were expressed as an understanding of the usefulness
of exercise to keep healthy, a sense of self-empowerment through participation, and
the value of the social interaction of participation. People also described a strong life

course relationship with exercise which continued into their older age.

Barriers to participations expressed were around current state of health which
prohibited the exercise on offer, such as pain and fear of falling. Others described a

lack of motivation where the challenge of participation outweighed the perceived
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benefits. There was a seasonal variation in participation, and the lack of gender

specific groups was also seen as a barrier to participation.

At a meso level factors to facilitate participation include the experience of activity and
activity levels at home, with friends and family. The knowledge and character of the
instructor had a significant impact on facilitating people’s participation in group

exercise.

The ease of access to the group was also fundamental to participation, and poor
access was described as a barrier. The role, and character of the instructor and the
prescriber were instrumental at this level, and the content and style was described as

a barrier to participation.

While the staff had an understanding of what good provision looked like, many of
them were unable to deliver this, and were frustrated by the lack of options to
support older people in participating in exercise. This disconnect often lead to
attrition from the group. There was recognition that many prescribers did not know
what was available to prescribe, nor what would be appropriate, which was described

as the ‘knowledge gap’.

At a macro level the facilitators and barriers at a policy level were categorised as
social, political or economic. Facilitation depended on better communication around
exercise and ageing, and a need to move towards investment in a preventative model
of exercise for older people, with recognition of the economic benefits of this

investment.

Barriers to exercise uptake at a macro level were articulated as a general concept that
older people should put their feet up and have a rest, and a lack of understanding
about the benefits of exercise and the economic gains from illness prevention

strategies.

Further development of the themes and elaboration follow in the Discussion Chapter

(Chapter Seven).
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Chapter 7 Discussion

7.1 Introduction

This chapter will review the aims of the study and summarise the findings captured in
Chapter Four, Five and Six. The findings will be reviewing in relation to the existing

body of knowledge, and the unique findings of this study will be outlined.

The aim of this study was to explore older people’s views, experiences and perceived
practices related to exercise engagement to better understand why some older
people are engaged in formal exercise groups, and others are not, in a small
community setting. Listening to their own views as well as providers, hearing the

experiences, and observing their activities will inform new strategies for engagement.
The objectives of the study were:

e To identify and describe the different exercise practices within the study area,
using focus groups participant observation, field notes, 1:1 interviews, and a
critical ethnographic methodology.

e To explore the views and experience and perceived practices of exercise for
older people, though their own voices, but also those of exercise providers,
prescribers and commissioners.

e To understand the perceived barriers, facilitators and contexts of participation
or non-participation of older people in exercise groups, though their own
voices, but also those of exercise providers, prescribers and commissioners.

e Reviewing personal narratives to uncover the local context and provision of
exercise and infer current provision and how this can be transformed to be

more inclusive.

The results articulated in the previous three chapters comprise the qualitative data
gathered in this study. The data was gathered from focus groups from three groups of
older people who participate in regular exercise, two groups of people older people
who do not participate in regular exercise, and a focus group with staff who either
prescribe, provide or commission exercise. These data were augmented with field
notes, from each activity group and semi structured interviews with key people who

were unable to attend the focus group.
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The complexity of the account captured here, reflects the complex social and clinical
worlds, social actions, and public-sector organisations (Hammersley and Aitkinson,
2019) within which the study was set. The implications drawn from the qualitative
data around the themes of micro level, meso level and macro levels of engagement or
disengagement are included in these discussions. This includes elements of critical
appraisal of the study data and change strategies to improve outcomes for older
people through recommendations of policy and economic shifts (Ritchie et al, 2014).
In this chapter the data will be developed further using the lense of of the COM-B
model of behaviour change model (Michie et al, 2011) ( Figure 3.1 in Chapter Three),
which encompasses the need for change with policy categories (macro level),
intervention functions (meso level) and sources of behaviour at a personal level
(micro level). The sources of behaviour described in the COM-B model are
capability, opportunity and motivation, at least one of the sources of behaviour must
change for the behaviour to change. The detail of the sources and therefore the

implications for behaviour change will be dicussed.

7.2 ldentify and Describe different exercise practices

The context of exercise practice in the city was described in section 3.4 as the
background for the study. Three specific areas of exercise were reviewed in detail.
They were selected to represent the variety of exercise provision in the city, a tai chi
group, a falls prevention class, and a pulmonary rehabilitation class. I observed the
practice of exercise in three very different setting, using participant observations and

field notes.

7.3 Views experience and perceived practices of exercise

[ listened to the views and experience of older people who participated in exercise as
well as those who did not. Their views and experience of exercise were captured
under the micro, meso and macro level of findings in Chapters Four, Five and Six.
They include the perceived barriers, facilitators and context of participation, which
were articulated by participants. The voices of the providers of exercise, prescribers
of exercise and commissioners were also invited to describe their experience of

exercise, with their perceptions of barriers to uptake of exercise.
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7.3.1 Micro level: individual’s expressions of their intrinsic facilitators and

barriers to exercise participation

Participants in formal exercise as well as those who were not, described facilitators
for exercise at a micro level of self-belief and self-esteem, or on a personal level. This
was defined as ‘knowledge around the benefits from participation, intrinsic feelings
around participation, the social engagement which exercise brought to the individual,
and the lived experience or life course of exercise experienced by the participants’

(Section 4.3 p84)

Participants and non-participants expressed an inherent understanding of the
usefulness of exercise to keep healthy, as a motivator for activity, reflected in a quote
from a non-exerciser ‘well it’s obviously very important. If you don’t use it, you lose it!
Don’t you?’ This ‘lay knowledge’ was reflected in the literature, (Stead et al, 1997,
Graham and Connolly, 2013, McGowan et al, 2018) where participants were aware of
the benefits. The recommendation from Franco et al, in 2015 to increase awareness
and benefits of exercise alone would not be a compelling approach in this locality to

bring about change in exercise practice.

The intrinsic feelings of helping improve overall wellbeing illustrated by the quote
form an exerciser - [t makes you feel better in yourself’ ( Ex 3-6) was well referenced
in the literature, with a sense of keeping healthy (Halaweh et al, 2016, Hurd Clarke et
al, 2020), and being ‘confident cheerful and safe’ (von Berens et al, 2018). The factors,
which engender the sense of positive wellbeing, were also quoted as compelling
factors in the group participants, with humour, and self-motivation important with

one participator suggesting ‘vou've got to bloody do some of it, for yourself’ (Ex 3-4).

These components to influence change in exercise can be categorised using the
sources of behaviour in Michie’s Behavioural Change Wheel (BCW), within the green,
inner circle of the wheel (Michie et al 2011), which is shown in figure 3.1.page 49.
Within the COM-B, the C of the COM-B -Capability. It is defined as the physical and
psychological capacity to engage in the activity and having the skills and knowledge
necessary for that engagement (Michie 2011et al).

One of the key barriers for engaging in exercise, among older people in this study,

related to people’s perceptions of their own physical ability. People commonly
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expressed a fixed view around what they were able to do in their current physical
state. This would concur with the literature (Franco et al, 2015, McGowan et al, 2018).
Buttery and Martin in 2009 described the top three reasons for non-participation in
exercise were having an injury, perceptions of poor health, and the feeling that the
older person was already active enough, so did not need to change their behaviour.
This study concurs with these findings and suggests that people were not
participating in regular activity because they felt unable to participate or saw no

further need to do so.

The opportunity to participate in exercise is described in the Com-B model as the
factors which lie outside the individual that prompt that behaviour. These are also
described as physical and social. A surprising finding in this study was the level of
change in seasonal activity as an opportunity for exercise, which was expressed by
participants. While weather was identified as a factor by Morgan et al (2019) seasons
were not. There was an obvious increase in activity during the physical summer with
plenty of gardening outdoors but a slowing down and as one person described
‘hibernation’ during the winter. One participant noted the detrimental effect of having
such a break and her uncertainty as to whether she might ever return to her autumn
level of fitness. Those who were involved in indoor activities such as Tai Chi in the
Community Hall or falls groups at the football stadium did not talk about seasonal
changes. Those who were living with COPD expressed weather related changes to
their illness, mentioned the seasons. But they concluded that neither hot nor cold

weather suited them, but they came to exercise anyway.

A second physical observation was the variance in expectations and uptake between
men and women in the study and is worthy of note. There were more women as
participators in all of the groups, exercise or non-exercise. This may be simply
reflective of the demographics of the local population or may be more reflective of the
provision, which was not attractive to men, who may be more used to a competitive
and ‘sweating’ (Ruppar and Kraenzle 2007) exercise experience. However, the falls
group was in the football stadium, which would seem to be attractive to men, if they
were supporters of that football team, but this was not reflected in attendance. There
are locally a few other activities which attract men, such as a walking football group,
but they are few and far between. Women stated they were less comfortable in a gym

or swimming in this study, which is reflected in the literature (Moore et al, 2011,
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Gandy et al, 2017, Hurd Clarke et al, 2020). The implications will be discussed further

in section 7.5.

Motivation is defined by Michie et al 2011, as the processes, which direct and
energise behaviour, such as setting goals, and conscious decision making as well as
habitual behaviour and analytic decision making. This is divided into either
automatic or reflective. Participants identified social engagement as a core motivator
for being part of a group, and the strong group identity with one participant
suggesting ‘-‘well we are a group, we know each other. If it weren’t there, would we
exercise? The social connection of walking together was described in the studies that
reviewed participation in walking (Ory et al, 2016, Lee et al, 2015, Moran et al, 2017,
and Thorpe, 2006 Hwang et al, 2019). The literature also noted the social
connectedness of being part of a group was important to an ongoing commitment and
concordance with the exercise environment (Stathi et al, 2003, and Farrance et al,
2016, Halaweh et al, 2016, Sandlund et al, 2018, Shvedko et al, 2018)). Some of the
participants of the exercise group described it as being like a ‘family of support’
without which they would not have continued to exercise, despite the knowledge and
experience of knowing the benefit. The sense of belonging and feeling a part of what
went on was very evident. Significant feelings of wellbeing from participating in
these groups resonate with evidence from Menichetti et al (2018) where the sense of
taking control of one’s own health is critical to enabling positive outcomes and gave a
compelling reason to participate, and to continue with the exercise group. The self-
reported wellbeing scores for all the older people were high- indicating that the
participants in this study were experiencing high levels of wellbeing. The sense of
pleasure was also very high for all groups, which reflected the literature (Phoenix and

Orr, 2014, Humberstone and Stuart, 2015 and Morgan et al, 2019).

Participant’s previous experience of exercise also had an impact on their motivation
to connect (Martinez del Castillo et al, 2010). The life course experience of exercise
was expressed by participants in this local study, with the quote ‘well I have always
done some form of exercise ‘illustrating this. This was reflected in the literature
(Weeks, 2008, Weddle, 2008) where understanding someone’s history helped
support them in the group. This study demonstrates that with the right type of
intervention, people were prepared to engage, and stay engaged. Quality of life

experience and life course indicate that to improve quality of life in later life
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proximate factors are more salient than distal factors. Recent experience is as
important as the whole life course (Martinez del Castillo et al 2010). Service
providers must refer to the most recent experience of engagement to enable wider
participation (Hyde et al 2015). This study found that often presented options were
not suitable for participants, but they were given no choice for revision or further

development of a more suitable exercise-there were simply nothing else offered.

Reviewing the type and manner of interventions offered for older people is relevant
to the motivation for engagement and behaviour change. The literature indicated that
often education is the target, giving information and goal planning at a personal level
to develop motivation (Stathi et al, 2003, Moore et al, 2011, Michie et al, 2015), but
recognised that information alone is not enough( Moore et al, 2011 and Phoenix and
Orr, 2014). None of the groups in this study used affective changes such as positive
thinking, motivational interviewing, and harnessing the support of friends and

families (Menichetti et al, 2018).
7.3.2 Meso level: others’ experience and external influences

Meso level experience describes why people behave in a certain way, which may
support or oppose participation in exercise. Any ideas or concepts which were
described about ‘others’ rather than ‘self’ were included in this section of data. The
community belief systems around ageing and exercise were also articulated at this
level. This is described as the intervention functions in Michie’s Behaviour Change
Wheel (Michie et al, 2011). These focus on modelling, education, persuasion,
incentivisation, training, enablement, environmental restructuring, coercion and
restrictions. Many of these behaviours involve the beliefs, understanding, and actions
of the instructor within the exercise group as well as those who may be
recommending activities and referring into them, such as clinicians and care

navigators.

The support from home, family and community and the acceptance of exercise was
very important as a motivator to continue with the exercise group. Several people in
this study expressed this as a key factor for them. This was a common theme from the
literature (Farrance et al, 2016, Martinez del Castillo et al, 2010, Arkkukangas, 2017),

with the ability to incorporate the exercise into their daily routines.
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There were several environmental barriers to engaging in the exercise groups,
identified by older people and health care professionals in this study. This was a very
common theme in the literature, particularly with reference to walking groups
(Wagstaff, 2006, Franco et al, 2015, Ory et al, 2016, Moran et al, 2017, McGowan et al
2018). The suitability and access of location for holding the falls exercise groups were
not conducive to welcoming older people with poor public transport, and very long
distances to walk from the car park. This was contrasted with the lunch clubs which
were both held in community halls, were readily accessible, and most of the
participants were able to walk, or were given lifts to attend. These access issues were
recognised by the Commissioners and the providers, but there seemed to be an
inertia, or an inability to do anything about it. There needs to be both environmental
access but also variety to exercise and activity for older people to be able to choose
and engage in, at a local level. One of the groups had a physical barrier or restriction
to maintain a clear ‘power’ difference between the expert clinical provider and the
participants, in the form of a coded locked door, where access was only granted when

the ‘person in charge’ deemed the time to be right to start the session.

The presence of environmental barriers appeared to be an outward expression of an
inward power imbalance. This is clearly at odds with the recommendations from
Menichetti et al (2018), who advocate self-management techniques and behavioural
change (Moore et al, 2011, Michie at al, 2015, and Hawley -Hague, 2015) to enable
long-term effectiveness from interventions of physical activity. Participants in this
group still expressed a degree of autonomy from their CASP19 scores, and this
obvious power was not articulated in the study, but the use of the term ‘adherence’
for exercise in the literature (Farrance et al, 2016) reinforces this power imbalance.
This is a key observation from this study, and I would advocate for the use of the term

concordance to describe the relationship between the instructor and participants.

While cost was mentioned in the literature as being a potential restriction for
engaging with exercise, (Wagstaff, 2009, Moore et al, 2011 and Gandy et al, 2017), the

group who came from the lowest demographic band did not mention it as a barrier.

Health care professionals described a key gap in their own knowledge in
understanding what was available to prescribe. The Community Nurse recognised

that there was significant potential for better preventative work to be undertaken, by
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starting prevention conversations much earlier in treatment pathways. Many staff
could be working in partnership with the third sector providers in referring people
into the falls groups, Tai Chi Quiong or dancing but were unaware of either what was
available, geographically, or the evidence base for the intervention. This meant they
were unable to even signpost people to the activities, let alone offer some affective
incentives to attend (Menichetti et al, 2018). The role of the ‘social support’ as a
strategy for improving the uptake and adherence to exercise has been clearly
articulated in the literature (Hawley Hague et al 2016, Arkkukangas 2017), and was

reinforced in this study.

The final discussion at a meso level, is in response to the exercise instructor
themselves. There is significant evidence for the key role which the instructor plays
(Hawley Hague et al, 2016). Older people themselves, participants and non-
participants alike, endorsed this. A good instructor was key in the ongoing
concordance with a programme, but the instructor also become the reason that the
participants discontinued a programme. The character and personality of the
instructor was mentioned as a reason to continue to attend the classes. The power
distance, around being ‘made’ to do things, was cited for participation, but also the
‘expert patient’ was a powerful advocate for changed behaviour. This is a very
underdeveloped strategy within the NHS but is a compelling way to see behaviour
change. Evidence suggests that participants are the best recruiters for an instructor-
building up their client base (Hawley Hague et al 2016). The participants described
people bringing their friends along to the Tai Chi group, and the Falls prevention

group, where people felt the group ‘worthwhile’.

Instructors in the literature described the ‘personal touch’ and the ‘encouragement to
commitment’, as being critical, (Hawley Hague et al 2016) and recognised that often
people dropped out in the short term for their own ill health, or caring
responsibilities, but if the class and instructor continued, they would return. This
connectedness is less possible in a short-term course, or if the instructor changes. The
staff in this study did not mention any experiences of using behaviour change to
encourage people to engage with exercise. This seemed beyond their current ability,
and they did not have the skills to include some affective components within their
daily practice (Menichetti et al, 2018). French et al, (2014) found that some of the

commonly used techniques for engaging in exercise such a goal setting and prompting
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with feedback were not as effective for older people, and other motivators may need
to be considered. Staff in this study did not describe using any specific techniques to

support with engaging older people.

One aspect of provision mentioned repeatedly by the providers and commissioners
was around training for instructors to feel confident and to be able to work with older
people. Education and training are cited as components of the intervention functions
in the middle ‘layer’ of the Behavioural Change Wheel (Michie et al, 2011). These
interviews demonstrated that staff rarely advised participants to undertake any form
of exercise (Buttery and Martin 2009). In addition, older people reported their
clinicians or exercise instructor telling them that they should no longer participate in
a particular activity, for health reasons, and were given no alternative, and certainly
not encouraged to participate in anything new. A number of participants reported
this, which reinforced their beliefs that older people should not participate in exercise
(Franco et al, 2015 and McGowan et al, 2018). If clinicians, and exercise providers
have no understanding of the value of exercise for older adults, there is clearly work
to be done, to change that belief system. This adds to the evidence for the need for

training and behaviour change for staff to enable robust service design.
7.3.3 Macro level: the experience of exercise -whole system perceptions.

The macro level themes describe the overarching narratives at a high level of decision
making both within the city and national policy agendas. In the COM-B model these
are described as ‘policy categories’ and include service provision, legislation,
communication and marketing, environmental and social planning, guidelines, fiscal
measures and regulation. Many of the staff and providers as well as the
commissioners provided insights into beliefs and actions of the community, which
they felt, influenced uptake of the exercise, as well as concordance. Morgan et al
(2019) in their systematic review of barriers and facilitators of exercise expressed the
influence and support of providers as being key to ongoing engagement. This was

evident in this study.

The data described approaching exercise as a ‘stealth’ intervention (FGP) and coming
from the approach of being lonely (FC), as ways of overcoming older people’s

reluctance to engage. This was echoed in Morgan et al’s work (2019), where an
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overemphasis on health benefits was of less importance than life satisfaction and

having a sense of purpose.

Political observations were made by many of the participants in the study. The
therapists noted that much of the commissioned services were focussing on ‘falls’
which was too late for significant reversibility rehabilitation to take place. The
commissioners described a move ‘upstream’ towards a preventative model, but
observations of staff were that this was not the direction of investment in the

community currently.

Staff, as well as commissioners, realised that their knowledge of the evidence was ‘not
great’ (FTL) nor had they an understanding of the individual preferences, and dosing
of exercise, and navigation around the complexities of community services. An
available source of local activities as well as a consistent approach to referral into
them would be an obvious solution to this lack of accessibility, and knowledge. This

was not articulated in the literature as a solution.

The final concept at a macro level is the economic or fiscal measures around exercise
uptake. There are implications for funding, and significant barriers to redirecting
funding to support a preventative strategy rather than an illness focussed strategy,
but there are obvious benefits for a more proactive approach to supporting older

people before a crisis occurs.

The complexity of disentangling the multiple strands of the data to make analytic
sense, and then build and reintegrate them into this ethnographic account has been
challenging! The synthesis is described in the three levels, which were articulated by
the participants, field notes and observations. The mix of impersonal realist data is
combined with more personal analysis and observations (Hammersley and Aitkinson,

2019).

7.3.4 Summary of findings

Five key findings were articulated in this section. The first novel finding which was

not documented in the literature was the impact of the seasons on the uptake of
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exercise for those who do not necessarily undertake any formal exercise. Participants
were clear that they were far less active during the winter. This is a significant finding
as research on activity is often conducted over a short time period (often a few
months) and there may be significant seasonal variations in activity levels which have
not been accounted for. This could result in false conclusions being drawn. Any
activity-based study should include a whole year of data to mitigate for the seasonal

variation effect.

The second finding relates to the literature description of ‘adherence’ to exercise.
Participants were describing a relationship with their instructor where there was
mutual support, and tailoring to their individual needs, rather than a blunt ‘take it or
leave it’ prescription of exercise. These findings from my data support existing
knowledge, but [ suggest the use of the term ‘concordance’ is a better description of
the relationship with exercise prescription, participant and instructor, incorporating
their respective views and social values. This abstraction of knowledge into a novel
concept, has relevance for future research. Further development and evaluation is
needed to facilitate inclusive participation in exercise, and to move the discourse into
a new paradigm with genuine co-production at its centre. Co-production of exercise

offers a deeper intention to meet the needs of older people themselves.

The third finding, which supports the existing literature was the expression by
women that they did not want to participate in Gyms with men and found swimming
hard. Although women were by far the higher participants in these formal exercise
groups, the literature identified variations in the expectations of genders (Hurd Clark
et al, 2020), and these participants concurred. The literature identified that there was
a gap in provision for men, which was seen locally, and may explain why we had so
few male participants. Men need further choices of activity. This lack of provision
specifically warrants further investigation. This study did not meet the expectations
of addressing the needs of a multicultural city, and there may be additional
information about gender and ethnicity which has not been uncovered. Further

investigation of this is needed.

The fourth finding was around staff knowledge for supporting older people in taking
up exercise. The lack of knowledge was twofold, both in their understanding of what

was available to prescribe appropriately, but also for providers in their confidence to
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support and tailor exercise to older people. This was not a new finding (Gandy et al,
2017) but was significant, and was triangulated by both staff themselves
acknowledging that they did not know what to prescribe, and participants describing
leaving groups as the instructor was unable to deliver what they needed. Some
participants who were no longer active in groups, were told to stop exercising with
no alternative provision being offered. This is a new finding, where staff told older
people to desist from a particular exercise, because they felt that it was too risky to
have them in the group, rather than the accepted rhetoric that older people drift off
because provision did not meet their needs. The complexity of the data demonstrated
the heterogeneity of the older population. They all have history- things they have
enjoyed and things that have really put them off any form of exercise. The crucial
factor from this data is the confidence of the instructor in personalising and tailoring
any provision to the individual. There was recognition that behaviour change often
happens at a point of crisis, which offers a key opportunity for health professionals to
include exercise as a core part of any recovery process, and rehabilitation for
someone experiencing any health crisis, and concurs with Buttery and Martin’s
(2009) findings that there are many ‘missed opportunities’ for engagement with
exercise, by all staff. Thus, activity need not be reserved for those who fit formal
commissioned pathways, such as cardiac or pulmonary rehab, but any other physical
or mental health crisis which requires medical intervention, should be prescribed

with an exercise component too (Nash, 2012).

The fifth finding was the impact of the underlying belief and knowledge of exercise by
the older person themselves. This was well evidence in the literature and not new,
knowledge. However, my data clearly demonstrated influences for older people at a
micro, meso and macro level. Thus, any significant change needs to be influenced at
all three levels. The data analysis demonstrated that the non-participants had as
much knowledge about the value of exercise as the participants. Most of them could
give clear reasons why exercise was valuable, but they also had good reasons for not
participating- this gap from knowledge to action needs to be bridged. Using the three
levels of the behaviour change wheel (Michie et al, 2017) to articulate the need for
behavioural change at source, intervention and policy levels may be a useful tool to
support bridging the gap. This final finding is of significance in offering a new

paradigm to influence behavioural change or identify root causes for a lack of
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behavioural change, and may be useful to staff, older people, and policy makers to

support an increase in uptake of exercise for older people.

7.4 Strengths and limitations of this study

The critical ethnographic approach in this study added a focus on understanding
relations of power by merging a complex dynamic qualitative strategic enquiry with a
critical stance (Vandenberg and Hall, 2011). I was observant of the dominant power
relations as [ watched and listened to the participants and was conscious of wanting
to hear their voices above all else. One of the key strengths of this study is the
emersion of the researcher in the locality of the exercise participation, giving thick
rich data. The weakness in this is the obvious risk of bias, from having such a close
connection with the participants, and a vested interest in any policy changes, from my
own professional background, which has the danger of reinforcing dominant power
relations. I believe | have documented my biases, and therefore give an opportunity

for my views to be critiqued in their context.

This study is limited in its ethnography, in that it was undertaken in a small locality
within one city. However, the depth of drilling deep into the experience of exercise in
three separate contexts, and then interpreting the findings against the current
political and social context to develop new knowledge and theory around how to best
redress the power imbalance was compelling. In this study the implications of the
data gathered, has a goal of articulating the process of what can change to enable
better provision for the future, and to target specific changes to ensure we are addling
life to years, and not simply years to life. This study used the voices of the participants
‘emic’ to reflect the ‘etic’ from the staff and prescribers understanding of what was
happening, to offer developments for policy and practice. A significant gap was in the
lack of ethnic mix for the study. I would have hoped for more ethnic diversity in the
study, and could have purposively sampled an activity, which was attractive to some
of the black community. However, at the time of starting the study no such group was

readily identifiable.

One of the key limitations of the study has been the length of time the process has
taken, which has meant that the whole system has changed dramatically since the

inception of the research. This has been significant in the expectations of the delivery
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of exercise at practice level, but the findings still hold true in spite of the paradigm

shift since COVID.

The findings are generalisable to other areas as there are some similarities with the
findings of the literature reviews but must show some caution with extrapolating the
findings more widely, without comparing population data. However, as previously
stated, by the heterogeneity of the groups participating, the inclusion and
triangulation of exercisers, and non-exercisers as well as staff delivering and
commissioning services, there will be the possibility of significant transfer of findings.
Data saturation was reached which would suggest that the views reflect much of the
population. However, we must recognise that there are some hard-to-reach people,

whose opinions may not be included here.

A limitation in the generalisability of the findings reflects that not many of the
participants were living with severe frailty. This may reflect a sense that people living
with frailty are not likely to see much reversibility in their condition, so are less likely

to participate. This is an area which warrants further study.

7.5 Implications for Policy and Practice

The implications and critical suggestions for practice are outlined here, using the
COM-B model (Michie et al 2011), with sources of behaviour, intervention functions

and policy categories.
7.5.1 Sources of behaviour (Opportunity, Capability and Motivation)

The gap described by the health care professionals in their lack of understanding
around what was available, significantly reduced the opportunity for participation.
The Community Nurse recognised that there was potential for better preventative
work, but this was not a natural part of her toolkit for care. As already stated, the role
of ‘social support’ as a strategy for improving the uptake and concordance to exercise
(Hawley Hague et al 2016) is clear. The need for ‘peer promotion’ and ‘word of
mouth’ to build confidence is also evident. Therefore, promoting ways to facilitate
this within our communities is key. This was a significant finding as the lack of local
knowledge around provision of suitable activities for older people, is readily

reversible.
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The crucial factor is in personalising and tailoring any provision to the individual.
There was recognition that behaviour change often happens at a point of crisis which
points to the key opportunity health professionals have to include exercise as a core
part of any recovery process, and rehabilitation for someone experiencing any health
crisis. This need not be reserved for those who fit a formal commissioned service,
such as cardiac or pulmonary rehab, but any other physical or mental health crisis
which requires medical intervention, should be prescribed with an exercise

component too (Nash 2012).

The GP in this study suggested that the first class be offered as a free ‘taster’- which is
offered by some third sector providers, and often for children’s activities. This would

enable wider uptake and support for groups, currently outside of the NHS. Providing

opportunities for exercise, such as Tai Chi, could help develop exercise provision in

the city.

The data demonstrated motivation for behaviour change comes with an optimism
that inclusion is more critical than the ability of the person to engage at the highest
level of activity possible. This is not echoed across the clinical world, in my
experience and there remains some suspicion from clinical providers for social
prescribing and encouraging and endorsing participation in non-clinical nor
evidence-based practice (such as walking groups). While using an evidence base is a
core part of professional training, the reality is different. Commissioned services, for
exercise, may be founded on the evidence base, in terms of the specificity of the
activity, but do not follow the evidence base for the length of the intervention. Our
local therapy team offer a four-week programme for falls prevention, where the
evidence base is very clear that there needs to be at least a 16 week intervention
period (Bull 2011, NICE 2015, Sherrington et al 2017). For pragmatic and cost
reasons this is not available. This kind of inconsistency is prevalent, and a blind spot
in many systems. Empowering people to understand the evidence and then make

their own choices around how they implement that is key.

The NHS STP plans to move care closer to home has reached the level of re
organisation of some of the formal health services into community clusters but has
not yet reached a voluntary level to ensure that preventative and health sustaining

activities are also available locally. Although, some businesses are managing to
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access the local market, such as ‘Weight Watchers’ and ‘Slimming World’, there are
fewer organised exercise groups, and commissioning is slow in pump priming these.
The best example of a local and sustainable model for activity is the Parkrun, but this
is rather inaccessible for anyone other than those who are already able to manage a
5k run- this has developed more recently into a walking 5K, which is a good

development

The literature and this study demonstrate that personal beliefs held by older people
that exercise and ageing are in conflict (Franco et al, 2015 and McGowan et al, 2018).
This was a view held by older people who participated as well as those who did not
participate in exercise, and some staff too. It became clear during the data gathering
and analysis that the non-participants seemed to have as much knowledge about the
value of exercise as the participants. Most of them could give clear reasons why
exercise was valuable, but they had good reasons for not participating- this is the gap
to bridge. There was recognition that behaviour change often happens at a point of
crisis which points to the key opportunity which health professional have to include
exercise as part of the recovery process, and rehabilitation for someone experiencing
a health crisis. The extend of this provision needs to go beyond formal commissioned
services such as Cardiac or pulmonary rehabilitation but move towards any physical

and mental health crisis, and include a decompensation of frailty (Nash, 2012)

Any changes in this micro level, needs developing with self-management strategies
and behaviour change modelling (Michie et al 2015). Some local trusts have used
motivational interviewing training for therapists to develop skills in bridging the gap
in their own self-belief or motivation for uptake of exercise. This behaviour change
also needs to take place at a macro level- or with policy and leaders to ensure an

integrated approach with strong leadership.

This study supports the ability of staff to use the behaviour change model they
espouse, to suit the needs of the participant, as well as to dose and tailor the exercise
provision. This is what was missing for the participants in this study. The need for
behavioural change, can be addressed using the COM-B behavioural model. The COM-
B model has been used by the Later Life Team and Professor Dawn Skelton to
encourage behavioural change, with their training package, but is not used locally,

nor is a core part of training.
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Further behavioural change insights from Kohl et al, 2012 suggest that behavioural

change models are often cyclical, which renders them simplistic and ineffective (see

diagram A below). However, the complexity of the system affects the ability for

change-, which is better illustrated by diagram B (Kohl et al 2012). The interaction of

the complex system is similar to the complexity of the COM-B model (figure3.1) which

includes all aspects of the system, and its readiness for change.

Behaviour change theory

>

Behavioural intervention

Physical inactivity

.

Behaviour change

—

Policy or environmental change

>

i

Environmental intervention

B
Physical inactivity < Behaviour change
A
Adaptation
Education Feedback Competing Sport and recreation
Behaviour actions
change )
theory Health Unintended Workplace
\ consequences
Planning Transportation
A 4 \ /
PoIiFy oF Built environment
environmental >
change Strategies for implementation

Figure 7.1 Behavioural and environmental (A) and Systems (B) approaches to
physical inactivity (Kohl et al,2012 p299)
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Media campaigns may well have an impact, in helping to re-engage older people in
activity. The release of the PHE guidelines for the expectations of doses of exercise
have been helpful (PHE 2019). Some high-profile older people participating in
exercise may have an impact on changing the mind set rather like hosting the
Paralympic games turned people with artificial limbs from being disabled to being
bionic. The possibility of veteran games may be an option to redress this. There are
some localised activities, led by the Later Life Training team in Glasgow, but they have

not attracted the sort of press interest that the Paralympics did, for example.

This study demonstrated that successful participation occurred, when the benefits to
health, both mental and physical, were understood. Motivation came from a sense of
accountability. Tailored exercise to individual needs and self-efficacy in terms of
being able to attain their own goals, and a life changing awareness also lead to

successful participation.

An accessible approach has been piloted by the Chartered Society of Physiotherapy
(CSP 2019) who have a strap line of ‘hate exercise, love activity’. They have
intentionally targeted older people in their press releases. The resources are
available for local therapists to spread the word. I've even seen a poster in our local

Emergency Department.
7.5.2 Intervention Functions

The implications of understanding the education, training and engagement for
increasing exercise is part of the intervention function of the central section of the

behaviour change wheel (Michie et al 2011).

One notable finding was education around exercise with the need for ‘peer
promotion’ and ‘word of mouth’ to build confidence and concordance. We, as staff,
clinicians, providers and commissioners must therefore promote ways to enable this

to happen within our communities.

The study demonstrated a need for more ready information to understand what
constitutes a good amount of activity for an older person to undertake. The
introduction of Public Health England new guidelines for physical activity have been
welcome (2019) but needs much further dissemination and publicity for better

understanding (Appendix T). However, this must be coupled with enabling
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participants to engage more using the affective dimensions such as motivational
interviewing (Menichetti et al 2018). A targeted intervention could increase exercise
uptake, and enable wider participation. Understanding these models through either
undergraduate or postgraduate training, would enable staff to increase engagement

and reduce attrition from groups.

One of the key conclusions for the engagement with exercise in this study was the
ability of the instructor to understand the physical components of the exercise
required, but also to ensure that service providers can engage at an affective
dimension such as positive thinking, internal resource mapping, motivational
interviewing, relaxation and friends and family support. Where there were barriers
to participation, it was often due to an absence of these aspects. Training staff to
engage at an affective level (Menichetti et al 2018) is key to sustainability and spread.
These changes need to take place at a micro level for individual service providers, but
also need to have a whole system approach to training. This meso and macro level
change needs to be aimed at individual provider organisations, and training
institutions. New graduates should be prepared for working with older people, with
firstly a robust evidence base for the efficaciousness of exercise with older people,
and secondly the skill set to deliver tailored, dosed and targeted exercise, and finally

the ability to understand affective dimensions to their interventions.

Another further way to bridge this gap at a meso level with intervention functions is
to facilitate co-production of services with older people, to ensure that what is being
delivered is accessible and tailored for older people. This would enable some of the
‘power’ relationship between providers and service users to be rebalanced and aid
better uptake. If older people knew what their exercise requirements were and they
felt empowered to insist that it was provided, service providers would begin to
deliver more appropriate provision. Empowering older people to know what they
need, what they want and to ask for it, is important. This would mitigate for the lack

of knowledge by staff.

Another solution is using patient experts to be trained as coaches and instructors, as
they will have the lived experience of living with a long-term condition, and the ability
to support others to overcome their reluctance and resistance to exercise. The Vitality

Club in the Netherlands was very successful in increasing the uptake and use of
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exercise by people in their mid-60s (van der Vijver et al, 2018). A programme in
Ireland in 2010 found peer coaches to be a useful engagement to support people who
had a fear of falling (Baily et al 2010). A peer led low intensity activity group over 20
weeks in Texas and Missouri in 2014 demonstrated improved physical function
amongst other outcomes (Werner et al 2014). I am unaware of any such programmes

locally.

At a macro level, every member of staff within the NHS needs to understand exercise
as a core component of any intervention, not just as an option for younger people, or
those with condition specific long-term conditions such as diabetes or COPD, where
‘medical’ interventions are not an option. There is some encouraging early work with
people living with bowel cancer at Southampton University whereby people are
offered intensive ‘prehab’ sessions at a gym prior to surgery, but during
chemotherapy and radiotherapy and have seen reduction in hospital stays,
readmission rates, and cardiorespiratory complications (West et al, 2014). As
exercise is not a traditional intervention for cancer, this may well change the
perceptions of staff and prescribers in general and develop further discussion around

exercise and ageing also.

Also, at a macro level there needs to be better training for sports therapists, and
exercise trainers to include older people with frailty as a component of their core
training. This will enable all classes to have an instructor with the ability to tailor to
the needs of participants. AGILE, (CSP 2019) the specialist interest group for older
people have also recently published a statement around partnership working for falls
pathways of care with the aim for seamless transition between rehabilitation and
community exercise services. This is an encouraging step forward for falls prevention,
but further work is needed for exercise and frailty. My fear is that this will only be
used by those who are already well informed, rather than by those who need the

information, such as GPs and community nurses.

The accessibility and cost of classes also needs to be addressed, and the possibility of
more ‘first session free’ funded, as was suggested by the GP, is a compelling option.
The need for some men only and women only activities was identified in this data and
the literature and should be offered. Seasonal activities may also be beneficial, so a

keep-fit-in-winter-to-enable-gardening-in-the-summer group might be in order.
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One further factor is the description, and content of the activity. People were often
clear that they did not want to be going to a gym, but that they wanted something to
attract them, with a focus on function and movement rather than falls prevention
(Hawley-Hague et al, 2016). This needs to be incorporated into the evidence base for
what exercise is efficacious (Theou et al, 2011, Cameron et al, 2013), including the
updated evidence of falls prevention (Sherrington et al, 2017). The HCC Strong and
Steady group (HCC 2020) are advocates for this approach rather than being the ‘falls
group’. The instructors are all trained at Level 3 to enable them to support people
with long-term conditions. The title has the added incentive for concordance, as who
wants to be ‘wobbly and weak’ which you might become if you were to stop. Above
all, we need to remember, however that older people are not a homogeneous group,

and ensure that there is a wide variety of exercise options.

There is a degree of responsibility for each clinician to understand their local
community provision to offer appropriate prescription. The National Commissioner
was clear that there is also a responsibility for everyone to understand dosing, and
limitations of exercise. ‘Advancing age is no barrier to the benefits of tailored
exercise’ (Izquierdo et al 2020, p313) is a fitting strapline. Where the staff are not
well informed, it may be possible to empower an older person, to request referral to
appropriate provision. Health communities need to agree on a strategy to
disseminate information. Having a readily available source of local activities as well
as a consistent approach to referral in to them would seem an obvious solution to the

lack of accessibility, and knowledge.

The contract for NHS social prescribers within primary care may go some way
towards addressing this, (Stevens, 2016, NHS 2019) but the complexity of keeping up
to date with community provision, makes it a challenge for all concerned. One
solution to bridge this gap is using technology and spread to ensure that all the
activities are visible, and available within communities. Staff need to have confidence
in their third sector and voluntary sector partners, and assurance to refer people in
and out. An example, the Genie Tool (https://genie.soton.ac.uk/eng/ ) (https://genie-
net.org/), is being developed by University of Southampton to enable a useful map of

activities, including exercise groups which can be accessed.
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Hampshire County Council (HCC) website also have a directory of balance classes for
people to participate (HCC 2020). Older people are considered a hard to reach group,
as they may be digitally excluded. This means more face to face, and word of mouth
opportunities needs to be undertaken to ensure spread and feedback on activities
provided. The core to this education needs to be with staff having confidence to

discuss exercise and activity at every face to face contact.

This knowledge gap can be addressed at a macro level by influencing staff nationally
using rigorous evidence. This is beginning with the British Geriatric Society
Sarcopenia group who are appealing for more physiotherapists to influence the
research agenda, to enable a broader engagement, rather than remaining the domain

of a handful of specialist geriatricians (BGS, 2020).

A further development at macro level which would lead to a meso and micro impact
around prescriber knowledge comes with workforce transformation. The National
Commissioner was clear about the need in ‘understanding the value and worth of the
AHP workforce’. In seeing more senior therapists in both leadership and clinical
consultant roles, some of the obvious knowledge gap will be better filled. This step
change requires much wider multidisciplinary team working and also leadership
from the AHP professions to ensure their knowledge is shared as widely as possible.
NHS England are developing ways to ensure that this transformation occurs (NHS

England, 2016)
7.5.3 Policy Categories

Communicating and marketing of exercise as a prescription when unwell, and as a
prevention for ill health needs significant development. Every health professional has
a key opportunity to include exercise as a core part of any recovery process, whether
as part of an acute episode of health care provision, or a GP consultation in primary
care, and of course while on a rehabilitation programme. Exercise should not be
reserved for those who fit into formal commissioned services, such as cardiac or
pulmonary rehab, but any other physical or mental health crisis which requires
medical intervention, should be prescribed with an exercise component too (Nash,

2012)
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Offering exercise as a compulsory part of any group where older people get together,
such as Tai Chi is used in China, has some currency. One of the groups who were not
participators in regular exercise started a set of warm up exercises as part of their
regular meetings after undertaking the focus group. They were convinced of the

evidence and were keen to engage in a new way.

Publications from World Health Organisation such as health enhancing physical
activity (HEPA) policy Audit tool (PAT) published in 2015 (Bull et al 2015) offer
insights into how the 17 identified elements for a successful policy for physical
activity promotion can be approached. This document offers clear implementation
strategies for developing engagement with knowledge of relevant local policy around
all sectors- health, sport, education, transport, environment and planning, access to
key stakeholders, and an ability to ensure that the integration and leadership are
available locally to implement changes. The integration and leadership for change
seems to be an aspect that is missing locally and has hampered the implementation of
the activities of the highly motivated third sector providers interviewed for this

thesis.

7.6 Impact and dissemination of research

The impact of the research so far, is discussed here, with the dissemination

opportunities, as well as a brief personal reflection.
7.6.1 Impact of research

One initial impact during the data gathering is worth noting here. One of the non-
exercise group leaders was a retired physiotherapist. She was interested in the
exercise component of group activities, after the focus group discussion. Her thoughts

were captured in the field notes below:

‘The club usually meet once a month. They are a long-established group who have
been going for maybe 15 years. The two leaders for the group who participated in the
focus group were inspired by the conversation around activity levels, and hearing
about the groups’ previous level of activity and decided that they would like to make

their regular group a bit more active. One of them was going to take on some training
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and begin each group with a strength and balance exercise, just while sitting in their

chairs.’

The study has been disseminated in a number of fora, with some interesting
discussions following each presentation. The study was shared at a PHE conference in
Sept 2017 with early results (Appendix F), and then at the European Geriatric
Medicine Conference in Nice in October 2017 (Appendix G). I was invited to write a
research focus for the nursing older people journal in June 2017 around
deconditioning (Appendix H). I was also a participant in the Three Minute Thesis
(3MT) competition in May 2019, where I received The Peoples’ Vote, prize (Appendix
[ for script).  have been invited to speak at a number of Wessex based conferences,
on frailty and exercise, and ran a workshop at the Focus on Frailty Conference in

September 2019 (Appendix J).

[ have been able to engage with patient support groups, sharing evidence with older
people themselves, not only staff. I was the Keynote speaker at Age Concern AGM for
Hythe and Waterside, on September 14th, 2019, with a talk entitled- ‘Growing Older’.
This stimulated some useful discussion around accessibility, and people thought
about their own exercise levels.  would not have normally agreed to this invitation,
as it was a Saturday, but in the light of this study, I felt it was a useful dissemination

opportunity.

And finally, I have been invited to participate in some future clinical academic
research. [ am a co-applicant for NIHR ARC Wessex’ Improving Physical Activity of
older people in the Community through Trained volunteers: The ImPACT study’ with
Southampton University. I have registered with Orcid https://orcid.org/0000-0002-

5492-6357 to monitor and develop my own research portfolio. [ am registered with

Researchgate, and I currently have an RG score of 13.48 and an h score of 2.
7.6.2 Personal impact

As I undertook the literature review, in early 2016 and began data gathering in 2017,
it became clear that I was not setting myself up for ageing well. I was also fast
approaching my 50t birthday. I decided I needed to make amends, and so joined a
local Couch to 5K programme that was starting from my local park, with a Council

funded programme called ‘Park Lives’. The scheme saw 20 of us start, and 15
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complete the course, at which point we were able to join in with the weekly
‘Parkruns’- a free timed run on a Saturday morning. We quickly realised that 10
weeks was not enough to keep us going (our own motivation was lacking) so we
started a running club from the park. It now numbers over 150 members, and has
seen people undertake marathons, as well as many smaller but equally meaningful
milestones. The club is inclusive, encouraging, and celebrates triumphs and
milestones with cake. | have completed 84 parkruns and five 10K races, including the
New Forest 10K three years running. This has been in spite of a left anterior cruciate
ligament rupture in December 2018- a skiing injury, not a running one. My oft
repeated mantra is that it's never too early to start participating in exercise, but also

never too late to start.
7.6.3 Further research

This study has highlighted that there is a need for further research and

understanding of the current climate and provision of exercise with older people.

The prescriber knowledge gap needs further, or the ‘missed opportunities’ described
by Buttery and Martin (2009), to work to understand the gaps in understanding and
practice of front-line staff working with people with frailty. How often do community
nurses consider prescribing exercise? How much variability is there with GPs
recognising those who are pre-frail, and urging them to participate in a well dosed

exercise group? How well do local prescribers know their pathways and options?

Some further cost effectiveness studies would fuel managers to potentially invest
further in sharing local knowledge, but also supporting development of new models

of provision.

The gap in workforce skill needs a whole system review, but this study confirms that
providers, and commissioners do not fully understand about exercise dosage, and

falls prevention, or even general ageing.

A review of how many training institutes include the components of training for
sports instructors in managing older people would further develop an understanding
of the gap in workforce and help develop ways to bridge this gap. The importance of
behaviour change, and affective management was not evident in any conversations

with the health care professionals in this study. Understanding of these skills, and
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application in the field is needed. Application of a model such a COM-B for all staff in

training would be useful.

There is a pressing need for research to develop the evidence base around exercise
uptake and older people. There needs to be a body of work to gain further evidence
of the effectiveness of community-based participation groups for older people, and
the efficaciousness of reversing frailty. These need to be large studies with at least 50
weeks of interventions, and 2 years of follow up. This could be undertaken with some
digital enhanced technology. Current research such as the HERO trial to review home
based extended rehabilitation for older people with frailty post hospital admission
will go some way to evidence this, but there is scope for further work. The ImPACT
study will also add to bridging this gap, to see if it is feasible to use volunteers to lead

community exercise groups.

The belief about exercise and ageing gap is a hard one to bridge but needs a
wholesale change in the national rhetoric. The reality is that little of the local
provision is aimed at older people- a brief walk through our local sports centre with
dry ski slopes and athletics track, advertises a huge range of activities, but nothing
was tailored or illustrated for older people specifically- although a review in the
middle of the afternoon indicated that the athletics track and cycling facilities were
mostly being used by people 60+. This needs urgent acknowledging and reversing!
Again, a local application of the COMB model to articulate barriers and bridge them
would redress this. The reissuing of the Physical Activity guidelines in September
2019 (Appendix U) by the UK chief medical officer (DoH 2019), may encourage
further participation, but only if they are widely shared and applied. Further research

to evaluate the impact and uptake of these guidelines is needed.

7.7 Conclusion

My findings in this study contribute to the existing knowledge about why some older
people engage in exercise groups and some do not, by hearing the views and

experiences of older people and observing their exercise practice.

This chapter has discussed the results of this small ethnographic study, which found
at a micro level that most older people, who were socially active knew the benefits of

exercise, and were willing to participate, but had found access to a suitable activity
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for them one of the biggest barriers. They also described significant seasonal

variations in their levels of exercise.

Older people expressed an ability to counter the expectations of their community to
engage in exercise once they were motivated and found that they were able to
participate. The role, ability and flexibility of the instructor was described as critical
in enabling older people to participate. Instructors did not recognise the usefulness of

affective dimensions to facilitate behaviour change

At a macro level, influences were social, political and economic. Aspirational
facilitators were described in national strategies such as the #endPJparalysis and
Love activity, hate exercise. Campaigns. There is an opportunity for Allied Health
Professionals to extend their role in prevention of frailty, by harnessing and
spreading these campaigns. Barriers to participation on a large scale were described

in the lack of suitable tailored and dose and fidelity of exercise for older people.

The gaps in provision were summarised as the gap in prescriber knowledge, the gap

in the skill of the provider, and the gap in the belief around exercise and ageing.

The findings indicate that service development must be co-produced with older
people to understand what the local provision is, what is missing, and how to best
engage older people to participate, using a behaviour change model such as COM-B
(Michie et al, 2011). This will facilitate a rebalancing of power, and potentially better
engagement. Staff and service providers often think they understand what older

people want, but these findings suggest that this cannot be assumed.
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All mandatory fields are marked (M*). Applications without mandatory fields
completed are likely to be rejected by reviewers. Other fields are marked “if
applicable”. Help textis provided, where appropriate, in italics after each
question.

1. APPLICANT DETAILS
1.1 (M* Applicant name: Esther Clift
1.2 Supervisor (if applicable): Anne Rogers

1.3 Other researchers/collaborators Helen Roberts
(if applicable): Name, address, email,
telephone

2. STUDY DETAILS

2.1 (M*) Title of study: who uses exercise in later life: a critical
ethnographic study
2.2 (M*) Type of study (e.g. Doctorate

Undergraduate, Doctorate,
Masters, Staff):

2.3 i) (M*) Proposed start date: | 01/05/2016

2.3 ii) (M*) Proposed end date: | 01/12/2017

24 (M*) What are the aims and objectives of this study?

Al

The study will explore the existing provision of exercise for older people living with
frailty from the perspectives of older people who participate in exercise activities, as
well as those who do not.

Qualitative methodology will be used to seek understanding of the barriers to
participating in exercise in later life, as well as the incentives .

The narratives from older people will enable a detailed description of the culture of
exercise from older people's perspective. This will determine how the current
provision can be transformed to be more inclusive.

The development of a co-produced leaflet for health professionals will be explored
with a group of older people

Objectives:

1a.Observations will take place in private exercise provision settings, and NHS
commissioned groups. In depth interviews and focus groups will be arranged with
older people who participate in exercise activities, to understand their motivation
and perceived benefit, as well as challenges which they have overcome to participate
in activity.

1b. Interviews and focus groups will be undertaken with those who do not participate
in any group exercise to understand their activity levels, and what would make for
positive exercise for them.

1c. Exercise providers, clinicians and GPs will be observed in practice to gain and
understanding their use of the current provision of exercise and their aspiration for
accessibility of exercise for all of those living with frailty. A focus group will enable
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further understanding of practice and understanding of barriers to older people
participating in exercise.
1d. A comissioner will be interviewed to understand their perspective.

2a.The current printed materiel advertising exercise activities for older people will be
reviewed with a sample of previous participants, and some of the electronic
incentives for activity introduced.

2b.The co-production of guidelines for professionals to encourage people living with
frailty totake opportunities for targeted exercises will be explored.

2.5 (M¥) Background to study (a brief rationale for conducting the study):

Exercise has long been established at the heart of baoth physical and mental wellness
(King and King 2010). Physical activity is comparable in impact outcomes, for
chronic disease, as both smoking and diet (DOH 2004) and there is growing interest
in its value for older people who are living with frailty. However most commissioned
services for older people currently focus on exercise as a remedial treatment
following falls (National Institute for Clinical Excellence [NICE] 2004), which is too
little and too late to reverse the sequelae of frailty. There is atrend across Europe
for the frequency of physical activity to decrease with age. Data from 2014
Eurobarometer indicates that 64% 15-24 year olds play sport once a week, but only
30% of over 50s participate, and most older adults living in the community choose
not to participate. Activity which is attractive to older people needs to be both
meaningful and enjoyable (Janssen and Stube 2014). The MNational Health Service
currently advocates activity toenhance independence for older people, but thereis a
paucity of professional delivery. This work will review the wider exercise
opportunities provided through a variety of sectors for older people in a specific
geographical locality, who are living with frailty, and determine some of the barriers
for participation within a local context.

Fopulation ageing is accelerating across the globe, as aresult of improved health.
Thetrajectory indicates an increase from 461 million people over 65 in 2004 to an
estimated 2 billion by 2050 (Kinsella and Philips 2005). This has a significant impact
on traditional delivery of social and health care. The clinical condition of frailty is
an expression of the population ageing (Clegg at al 2013). Frailty is defined as “ a
state of increased vulnerability to poor resolution of homeostasis after a stressor
event, which increases the risk of adverse outcomes, including falls, delirium, and
disability (Clegg at al 2013 p 752). Frailty is not synonymous with disability or co-
morbidity, although there is some overlap (Syddall et al 2003). There are a number
of markers used to characterise frailty by clinicians and researchers. They include a
calculation of the accumulation of particular deficits (Rockwood et al 2007); the 7
point PRISMA Clinical frailty Scale (Rockwood et al 2005); evidence of problems in at
least two areas of physical, nutritive, sensory, and cognitive domains (Strawbridge et
al 1998), dependency, or requirements for care from others (Rockwood et al 2005);
grip strength (Syddall et al 2003) and Timed Up and Go Test (Lyndon and Stevens
2015). Thecriteria outline by Fried have been most widely accepted and used as an
objective marker for frailty (Fried 2001). Here frailty is defined as being present if
there is evidence for at least three of the following- weight loss, weakness,
exhaustion, slowness, and low activity. Older people living with frailty are more likely
to be admitted to hospital for an unplanned stay, and require care home placement
(Oliver et al 2014). Presence of frailty is also indicative of higher incidence of falls,
disability and mortality (Fried et al 2001). There is a bidirectional link between frailty
and psychological wellbeing (Gale et al 2014} which needs further understanding.

Some of the key challenges facing any service development is that of acceptability
and accessibility. There has been much work done regarding the change process

(Plesk and Greenalgh 2011), and the ideal circumstances for change. There is need
for further work regarding the local barriers to implementing exercise activities for
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older people (King and King 2010). There is an undergirding culture of ‘| deserve a
rest in retirement’ from many older people and the cynicism of behavioural change
amongst some clinicians. The sustainability of the implementation also needs to be
considered (May and Finch 2009). Understanding the lay knowledge of older people
themselves, and their own views in context, are fundamental to any successful
change (Farrance et al 2015). This work will contribute to filling that gap. The focus
on Primary Care is pertinent, as the overwhelming evidence on the spiralling health
costs of an ageing population provide strong arguments for funding preventive
approaches (AgelUK 2008 p 3).These are ideally resourced and delivered within
community settings (NHS 2015 and Oliver et al 2014)

26 (M*) Key research question (Specify hyporhesis ifapplicable):.

The study will explore the existing exercise provision for older people living with
frailty, from the perspective of older people themselves, service providers, and
commissioners in order to determine what are the barriers which need to be
overcome to implement sustainable exercise for older people. Co produced
guidelines for commissioners and referrers will be generated.

2.7 (M*) Study design (Give a brief outline of basic study design)
Qutline what approach is being used, why certain methods have been chosen.

A critical ethnography approach will be taken (Goodson and Vassar 2011).
Ethnography allows an emic and etic view to be understood from emersion in the
study population (Holloway and Galvin 2015). This results in thick rich data, which
will help understand the context and reasoning for particular actions, or lack of
actions. The complexity of the ageing process, for clinicians who themselves are
ageing (including the researcher), and the management of their patient population
lends itself to an ethnographic approach.

Observation and emersion will take place in 3 settings with older people in exercise
groups, followed by a focused discussion group for each. Two focus groups of
people who do not participate in any formal exercise will be undertaken.

The three activity groups will be a Tai Chi group, a community activity group and a
falls prevention group. The focus groups will be for no more than 6 older people.
The non exercise groups will be sampled from community groups known to the
researcher, from a lunch club, and from a sheltered housing scheme.

All participants will have capacity to chose to participate in the research, and
appropriate consent sought and given before commencing. The older people who
participate will be invited to undertake a questionnaire using arecognized frailty
score (Southampton modified CHS Score) and a wellbeing score (CASP-19).

A further focus group will be undertaken with staff who may or may not be
prescribing exercise or activity to patients. This will include therapists, nurses and
GPFs, and include no more than 6 paticipants. Three staff will be invited to
participates in unstructured in depth interviews. A final indepth interview will be
conducted with a commissioner for services in Southampton City CCGC.

Once these data have been reviewed, a further focus group with a combination of the
previous participants will be gathered to review the literature, and accessibility of
physical activity within the city, to produce guidelines for staff and commissioners
around physical activity provision

Summary:
3 observations, and focus groups for older people participating in exercise
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groups with questionnaires for frailty and wellbeing. Each group will have a
minimum participation of 3 people, and a maximum of &.

2 focus groups for older people not participating in exercise with
questionnaires for frailty and wellbeing. Each group will have a minimum of 3
participants and a maximum of 6.

a focus group with staff who may or may not prescribe exercise. This will
have a minimum of 3 staff, and a maximum of &

an indepth interview with a service commissioner
. a focus group to co- produce guidelines for commissioning teams and service
providers. This will include older people who have participated in any of the focus
groups. There will be a minimum of 3 older people, and a maximum of 9.

3. SAMPLE AND SETTING

3.1 (M*) How are participants to be agproached? Give derails of whar you will do if
recruitment is insufficient. If participants will be accessed through a third party (e.4.
children accessed via a school) state if you have permission to contact them and
upload any letters of agreement 10 your submission in ERGO.

Participants will be approached from the group leader, who will give them 2 weeks
notice of the observation of the group, and the opportunity to be involved in the
focus group. Each participant will complete and sign a letter of agreement to
involvment in the research. Each member of the group will be given the opportunity
to ask questions about the research prior to the observation. For those who do not
want to participate in the research, they can continue to undertake their exercise as
usual, but will not be observed during the session, nor participate in the follow up
focus group discussion.

Staff will be offered the opportunity to participate in the focus group,and given 1
months notice for the group.

Non exercising group will be approached by the lunch clubs supervisor, and given 1
month to chose to participate in the focus group. Each participant will complete and
sign a letter of agreement to involvement in the research. The opportunity for
questions will mirror the exercise group, and those who do not wish to participate
will not be observed, or participate in the focus group.

3.2 (M*) Who are the proposed sample and where are they from (e.g. fellow
students, club members)? List inclusion/exclusion criteria if applicable. N8 The
University does not condone the use of ‘blanker emails’ for contacting potential
participants {i.e. fellow staff and/or students).

it is usually advised to ensure groups of students/staff have given prior permission
to be contacted in this way, or to use of a thivd party to pass on these requests. This
is because there is a potential 1o take advantage of the access to ‘group emails’ and
the relationship with colleagues and subordinares; we thevefore generally do not
support this method of approach.

ifthis is the only way 10 access a chosen cohort, a reasonable compromise is 1o
ovtain explicit approval from the Faculty Ethics Committee (FEC) and also from a
senior member of the Faculty in case of complaint.

Participants will be current members of an activity group, Tai Chi, community
exercise or falls prevention group. There is no age criteria, but participants need to
hawve capacity to understand the participant information and sign agreement to
participate.

Staff will be invited from the Integrated Community Care Team, and a local GP
practice
Participants who do not exercise will be part of an already established lunch club.
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There will be no age criteria for this group, but participants will also need to
understand the participants leaflet and agree to participation by signing the
agreement letter.

The commissioner will be the Falls Commisioner for Southampton CCG.

3.3 (M*) Describe the relationship between researcher and sample (Describe any
relationship e.q. teacher, friend, boss, clinician, etc.)

None formally, although some of the staff may have been collagues in the past, and
there may be some social connections with some of the older people, through
mutual activities (such as church).

3.4 (M*) Describe how you will ensure that fully informed consent is being
given: (include how long participants have 1o decide whethey 1o take part)

Participants will each receive a letter with one month's notice to be part of the
observation group. They will be given one month to chose to be part of the focus
group discussion but can withdraw at any point before or during the focus group.
Each community participant will be given opportunity to ask questions about the
research, and will indicate their agreement to participation by signing the consent
letter.

4. RESEARCH PROCEDURES, INTERVENTIONS AND
MEASUREMENTS

4.1 (M*) Give a brief account of the procedure as experienced by the participant
{Make clear who does what, how many times and in what order. Make clear the role
of all assistants and collaborators. Make clear roral demands made on participants,
including time and travel). Upload any copies of questionnaires and interview
schedules 10 your submission in ERGO.

The participant will attend their usual exercise group, and observation will take
place during the group. Those participating in the focus group will be in a group of
approximatley 3-6 adults who they have been in the exercise group with, and will be
invited to discuss their experience of both exercise and the group for 1 hour.
written consent will be gained prior to the focus group from each participant. They
can each chose whether they wish to complete the questionnaires on wellbeing, and
frailty.

Staff will be approached to join an hour long focus group, which will included
therapists, nurses and doctors. They will discuss their understanding, and access to
activities for older people. If there is not full representaiton of professions, inthe
focus group, one to one interviews may be offered to gain a full persepctive.

Aone to one interview will be offered to the commissioner

Those from the non exercise group will be offered one months notice for the focus
group, and can drop in or out at any point. They can chose to complete the
questionnaires or not. Consent for participation will be given through a signed letter
of consent prior to the focus group. The focus group will take place immediately
after their usual lunch club, and will last for 1 hour.

5. STUDY MANAGEMENT

5.1 (M*) State any potential for psychological or physical discomfort and/or
distress?

There is unlikleyto be any potential of psychological distress, and no potential for
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any physical discomfort from this study .

5.2 (M*) Explain how you intend to alleviate any psychological or physical
discomfort and/or distress that may arise? (if applicable)

If anyone is distressed by the nature of the discussion, they can be supported by the
researcher after the group, and offered onward referral to specialists if this is
deemed appropriate.

5.3 Explain how you will care for any participants in ‘special groups’ {i.e. those in
a dependent relationship, vulnerable or lacking in mental capacity) (if applicable)?

None of the participants will be specifically vulnerable-all of them will have made the
choice to attend the exercise group, or lunch club. They will then be offered the
choice of participating in the focus group. The capacity of each participant will be
reviewed when consent is gained for focus group participation, and if anyone is
specifically vulnerable and unable to give consent they will be excluded from the
observation data as well as the focus group.

54 Please give details of any payments or incentives being used to recruit
participants (if applicable)?

None- tea and biscuits/cake may be offered for the focus groups.

5.5 i) How will participant anonymity and/or data anonymity be maintained (if
applicable)?

Two definitions of anonymity exist:

i) Unlinked anonymity - Comglete anonymity can only be promised if questionnaires
or other requests for information are not targeted to, or received from, individuals
using their name or address or any other identifiable characteristics. For example if
gquestionnaires are sent out with no possible identifiers when returned, or if they ave
picked up by respondents in a public place, then anonymity can be claimed. Research
methods using interviews cannot usually claim anonymity - unless using telephone
interviews when participants dial in.

i) Linked anonymity - Using this method, complete anonymity cannot be promised
because participants can be identified; their data may be coded so that participants
ave not identified by researchers, bur the information provided to participants should
indicate that they could be linked totheir data.

There will be some linked anonymity, because the data set is small, and the group
know each other so may be able to recognise one another.

However, the data will be anonymised. The transcripts of the focus groups will use
an Identification code number and any quotes used will be non-attributable.

5.5 ii) How will participant confidentiality be maintained (if applicable)?
Confidentiality is defined as the non-disclosure of research information except to
anather authorised person. Confidential information can be shared with those who
are already party 1o it, and may also be disclosed where the person providing the
information provides explicit consent.

The data will be coded, using an identification code for each participant.

Any statements used will be non-attributable to maximise participant confidentiality.

56 (M*) How will personal data and study results be stored securely during and
after the study? Researchers should be aware of, and compliant with, the Data
Protection policy of the University. You must be able to demonstrate this in respect of

handling, storage and retention of data.
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Data will be stored according to the University Data Frotection Policy.

5.7 (M¥) Who will have access to these data?

Only the researcher will have direct access to the data.

N.B. - Before you upload this document to your ERGO submission remember to:
1. Complete ALL mandatory sections in this form

2. Upload any letters of agreement referred toin question 3.1 to your ERCO
submission

3. Upload any interview schedules and copies of questionnaires referred toin
question 4.1

166




Appendix B

Appendix B Summary of literature

Experinc* of exercise- (experiences, experiencing, experience)
Limiters 1990-2020 (15 years prior to study and for study duration)

(MH "Exercise+") OR exercis* OR "physical activ*" AND (MH "Aged") OR (MH "Aged,
80 and Over") OR (MH "Centenarians") OR (MH "Frail Elderly") OR elder* OR old* OR
Senior* OR geriatric® AND (MH "Home Rehabilitation+") OR (MH "Community
Living") AND Experienc*

173 papers identified from Cinhal
Medline:

(MH "Exercise+") OR exercis* OR "physical activ*" AND (MH "Aged") OR (MH "Aged,
80 and Over") OR (MH "Centenarians") OR (MH "Frail Elderly") OR elder* OR old* OR
Senior* OR geriatric®* AND (MH "Community Living") AND experienc*

184 identified from Medline
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adults experience of physical

activity

how older adults
think and feel
about physical

activity

adults may be
explained by an
overly focused
approach to health
benefits. We need
to reframe our
approach to

consider wider

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis

and study type- populations measures

location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)

1 |[Morgan 2019 |Systematic review |39 papers Conduct a systematic and Qualitative meta Current failures to | Qualitative review:

BMC and meta- synthesised |inductive qualitative synthesis |ethnography increase population
ethnography from 33 describing what influences generating a levels of physical Dixon woods framework

f::eexatic studies. physical activity and older theory about activity in older Robust inductive, clear and

translatable concepts Moderate
quality of overall studies, but
limited demographically-
ethnic minorities, people with

disabilities, and low income,

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
goals and
aspirations which
are of greater
personal
importance, life
satisfaction, sense
of purpose and
sense of role
fulfilment
Stead 1997 Focus groups with | 55-75+ and | Investigating how ageing health |15 focus groups Should older people Trustworthy quotes
older people and |18-49 and exercise were be regar.ded asa s .
Scotland group with special Limitations, and ethics not
younger people conceptualised, exploring needs in terms of documented- old paper.
Central o exercise related
factors which influence . .
Scotland health education Very relevant to this study

participation- differences

between age groups?

programmes?

What are the most
effective ways of
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analysis

not explored-

Motivator and

enablers

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
marketing exercise
to older people, and
what message is
required?
What types of
provision are
appropriate and
what interventions
are likely to be
effective
3 |Hartley and 3 focus groups Mixed Explore the experience s of Further Three global Diverse range of adults and
Yeowell 2015 Socioeconom |attending PA groups from the research to hear |themes those with chronic health
NW England icand BME |view point of community living Purposive the views of conditions( hard to reach)
18 adults sampling 3 focus those who do Barriers,
participants groups thematic not attend were No quotes

Ethical consent

Two researchers analysed data
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
] . (trustworthiness, resonance
ocation comparator,
duration of rich rigour, transparency
interventions relevance)
Limitation- only motivated
participants sampled
Very relevant to this study
Maher Intraindividual Mixed Comparing activity levels and Daily diary of Splitinto 4 Days people did Homogeneous sample- (white)
Study if affect, development |life satisfaction across the life over 3x 21 day |developmental |more physical and homogenous levels of
2015 North Health and al periods of |course. burst periods activity than was activity ( about 10 mins BD)
west USA interpersonal adulthood usual for them,
. lifespan . Self-report tends to over report
behaviours - an experience greater
intensive multiple 150 people developmental life satisfaction Verv relevant to this stud
aged 18-89 framework y y

time-scale
longitudinal study
of 150 community
dwelling adults
ages 18-89
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walking behaviours

2- meeting CDC
guidelines of
150 mins

activity.

concerns over
falling, social
support for
motivation, lived in
environments with
good social
cohesion- but not
meeting PA
requirements. Dogs
and people
increased

participation,

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis

and study type- populations measures

] . (trustworthiness, resonance

ocation comparator,
duration of rich rigour, transparency
interventions relevance)
5 |Ory 2015 Walking 272 people Influence of sociodemographic, |Surveys on Predicting Facilitators to being | young old majority- median

behaviours over 60 health and environmental walking active- relatively age of 69

in central characteristics on adults behaviour 1- frequent good health, few

Texas walkers Mostly white non Hispanic

Interesting to this study

172




Appendix B

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
. . relevance)
interventions
younger community
increased activity
Barriers-
Weddle Experience of 8 Started Described the experience of 8 Phenomenologic |Successlinked |Holistic rather than |Tiny sample size (8)
women over 50 exercise and |women with exercise al research to reductionist -
(2008) maintained method semi offering a choice of Over 50- not really old.
1. Stimulu . ..
for a year structured exercise may elicit
USA y s to y
. . interviews initiate |behaviour change.
( Mineapolis) .
exercise Interesting to this stud
2. Assimil 8 y
ation of
exercise No ethics mentioned
into life |‘establishing a habit
3. Relatio of exercise was No bi i d
nship o bias mentione
with often murky and
exercise . E
not overtly evident.
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
. . relevance)
interventions
4. Life
context-
Weeks (2008) | Qualitative face to | Community |The purpose of the study to Thematic A greater Themes Small sample only 24- 19
face interviews or long-term |identify overarching factors that | analysis understanding women 5 men,
Canada with 24 seniors facilities influence participation in of a person’s 1. past .
CXPETIENCE, | 1 4 living alone
living in physical activity among seniors history is 2. life J
. . . transitions
Canada in the community and in lon aramount to . .
y & p and Mixed education level, no
term care facilities help increase 3. future .
comment on ethnicity
L concerns
participation in
physical activity. | subthemes: All adequate income, 17 home

intergenerational
influences

establishment of
early pa patterns

dwelling 7 in residential care

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
family transitions
over the life course
changing health
status over the life
course
future health
concerns
Hawley 2009 | (Secondary) 9 over 60s To explore what might Grounded 4 themes- The key factor was | Trustworthy quotes
who had encourage older people to Theory a determination to
in Rotherham undergone exercise at home after falls ¢ E)égerle regain Sampling- case managed after
UK Falls rehab rehabilitation aftera |independence falls- for complexity
fall following illness
e Experie ethics not addressed-
nce of and fall
rehablll no addressing bias
tation
e Experie
nce
post
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
] . (trustworthiness, resonance
ocation comparator,
duration of rich rigour, transparency
interventions relevance)
rehabili unable to review gender, 1 in
.tatlon NH, 3 with spouses
e indepen
dence
Very relevant to this study
Stathi Interviews with | Older people |Offer insights into how PA is Thematic ° Multiple wellbeing | Clearly articulated
13 people 63-79 (5 situated in notions of successful |analysis of effects- programme |demographics- age gender
(2003) participating in female) aging of people participating in |interviews with must aim to meet
ERS participating |exercise referral schemes and to |interpretive older adults’ Triangulation, credibility
SW England evaluated with clients
in exercise highlight points for achieving paradigm personal needs and

referral

schemes

In Devon UK

client-based targets.

preferences- high
valued targets

were:

Alleviate pain and

disease symptoms

High quality study

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures

. (trustworthiness, resonance
location comparator,

duration of rich rigour, transparency

; ; relevance)
interventions

Improve functional
capacity and

mobility

Increase personal
control and

autonomy

Improve sense of
personal
competence and

achievement

Increase
opportunity for

social interaction
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Author, year
and study

location

Intervention
type-
comparator,
duration of

interventions

Study

populations

Aims of study

methodology

Outcome

measures

Important results

Critical analysis

(trustworthiness, resonance
rich rigour, transparency

relevance)

Personally
significant goals
were often realised
long before the
completion of the

referral scheme

1 |Thorpe 2006
0 |Pittsburgh

Pennsylvania

Dog ownership,
walking
behaviour,
changes in
walking
behaviour and

usual and rapid

2,533 adults
ages 71-83 in

Over 36

months

To examine relationship of dog

waking and gait speed

Cross sectional
and longitudinal
analysis of a
prospective

cohort study

Older dog walkers
exhibit better
health practices and
have better
concurrent mobility

than dog owner

Large study size- interviewers
blinded to study hypothesis
correlation between dog
ownership=- white high
socioeconomic but needed to

walk own dog!
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
gait speed over 3 who do not walk Interesting to this study
years their dogs.
Ruppar and Assessed exercise | 215 older To examine the relationship Self -regulation | Modifiable High exercisers felt | 215 participants, 64-88 75%
Kraenzle behaviour in year |adults in between exercise behaviour and | of exercise activity more energetic than | female
Schneider200 |before study interpretation in older adults theory Questionnaire |low exercisers
7 Aged 64-88 . 54% married
) maintenance
3 times exercise General High exercisers felt
model 94% white 83% h
Missouri for 2 weeks, ESIE . interpretation |a greater life o white o home
(Schneider .
. . dwelling
after each session, 1996) of exercise enhancements and
then GIE after interpretation inventory (GIE) |better psychological 359 lived alone
third ESIE outlook low
Exercise exercisers reported | Correlation between frequency
benefits/barrier

s scale (EBBS)

better
concentration than

during exercise

and duration of exercise.

Future- develop and test

interventions helping
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semi structure

participants did

particularly

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
And Episode Women reported |individuals to connect their
specific clear and more alter | psychological outlook and
interpretation | thinking, more perception of life enhancement
of exercise social support, and |to their exercise activity.
inventory more pleasing
(ESIE) audio environments Very relevant to this study
- greater joy with
music
Men focus on
straining and
sweating.
1 |Graham 2013 |interviews 17 individual | To understand rural community | Constructivist Self-care is Prescribing Canadian rural community-
2 |in Canada 65 years and |dwelling older adults’ focussed primarily about |exercise for older same as Southampton city?
Ontario- older participants shared beliefs ethnography nutrition- adults may be

180




Appendix B

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance

location comparator,

duration of rich rigour, transparency

. . relevance)

interventions
community values and behaviours related to | interview and not articulate effective if the focus | Very relevant to this study
living exercise as self-care PO and field the importance |is on enjoyable and

notes of matching previously Reflexivity by journal

their activity to
their personal

health condition

experience physical
activity and if it
incorporates
exercise guidelines
and training
principles in
relation to chronic
conditions and
potential health

benefits

Understanding

increased after a

However no ethical consent

documented
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
specific health
related incident
1 |Halaweh 2016 |In depth 17 people The goal of this study is not to PO and Field Keep Aged 64-84 years 10
3 |in Palestine interviews aged 64-84 |generalize the analysis, but notes as well as Zrtlg;/mg, female, 7 male
rather to provide a rich, interviews healthy Excellent reflexivity
contextualized understanding of Social documented.
Using connectedn
some aspect of the human essa Ethics documented
. interpretive motive to
experience through the
P & . stay active Documented and videoed
. : . narrative . . .
intensive study of particular Adapting interviews. Rich quotes
cases. methods strategies .
to age Very relevant to this study
related
changes

182




Appendix B

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
Gandy 2017 Evaluation of Age Measure older people’s Mixed methods |Survey using The active lives Convenience sample
West UK programme experiences of participating in Likert Scales programme offers a
Lancashire UK |2012-2014 158 in phase the programme, identify the Qualitative- benefits: 3 surveys 2 sites and cost
1 impacts on their health and focus groups effective analysis.
166 well-being and their suggestions Health and Very relevant to this study

responses in

for service development and

establish the costs and benefits

Quant3 surveys

wellbeing, Social

well being and

( high internal consistency with

phase 2 quality of life and
of the programme and cost analysis variability of groups)
205 reducing social
. Convenience isolation 77% women
responses in
sampled
h

phase 3 Very relevant to this study
Arkkukangas |Semi structured |Older people |Explore older peoples SS interviews With support 4 categories Selected as undertaking Otago
2017 interviews partofa RCT |experience of a home-based with 12 over 75 |from PTs home exercises and MI

based exercises

e Facilitator
s of
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
. . relevance)
interventions
Sweden exercise programme combined |3 questions can be adapted performin |Inclusion- over able to walk
with motivational interviewing. to individual ;gnexerase independently, and live in the
circumstances everyday |community.
in a meaningful life
Qualitative & e The
. . 5 men 7 women 75-86 years
inductive way. Including importanc
. . e of old 3 married after 5
approach exercises in support
everyday life e Perceived physiotherapy interventions.
and daily gains -from _
exercise Rich quotes,
routines could e The
support the existential Reflexivity in the analysis with
aspects of
experience of exercise authors

being stronger,
resulting in
better physical
functioning and

give hope for an

No ethical consent mentioned

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
extended active
life in old age.
Moran et al GPS and 59 Explore objective and perceived | GPS DT and GPS Pedestrian Snowballed recruitment Haifa
2017 Discovery tool- environmental characteristics of | observations infrastructure selected as older community)
60-minute walk >0+ adults routes along which older people |and Stanford Access to
Haifa Israel — . R 59 over 50s 14 men 45 women
walk 1. To measure objective Discovery Tool destination
(Included as environmental attributes (DT) . N .
) . . Using objective environmental
using electronics Aesthetics

for qualitative

description)

2 describe perceptions to
environmental barriers to
facilitate walking and 3.
Examine the association
between objective

environmental attributes, with

And environmental

quality

Qualitatively- those
who walked longer,

and steeper routes

measures.

Pearsons correlation

Very relevant to this study
participants consented- no

ethical mention

185




Appendix B

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
] . (trustworthiness, resonance
ocation comparator,
duration of rich rigour, transparency
interventions relevance)
perceived barrier and tended to describe
facilitators more facilitators of
all kinds
Lee 2017 Focus groups 48 people Understand and explore the Purposive and Older people 5 themes: Interview guide included
Taipei aged 48-81 perceptions of regular brisk snowballing thought that a) Health transparency,
27 female 21 |walking by middle aged and sampling, 6 regular walking grrlc()lmotlon No ethical consent
male older persons focus groups could promote maintenanc | Demographic data included
. . o e . .
with 5 questions |and maintain b) Relationshi Only brief quotes included
analysed using | their health and p and Data saturation reached.
. social . S
content analysis |was a good way ¢) Leaders Participant verification
to have social enthusiasm | Interesting to this study
contact and peer
pressure
d) Nature of
brisk
walking
e) Becominga
part of
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
] . (trustworthiness, resonance
ocation comparator,
duration of rich rigour, transparency
interventions relevance)
everyday
life
Burton et al Focus groups 13 older Focus groups 3 ways Rich data
2016 adults with with an experienced:
sight loss inductive Limited to mostly macular
West Midlands thematic Psychologically degeneration as cause for sight
Aged 73-94 . loss only those already in
analysis
Through .
groups were recruited
opportunity and

access

And at societal and

policy level

Ethical consent gained

Transparent- guide published

Third author to develop

themes- reduce bias

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
1 |Von Berens 4 Focus groups 20 older Explore older peoples Manifest and Risk of ‘Feeling more Only Swedish participants 8
9 12018 adults aged |experience from an intervention |latent content sarcopenia confident, cheerful |women 12 men 9 married only
71-86 designed to prevent sarcopenia |analysis largely ignored |and safe’ 1 smoker, excluded if not
in Sweden with the aim of capturing the by policy speaking Swedish fluently
participants thoughts and Purposive
opinions sampling Focus group guide included
rich data documented.
( Banduras self -
efficacy) Interesting to this study
2 | Sandlund Fall prevention 18 To explore exercise preferences, | Focus groups Individual tailored |Purposive sampling across 7
0 (2018 exercise uptake community |and motivators of older with quality exercise mode, senior citizens groups over 70
dwelling community dwelling women content analysis intensity, challenge |years old 10 women, 8 Aged
In Sweden older people |and men in the context of falls
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
. . relevance)
interventions
2 groups 6 with and prevention from a gender Inductive and social context is | 70-80 14 living with partner 4
meetings over 5 | without a perspective content analysis important living alone
month period history of approach
falls For adherence and | 15 white collar- 3 blue collar
Participatory maintenance-
and appreciative individual Rich data included
Action and confirmation, )
Very relevant to this study
Reflection different spirit
methodology lifters to increase
was used to enjoyment,

guide discussion

personal tricks to
maintain exercise

routines.

Gender less specific,
than individual

preferences-
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something else, not

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
2 | Nanninga 33 stroke To enrich the discussion on In depth The current focus | Interview guides described
1 /2018 survivors mobility in stroke rehabilitation |interviews with on adherence to
by translating theoretical stroke survivors mobility and Good descriptors
in Groningen repertoires of mobility from the exercise training at
Netherlands context of geography to Data on mobility home needs to be
rehabilitation was extracted critically reviewed |2 coding scientists giving
as it does not intercoding reliability.
capture the
multiplicities Very relevant to this study
embodied in real
life settings
2 | McGowan Systematic review | 10 studies Thematic 7 descriptive Older adults see Well documented search
2 12018 and analysis themes activity as a by- strategies.
metasynthesis identified; product of
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
Personal than a purposeful

motivation for
physical activity

Intrapersonal
constrains for
physical activity

Perceptions of
aging

Provision

External
sources of
encouragement

Knowledge and
belief about
physical activity

Influence of
environmental
factors

activity within

itself.

[physical activity
considered
irrelevant with
other roles taking

precedence

Conflict between
autonomy and
accepting
vulnerabilities of
ageing- should plan
to simply target

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
reducing sedentary
behaviour
Hwang 2019 | Qualitative 16 Qualitative study to gain further | Content analysis |Impact of WTL motivated Purposive sample
experience of participants |insights into the experience on |of semi Walking for life |participants to
Canada Walk and talk of walkand |eliciting a better understanding |structured impacted on socialize and 15/16 women aged 65-88 11
initiative talk for your |of walk and talk for your life interviews loneliness and  |reduce their lived alone
Life social isolation |feelings of Rich quotes.
programme loneliness and gave

a sense of belonging

Consent gained but no ethical

process

2 researchers analyses
transcripts and agreed data

saturation

192




Appendix B

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
No participation feedback
Franke 2019 | Qualitative review | Older adults’ | Study the qualitative, subjective |Constructivist -maintaining a Explaining reasons for study
of experience low income, |perceptions, attitudes and grounded theory sense of self design
Canada over 65 motivations and temporal
Vancouver 24 interviews -being resourceful | Purposive sample and

dimensions of older adults with

low income

How do active older adults with
low income experience

mobility?

What influences older adults’

mobility choices over time?

with 6 active
older people
over a 4-year

period

Using Webber,
Porter and
Menec’s
conceptual

framework of

-openness to

engagement

-engaging in

superficial contact

-Experiencing social

capital

maximum variation sampling
interview guide described
analysed by NVIVO lead author
coded with additional
sampling prepared vignettes
by the ‘team’ from the coded

data well articulated

Ethical consent documented

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
older adults’ -Accessing
mobility (2010) transportation
-Leaving the
immediate
neighbourhood,
-facing affordability
Hurd Clarke |Qualitative Older men Examine the experiences and 22 interviews [ do it for my health |Convenience sampled 1
(2020) interviews perceptions if exercise sport homosexual
and leisure, and the meaning Social It feels good
Canada attributed to them by older constructivist Aged 65-94
_— It gets tougher
. qualitative
Canadian men
Analysed by 2 authors and
approach

Aged 67-90

worked together to generate

and then collapse codes.
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
Ethics/consent notes
Thick rich quotes included
Franco 2015 |Systematic review | Systematic Thematic analysis of literature | Thematic Some older 6 major themes; Search strategy in appendix-
of qualitative review of to analyse data- to identify and |synthesis from |people think process and results reported
(Added from studies on the qualitative synthesise the range of barriers |132 studies that PA is -social influences
paper) perspectives of studies on and facilitators to physical involving 5987 | harmful (peers Studies rated using the COREQ
physical activity | the activity participants awkwardness, framework. Quotes included
. Others report encouragement from studies thematic schema
perspective
. barriers dependence on included
of physical
activit professional
Y Strategies to . . All 7 authors reviewed the
instruction)
among older
enhance PA quotes.
eople
peop participation -physical

should include

1. Awareness of

limitations (pain

falling)

Very relevant to this study
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
benefits, -competing
improving priorities
financial, and
environmental -Access difficulties
access -Personal benefits
of physical activity
2 |Moore,Moore |exercise 38 Explore experience of engaging |Semi structured All exercise professionals
7 |and Murphy |professionals professional |in diverse clinical populations |telephone interview structure included
delivering referral |an 12 local interviews with transparent (topic guide) were
(2011) scheme Health thematic included (41)
boards analysis-
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
. . relevance)
interventions
Wales Ethically- part of evaluation
Bias not mentioned
Rich quotes included
Humberstone |Lived experience |Older women |Uncover what is important for |Phenomenologic | Examine Habitual pleasure, |2 case studies no literature
and Stuart of women in low |in Yoga, or them in taking part in these al interpretive women'’s pleasure of review
(2016) impact exercise to | Exercise to classes approach perceptions of |immersion and
Music Music groups the exercise sensual pleasure Interesting for this study
Semi rural
class
south of (White
England middle class)
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photo elicitation

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
] . (trustworthiness, resonance
ocation comparator,
duration of rich rigour, transparency
interventions relevance)
High Quality paper
Phoenix and Purposive 51 older Address the gap in relations to | Photo elicitation |Constructinga |Sensual pleasure, Criterion sampling- 60 years
9 |Orr2014 sampled life adults who pleasure and physical activity of the typology of documented and older, and self identify as
history were on old age experience pleasure pleasure of habitual exercisers. 23 male and 27
South West . . . . '
interviews, physically action and pleasure female aged 60-95
England photography and |active Methodological of immersion
pluralism

History interviews,
photography and photo

elicitation to generate data

Ethical approval

Bias with active listening
recorded and transcribed
verbatim categorical -content

analysis, selected subtexts and
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
defined focus only on pleasure
in this paper.
Rich quotes
Reflexivity of authors own
embodiment
Very relevant to this study
Audit trail of transparency
Menichetti], |35 papers 60 or more | What are the contents of patient | Randomised Interventions Clear eligibility criterion stated
Graffigna G included years of age |engagement interventions for controlled trials focusing on patient |details of study searches detail

older adults?

of interventions

for older adults

engagement with

older people tended

of study extraction process
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RCT 6 included
more than 2

intervention arms

into micro level
of a single
component,
meso level of
two or more
components and
macro level of
multiple

components

dimensions such as
positive thinking,
internal resource
mapping,
motivational
interviewing,
relaxation and
friends and family

support suggested

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
and 20 unique reviewing to pay more Evaluated using Downs and
Steinsbekk components helping them attention to Black checklist
identified which participate in behaviour and
were mostly their own health education than Very relevant to this study
behavioural and and care affective
2018
educational management dimensions. The
Italy divided the studies which did
6 studies were . . .
interventions focus on affective
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
within that older people
education, can particularly
behaviour and benefit from
affective interventions which
dimensions. include these
dimensions
ShvedkoA, Systematic review | 38 RCT 5,288 | PA effect on social functioning, |Prisma For social Bias in individual studies
Whittaker A, |and meta-analysis | participants |loneliness, social support and statements functioning, PA rated using Cochrane review
Thompson A, |of RCTs (23 RCTS societal networks interventions can | book group ( 12 criteria) only
Grieg C included) Review manager successfully those with over 6 were
PA interventions software . . .
influence social included
Birmingham |for treatment of health, but PA did
2018 social Authors contacted for
not appear to be
isolation/loneline additional data.

ss in older adults

effective for

loneliness, social

201




Appendix B

Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
] . (trustworthiness, resonance
ocation comparator,
duration of rich rigour, transparency
interventions relevance)
support, or social Very relevant to this study
networks.
3 |FrenchD, Systematic review | 24 studies The aim was to identify Systematic Changes in self- |Interventions Cohens d ( standardised mean
2 |Olander O of 24 studies behaviour change techniques search using =efficacy, and increased self- difference) effect sizes
Chisholm A reporting self- Mean age 69 (BCTs) that increase self- CALOr taxonomy |physical activity |efficacy and calculated for changes in self
and McSharry |efficacy and years247 efficacy and physical activity in levels physical activity, efficacy
] physical activity self-efficacy non-clinical community but setting
analysis dwelling over 60s behavioural goals, Very relevant to this study
Cohens 2014 participants self-monitoring,
and 349 .
. planning for
Systematic .
physical
. relapses and
review activity
providing feedback
participants were associated
with lower levels of
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis

and study type- populations measures

location comparator (trustworthiness, resonance

duration of rich rigour, transparency
interventions relevance)

self —efficacy and
physical activity.

Martinez del | Face to face people aged |1.Does a significant relationship | 603 face to face |Demand Significant Validated questionnaire, with

Castillo, interviews with 65-94 exist between the practice of interviews established, relationships were | four sociologists.

Navarro, 603 randomly physical activity earlier in life, |based on types |latent or absent |found between the

Graupera Sanz | sampled and the type of demand for of demand type of physical Retest procedure to determine

etal physical activity in old age activity stability and reliability of the
participation, and questionnaire

2010 2. are there significant . .
being physically .

. . . Very relevant to this study
relationships between social . .
. . active at an earlier
Madrid region . .
class, economic status education .
. stage of life :
of Spain

status occupational status and
the type of demand for physical

activity in old age?

socioeconomic
status, the
encouragement of

others or active
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Author, year
and study

location

Intervention
type-
comparator,
duration of

interventions

Study

populations

Aims of study

methodology

Outcome

measures

Important results

Critical analysis

(trustworthiness, resonance
rich rigour, transparency

relevance)

3. are there significant
relationships between the
attitude of the people closest to
an older person being most
often spouse, children, friends
and neighbours- the effective
‘agents of socialisation about
being physically active in later
life and their encouragement of
participation and social support
and the older person’s level of
plphysical activity and ‘type of

demand’

4 is there a significant
relationship between an older

person’s knowledge if physical

social support, and
the knowledge and
availability of local

facilities.
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
activity facilities in the area
where they live, and their
participation or type of demand
of physical activity in old age
Wagstaff S Semi structured |5 residents, |How does exercise affect phenomenology Exercise and health |Triangulated, clear
interview women in different areas of their lives, methodology
2009 institution what supports and barriers Mental health and
. . . vitality No interview schedules
influence their exercise
Boston USA
Aged over 65 articipation in functional
P P Mobility and ADLS | Very relevant to this study

activities?

Programme design
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
. (trustworthiness, resonance
location comparator,
duration of rich rigour, transparency
interventions relevance)
Buttery A and | Interviews with  |In hospital- |Investigate knowledge and Prochaskaand |Function- Bartel | Barrier around Questionnaire - overstated
Martin F grip strength and |butheading |attitudes towards participation |Di Clementes and health activity levels- not observed.
Bartel home in PA by older people stages of change |dynamometer
2009 recovering from acute illness model Few reported being | Questionnaire had face validity,
66 patients . advised to exercise |but nottested qualitative data
. . and returning home - were
Patients in .
included . . not analysed robustly( or not
frailty or self-perceived health .
London Missed
. o reported )
. less likely to have positive s
hospital Mean age 80 opportunities.
attitudes on physical activity .
No ethical or consent reports
intentions
Very relevant to this study
Hawley-Hague, | Purposive Instructors of | Establish instructors Semi structured |Analysed by Barriers- identity |Risk of bias, as enthusiastic
H, Horne, M, |Interviews with | multicompon |perspectives on adults interviews NVIVO themes |cost choice an d instructors,
Skelton, DA & |19 instructors ent exercise |adherence and uptake of Theory of venue ( attitude
Todd, C classes exercise and identity) Purposive sample,
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Author, year |Intervention Study Aims of study methodology Outcome Important results |Critical analysis
and study type- populations measures
location comparator, (trustworthiness, resonance
duration of rich rigour, transparency
interventions relevance)
2015 planned Solutions- provision | Methodology blind checking
behaviour and language to samples of coding and analysis
Midlands match identity,
opportunity to Very relevant to this study

regain control
personal touch and
encouraging social

support.

Adherence
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Appendix C Lone Working Policy

Research and Enterprise Services Office

RA4 Lone Interviewing Contact Procedure & Location Form

IMPORTANT

If you have any queries please contact your supervisor/principal investigator

Prior to your first interview/visit:

Please ensure that you have read the Lone Interviewing Risk Assessment
Guidance (RA2) and completed the Lone Interviewing Checklist (RA3)
with your supervisor/principal investigator (Pl) and completed a Location
Form (RAA4) for the first interview. Please bring the Location Form and
your completed Checklist to the Research and Enterprise Services Office

(RESO) for review before you start your fieldwork. A copy of your

Location Form must also be given to your agreed contact person (if the

interviews will take place outside office hours (08.30-16.00).

Prior to each subsequent visit/interview:

Complete a new Location Form and hand it to the Research and Enterprise
Services Office or your agreed contact person if the interview/visit will take

place outside office hours.
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On the day of the visit/interview:

Before the interview

The researcher should call the Research and Enterprise Services Office (if
during office hours) or the agreed contact person (if outside office hours)

to let them know they are about to start the interview.

After a visit/interview

The researcher should call the Research and Enterprise Services Office
once the interview/visit is complete (if during office hours) or the agreed
contact person (if outside office hours). It is preferable that the researcher

speaks to someone in person instead of leaving a message.

If THREE hours have elapsed since the start of the researcher’s
interview/Vvisit the following procedure should be followed by the Research

and Enterprise Services Office /agreed contact person:

* Phone the researcher on the main contact number they have
provided (preferably a mobile).

= |f they are still interviewing, ask the researcher to telephone the
Research and Enterprise Services Office/agreed contact person when
they leave.

* If no answer, try other contact numbers.
» |f contact has still not been made, phone the interviewee

» [f the interviewee says that the researcher is there, ask to speak to
him/her personally and check everything is well.

= |f the interviewee says that the researcher has left recently (within
10 minutes), wait another 10 minutes. If there is still no contact,
instigate emergency procedure (see below).

» If there is no answer from the interviewee, commence emergency
procedures.

209



Appendix C

Emergency Procedures

The Research and Enterprise Services Office or agreed contact person (if
outside office hours) should inform the researcher’s supervisor/Pl and then

phone the police (Hampshire Constabulary central call number is 0845
045 4545)

If the researcher should find themselves in an uncomfortable

situation:

Leave immediately:

Make an excuse to return to the car, taking car keys, and leave.

If the researcher is unable to leave the household:

e Use the telephone to contact someone, preferably the Research and
Enterprise Services Office. If this is difficult, explain that the office
will be alerted if you do not return.

e If you are able to make an emergency call relay a pre-decided
emergency message (e.q. “Please tell my supervisor that the
interview is going well”)

e If the Research and Enterprise Services Office or agreed contact

person hears this phrase, they should contact the police and
researcher’s supervisor/Pl immediately.

Notes:

e If you feel THREE hours is too long or too short a time, please
indicate your time preference on the Location Form.
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e Please take into consideration how long your interview might take to
complete and bear in mind that if the interview finishes outside
office hours then the agreed contact person will be responsible for
checking the researcher back in and instigating emergency
procedures if necessary.

e The researcher may also choose to add an additional ‘check-in’ if
they are travelling a long distance before and/or after the
visit/interview.

If a visit is happening outside office hours or is likely to finish outside
office hours, the agreed person will replace the Research and Enterprise
Services Office as point of contact. The agreed person should be a reliable
person who you know will be available at the time of the interview, e.g. a

family member/spouse/partner
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Appendix D  Falls pathways for City

City Falls Pathway 18/3/2019

Cr STEVVART BRUCE-LOW (PhD)
sbruce-low®svintsfe.co.uk
07977549948

Pathway 2 Health — Falls Prevention

WHOQO? ‘

30181 Premier Southampton Gly
anion P League cinial ..ormi.sbon g Group

WHAT? z

nputto the Process:
'We are a co-ardination senvice NOT a del ivery service — (oaking far you ta recommend inta the arocess

'We intend to ack a< a nne stop shan far thase wha will kenefit from physical setivity

Hzalth condition agnostic process-tasec spproach ut looking at Fzlls 'initial iy

Iiring tagether all "he current providers, nuality rssure tham (kite marking
scheme), qul:lli tae where npcessary, then send them approprate clients)

Quality assured —Mappinz, ther Zteering Group te adviss
patients will be recommznded Imc
= Kite Markec Frovider Systam y .

.-M‘ dus Towve Sitpes APy

SPFebnid Fea sw
einda “or Oker Acuksl A
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Appendix E

Saints Foundation Programme

I NONDAY

| o cumﬂ
acvry | 100030 wsowocowr, | | INFORMATION
SR IFyou are interested
| BISHOPS CRESCENT, '““’rjft”:‘,”"’
CORE | 1300-1400 | ssomioo, || Ll
AT contact us on:
STMARYSSTADIUM, | | 02380718605
CORE 15,00 - 16,00 BRITANNIA ROAD, phedges@saintsfe.couk
S0 P ’ mgealer@seintsfe.couk
@saintsfe.co.uk
Community Trust
SESSIONTYPE TINE VENUE
4 connveowunccws, | | gl | SANTS
A0, (ORTHLANDS ROAD,
BOWLFIT 10.00-10.45 | N s%ns';mm ? FOUNDATION
STHARY' STADIUM,
REMINISCENCE|  14.00-15.00 BRITANNIAROAD,
S04 50
ERSKINE COURT,
ACTIVITY 14.00-15.00 |  surHERLAND RoAD,
01681
GRAYLINGS COURT,

CORE | 11.00-12.00 | BEECHFIELDCOURT,

‘ s0f5 5L
| WALKING
CRICKET

NEWTONN YOUTH CENTRE,
54 GRAHAM ROAD,
SOUTHANPTON,
S04 0AM

MAYPOLE NURSING HOME
99 LOWER NORTHAM ROAD,
HEDGE END,
S0304FS

1330-15.00

| ACTIVITY

[
L

14.00-15.00

GENERATION

Al

PROGRANME

Atthe age of 92,
Molly Grside has
had to surrender the
adventurouslifestyle
she enjoyed but here
she explains how our
Generation Gains
Erog{amme has helped
erfeel on top of

the world,

Molly explain tht “Most
of us ive on our owm so it
gives us some *mg todo
thice a week. Some tht
come along don't even
do the woricuts they
Just come for  cup of
tea and to meet peogle.
It extremely guod fun
andyou can really feel
the impact that it makes
it something that |
would recommend to
everyone, The groups and
instructors re o Frlend\y
andyou area\\\azsnade
to feel welcome.

Moll Garide,zged 92
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SESSIONTYPE TINE VENUE
GOALS SOCCER CENTRE,
I:VOAOL':(;:I?L 10.00-1100 Mmms%f :g};” ROAD,
SWAYTHLING
CIRCUIT 030.1130 |MECHOUROODCENR
30 -1, BROADLANDS ROAD,
TRAINING ‘Sm;‘w
MERRYOAK
CIRCUIT 1200-1300 | COMUNTYCERE
TRANING | bion
197,

SESSIONTYPE

ACTIVITY 10.00- 11,00

GRAYLINGS COURT,
BEECHFIELD COURT,
SO1585L

ACTIVITY 1330-1430

FAIRFAX COURT,
HINKLER ROAD,
$019 6FU

CORE 14.00-15.00

KERRIGAN COURT, ‘
16 WESTWOOD ROAD,
ot
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Appendix F  PHE conference September 2017

NHS! NHS)
. National Institute for
Health Education England Health Research

Who uses exercise in later life? A critical
ethnographic study  fifzincRobertsansayers AERogers

Solent NHS Trust
Acadenic Geriatric Medicine Universty of Soutrampton
<NIHR CLAHRC Wessex

“Director NIFR, Newcastie

“University of Southampton Health Sciences.

Introduction
Living longer brings the challenge of ageing well. Older people who continue to live active lives have better health and social
outcomes. They maintain their functional ability, engagement with local community resources, and have a better quality of life.
However the trend is for older people to reduce their activity levels by 50% from the age of 60 to 85. This study explores the
engagement of older people with formal exercise provision in a city in the South of England.

Methods an ethnographically informed Themes
approach was used to understand the local context.
Focus groups were undertaken with five groups, three
who participated in a formal exercise class, either Tai
Chi, falls prevention, or pulmonary rehabilitation, and
two who were part of a lunch club or social group
which did not offer any formal exercise. A focus group
of exercise providers and prescribers, was undertaken — P
and four 1:1 semi structured interviews with providers s
and commissioners were recorded.

Each participant completed a CASP 19 wellbeing
score and a self assessed frailty score.

The data was enriched with field notes for each of the
activity settings.

Key themes were identified which older people expressed as drivers
to encourage engagement and sustained activity. These were the
charisma and the capability of the instructor to understand their
particular health condition, and to tailor the activities to their individual
needs. B S

taking the class.

The familiarity and accessibility of the group and the social
engagement with each other was a significant incentive to continue on
with the exercise group _—— —

Falls prevention group with third sector provider

weren’t there, would we exercise?

Non Participants in exercise groups described a process of
disengagement as they grew older, and many had been advised to
stop a particular activity by a clinician during a crisis, but were given no
direction as to how to re- engage. Many of them also described a
seasonal activity habit.

Clinicians were unaware of the local provision of exercise locally, and
so were unable to signpost older people appropriately.

—
Third sector exercise providers felt disenfranchised from the ‘system’,
and often struggled to develop robust relationships with clinicians to be
part of any referral pathway.

| [CAsP

Male Female Male Female

(n=7) (n=14) 174 0.71
4429 4514

ing to people.
referrals? No

Non- (n=1) (n=9) 0 1.2 Commissioners understood some of the barriers to participation in
exercise k¥ 40.89 exercise by older people, but were disconnected from the aspirational

opportunities and the lived experience of service users.

Key conclusions

It is vital to understand the local context, exercise culture and older peoples priorities for engagement with exercise .
Clinicians and providers should know what provision is available locally, and be confident about the capabilities of the provider to
ensure their referral options are both appropriate and acceptable. |
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Appendix G EuGMS poster

Who uses exercise in later life? National Institute for

Health Research
A critical ethnographic study Health Education England

ELCIift'>** HCRoberts** AASayer®s AERogers*® Solent NHS Trust

" Health Education England ? Solent NHS Trust 3Academic Geriatric Medicine University of Southampton * NIHR CLAHRC Wessex * Director NIHR, Newcastle “University of Southampton Health Sciences

Introduction

Living longer brings the challenge of ageing well. Older people who continue to live active lives have better health and social
outcomes. They maintain their functional ability, engagement with local community resources, and have a better quality of life.
However the trend is for older people to reduce their activity levels by 50% from the age of 60 to 85. This study explores the
engagement of older people with formal exercise provision in a city in the South of England.

Methods Themes

An ethnographically informed approach was usedto  Key themes were identified which older people expressed as drivers to
understand the local context. Focus groups were encourage engagement and sustained activity. These were the
undertaken with five groups, three who participated in  charisma and the capability of the instructor to understand their

a formal exercise class, either Tai Chi, falls prevention, particular health condition, and to tailor the activities to their

or pulmonary rehabilitation, and two who were part of individual needs.

a lunch club or social group which did not offer any
formal exercise. A focus group of exercise providers
and prescribers, was undertaken and four 1:1 semi

EX1-1:but | do find that (instructor) has an acceptance,
and making it more fun, is excellent and | find that it
does make a difference in the attitude of the person

structured interviews with providers and ——taking the class. r
commissioners were recorded. - —

Each participant completed a CASP 19 wellbeing The familiarity and accessublllty of the group ‘and the social

score and a self assessed frailty score. engagement with each other was a significant incentive to continue on
The data was enriched with field notes for each of the  with the exercise ] o

activity settings. Frameworks analysis was used to group EX1-3:well we are a group, we know each other.
analyse the data, finding themes articulating the lived ~._ [Ifitweren’t there, would we exercise?

Non Participants in exercise groups described a process of

Falls prevention group with third sector disengagement as they grew older, and many had been advised to
provider

experience of older people in the city. e ——e———————

stop a particular activity by a clinician during a crisis, but were given no
direction as to how to re- engage. Many of them also described a
seasonal activity
habit. NE1-2:I am out in the garden a lot, but

wintertime | hibernate!

Clinicians were unaware of the Iocal prowsmn of exercise Iocally, and
so were unable to signpost older

people appropriately- GP: well that’s the first time I've
heard about these!

Third sector exercise providers felt asen.f"l;é'ncﬁié'ed from the ‘system’,
and often struggled to develop robust relationships with clinicians to be

Resu ItS part of any referral

pathway.

Tai Chi Instructor-l feel that the NHS not
only need convincing to signposting people
to Tai Chi and Qigong, but quite often |
Mal waste my time talking to people........but has

ale she sent any referrals? No!

Male Female Female

(n=7) (n=14) 1.74 0.71 T
44.29 45.14 Commissioners understood some of the barriers to participation in
(n=1) (n=9) 40.89 0 1.2 exercise by older people, but were disconnected from the aspirational
exercise k¥ opportunities and the lived experience of service users.

Key conclusions

It is vital to understand the local context, exercise culture and older peoples priorities for engagement with exercise .

Clinicians and providers should know what provision is available locally, and be confident about the capabilities of the provider
to ensure their referral options are both appropriate and acceptable.
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AppendixH 3MT competition
3MT guidelines

Write for your audience

« Avoid jargon and academic language.

» Explain concepts and people important to your research - you may know all
about Professor Smith’s theories but your audience may not.

« Highlight the outcomes of your research, and the desired outcome.

» Imagine that you are explaining your research to a close friend or fellow
student from another field.

« Convey your excitement and enthusiasm for your subject.

Tell a story

e You may like to present your 3MT as a narrative, with a beginning, middle
and end.

o It's not easy to condense your research into three minutes, so you may find
it easier to break your presentation down into smaller sections.

« Try writing an opener to catch the attention of the audience, then highlight
your different points, and finally have a summary to restate the importance
of your work.

Have a clear outcome in mind

« Know what you want your audience to take away from your presentation.
o Tryto leave the audience with an understanding of what you're doing, why it
is important, and what you hope to achieve.

Revise

o Proof your 3MT presentation by reading it aloud, to yourself and to an
audience of friends and family.

o Ask for feedback.

« Ask your audience if your presentation clearly highlights what your research
is about and why it is important.
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Script for May 81, 2019

We all know that we have an ageing population- people are living longer. We are all
living longer. A woman in Southampton lives on average to 82, and a man to 78.
Life expectancy was around 50 in the 1900s. This is a testament to our superb
medical services, fewer infectious diseases, and healthier lifestyles.

Living longer, however brings the challenge of ageing well.

We know that exercise can reduce the incidence of some cancers, osteoporosis,
diabetes and lung diseases, and there is growing evidence, that exercise enables
people to age well too.

Older people who continue to live active lives have better health and social
outcomes. They maintain their functional ability, engage with local community
resources, and have a better quality of life.

However, the trend is for older people to reduce their activity levels by as much as
50% between the age of 60 and 85, as the graph shows.

| wanted to understand form older people their perspective in exercise- why some
people continue to participate in formal exercise, and why others do not, in order
to influence the culture of exercise and ageing and help develop communities
where people live better quality of life, for longer.

| undertook focus groups with older people participating in exercise- a tai chi
group, a falls prevention group, and a pulmonary rehab group- you can see the falls
group in action.

And with those who were part of a social group, but not in a formal exercise group.
| also spoke to clinicians and exercise providers to understand their experience of
referring and supporting older people with exercise.

My findings identified 3 gaps or barriers which need to bridge if we are going to
make sure that we add life to years, and not just years to our lives.

1. Gap in the knowledge of clinicians to know what is available in our
local community- they were often unaware of what was on offer, and
therefore unable to signpost people appropriately
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2. Gap in the skill of local providers to enable and sustain exercise with
older people who may have complex health needs- older people felt
the ability of the instructors to tailor exercise to their own needs was
crucial.

3. Gap in culture of exercise and growing older- where it is felt
acceptable to sit more and move less, but virtue of reaching a certain
chronology.

The impact of my research so far is that | have taken up running myself, to
ensure that | can age well

Collaboration for Applied Health m

Research and Care Wessex > -
National Institute for
Health Research

NIHR

The views and experience of exercise by older people:

a critical ethnographic study
'WE

SRS PP p—
s 3 ¥ W OB R B
-
-

3 Gaps identified:

1. Gap in knowledge of clinicians

; 3 ] Esther Clift
2. Gap !n skill of prpwders : Consultant Practitionerin Frailty
3. Gap in culture with growing older CLAHRC trainee, Doctorate in Clinical Practice student

Dear All,

The FELS Three Minute Thesis (3MT) heat was held this afternoon in building 44. Three of our

PGR students plus students from different FELS schools competed in the heat.
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| am delighted to say Esther Clift (Consultant Practitioner in Frailty and CLAHRC trainee in

Doctorate in Clinical Practice) is the FELS runner-up for this academic year 3MT!
Esther’s presentation entitled:
The views and experience of exercise by older people: a critical ethnographic study

Many congratulations to Esther and indeed to all of our PGR students who represented the School

in the 3MT heat this academic year
With very best wishes

Bashir

Professor Bashir A. Lwaleed PhD, FRCPath, PGCAP, FHEA, CBiol, FSB, FIBMS
Professor of Experimental Pathology

Director of Post Graduate Research

PhD & DClinP Programmes Lead

Advisor (MENA) to the Vice President

Visiting Professor of Pathology | University of Tripoli | Libya

Faculty of Environmental and Life Sciences |School of Health Sciences |
University of Southampton |South Academic and Pathology Block (MP 11)

Southampton General Hospital | Tremona Road | Southampton SO16 6YD | U.K.

0044 2381 206559 | = 0044 2381206922 | DX bashir@soton.ac.uk
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Appendix |

AppendixI  Focus on Frailty conference

The conference was for staff working with older people across the health and social

care provision within Wessex.

The workshop was repeated 3 times with 3 different audiences of about 10 people,
from unregistered support workers to Band 6 physiotherapists, and an associate

professor or 2. The content was well received, and the feedback was positive.

Focus on Frailty
Friday 20" September 2019
The Education Hub, Colebrook Street, Winchester
SO23 9LH

- 09.00 — 09.15

- 10.45 — 11.00

11.00 -
11.30

Positive Risk Taking/Decision Making in the Community Gary Cleeve, Consultant
Practitioner for Frailty

12.00 -
12.30
- 12.30 - 13.30
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eI Exercise for Older People Living with Functional Assessment and VR
1530 Frailty - Esther Clift, Consultant Measurement Headset
Practitioner for Frailty Sarah Mercer-Occupational Session
Rotation Therapist, PhD Student Frailty
through
(1o I3 Flowerdown Room Farley Room
Sombou
rne
Room

LY1B8 Closing Plenary
1600

u #WessexFrailty19
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Appendix]  Physical Frailty Score

Southampton Modified CHS Score

iii)

In the last year have you lost more than 101lb in weight
unintentionally i.e. not due to diet or exercise?
No Score 0

Yes Score 1

How often in the last week did you feel that everything was an effort,
or you could not get going?
Rarely or none of the time (< 1 day) some or a little or some of the time (1-

2 days) Score 0

A moderate amount of time (3-4 days) Most of the time >4 days Score 1

In the last year have you noticed weak grip strength? Not at
all/A little or some of the time Score 0. A moderate
amount of time/all the time Score 1

Which of the following best describes your walking speed? Fast/fairly
brisk/stroll at an easy pace Score 0

Very slow/unable to walk Score 1

How often do you engage in activities that require a low or moderate
level of energy such as gardening, cleaning the car or doing a walk

(Share -FI)
More than once a week/Once a week/One to three times a month  Score 0
Hardly ever or never Score 1

Interpretation of score

Score 3+ Physical frailty Score 2 Physical pre-frailty Score 0/1 Physical frailty

unlikely
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Table of Mean frailty scores for Quantitative data

Focus group | Mean Number of | range | No. No. No.
frailty participants robust | prefrail | living
score (score (score | with

0/1) 2) frailty

Tai Chi 0.5 6 0-2 5 1 0

(EX1)

Falls Group |1 7 0-2 6 1 0

EX2

Pulmonary |1 7 0-3 5 1 1

Rehab EX3

NE1 1 6 0-3 3 1 2

NE2 0.5 4 0-3 3 0 1

Table showing frailty scores, with self-reported weight loss, exhaustion, grip

strength, gait speed, and low physical activity score (from Fried)

Group | individ | Total | Weight | Exhaus | Grip Gait Low
ual CHS loss tion strength | speed | phys
score ical
activity
EX1 EX1-1 1 0 0 0 1 0
(tai
Chi)
EX1-2 2 0 1 0 0 1
EX1-3 0 0 0 0 0 0
EX1-4 0 0 0 0 0 0
EX1-5 1 0 1 0 0 0
EX1-6 0 0 0 0 0 0
Mean 0.67
score:
EX2 EX2-1 1 0 1 0 0 0
(Falls)
EX2-2 0 0 0 0 0 0
EX2-3 0 0 0 0 0 0
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EX2-4 2 0 0 1 1 0
EX2-5 1 0 0 0 0 1
EX2-6 0 0 0 0 0 0
EX2-7 1 0 1 0 0 0

Mean 0.71

score

EX3 Ex3-1 3 0 1 0 1 1

(PE)
Ex3-2 0 0 0 0 0 0
Ex3-3 2 1 1 0 0 0
Ex3-4 incomp

lete

Ex3-5 1 0 0 1 0 0
Ex3-6 0 0 0 0 0 0
Ex3-7 1 0 1 0 0 0
Ex3-8 2 0 1 0 1 0

Mean 1.28

score

NE1 NE1-1 1 0 0 1 0 0
NE1-2 0 0 0 0 0 0
NE1-3 2 0 0 1 1 0
NE1-4 3 0 1 1 0 1
NE1-5 3 0 1 1 1 0
NE1-6 1 0 0 1 0 0

Mean 1.67

score

NE2 NE2-1 1 0 1 0 0 0
NE2-2 3 0 1 0 1 1
NE2-3 0 0 0 0 0 0
NE2-4 0 0 0 0 0 0
NE2-5 0 0 0 0 0 0

Mean 1

Score:
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Appendix K The FRAIL Screening Tool

3 or greater = frailty; 1 or 2 = prefrail

Fatigue: Are you fatigued?

Resistance: Cannot walk up 1 flight of stairs?

Aerobic: Cannot walk 1 block?

llinesses: Do you have more than 5 illnesses?

Loss of weight: Have you lost more than 5% of your weight in the past 6
months?
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Appendix L  Individual interview -Clinicians-staff -

topic guide

Research title: who uses exercise in later life; a critical ethnographic

study

Researcher: Esther Clift

Individual interview clinician’s guidelines:

Appendix

Questions:

How important is being active to your patients?

How many older people do you refer for physical activity or exercise?

What options are there for you to refer to?

What do you see as the reasons why older people don’t undertake physical activity?

What would be your aspiration for older people and physical activity?
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AppendixM Consent Form

Study title: Who uses exercise in later life? A critical ethnographic study

Researcher name: Esther Clift

Study reference: 19603

Please initial the box(es) if you agree with the statement(s):

| have read and understood the information sheet (March 2017 V

3) of participant information sheet) and have had the

opportunity to ask questions about the study.

| agree to take part in this research project and agree for my

conversation to be audio recorded and for my data to be used for

the purpose of this studyv.

| understand my participation is voluntary and | may withdraw

at any time without my legal rights being affected
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I am happy to be contacted regarding other unspecified research

projects. | therefore consent to the University retaining my

personal details on a database, kept separately from the
research data detailed above. The ‘validity’ of my consent is
conditional upon the University complying with the Data
Protection Act and | understand that | can request my details be

removed from this database at any time.

Data Protection

| understand that information collected about me during my participation
in this study will be stored on a password protected computer and that this
information will only be used for the purpose of this study. All files

containing any personal data will be made anonymous.

Name of participant (print NAME).....................cceeieiiiiiiiiiiiaeeiiiaeeen

Signature of partiCipant...................c..ooieen i
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Appendix N  Participant Information Sheet

Study Title: Who uses exercise in later life? A critical ethnographic study.

Researcher: Esther CIift Ethics number: 19603

Please read this information carefully before deciding to take part in this
research. If you are happy to participate you will be asked to sign a consent

form.

What is the research about? This a study looking at exercise in older age. The

researcher is a Physiotherapist who has worked with older people for many years.

Why have | been chosen? You have been chosen to be part of this study, as you
are part of a group, but may or may not participate in an exercise class, and we

want to ask your thoughts about exercise as you grow older.

What will happen to me if | take part? The researcher will attend the group you
are a part of to see how things happen in the group, and then you will be invited to
take part in a discussion with other people in your group. You will also be invited to

complete 2 questionnaires about your health and wellbeing!

Are there any benefits in my taking part? After the information from a number of
groups has been collected, there will be an opportunity to meet up again, and see
what advice older people would like. You may be involved in that if you would like

to be.
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Are there any risks involved? There should be no more risks than you take

attending the group as usual.

Will my participation be confidential? What you say will be anonymised, so no
one outside the group will know what was said - but the people in the group may

well be able to remember and recognise what was said.

What happens if | change my mind? You can change your mind at any time and
leave the group if you do not want to carry on. This will not compromise your

membership to the group at all.

What happens if something goes wrong? If you have any concerns about the
way the study is going, or your role in it you can contact the Research Governance
Manager (02380 595058, rgoinfo@soton.ac.uk

Where can | get more information?
Please do ask Esther for more information-

Esther Clift esther.clift@nhs.net or telephone 07854168467
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Appendix O

Appendix O Exercise group- topic guide

Research title: who uses exercise in later life; a critical ethnographic

study
Researcher: Esther Clift

Focus Group for older people guidelines: (exercise group)

Welcome and describe format:

Questions:
Motivation -why do you participate in this group?
Do you have a sense of ‘connectednesses?

Perceived benefit What benefits do you see?
What other activities do you do outside of this exercise group?
How important is exercise in your daily routines?

Challenges overcome - what have been the challenges to participating in the group?

How supported do people feel by their families and health care providers to

participate in exercise groups?
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Appendix P Non exercise group- topic guide

Research title: who uses exercise in later life; a critical ethnographic

study

Researcher: Esther Clift

Focus Group for older people guidelines: (non-exercise group)

Questions:

Motivation -why do you participate in this group?

Do people in either group have a sense of ‘connectednesses?

Perceived benefit How important is being active to you?
How much physical activity do you do each day?

Challenges What might motivate you to join in a formal physical activity group?

241






Appendix Q
Appendix Q Clinicians/staff Focus Group- topic
guide

Research title: who uses exercise in later life; a critical ethnographic

study

Researcher: Esther Clift

Focus Group for clinician’s guidelines:

Questions:

How important is being active to your patients?
How many older people do you refer for physical activity or exercise?
What options are there for you to refer to?

What do you see as the reasons why older people don’t undertake physical activity?
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Appendix R Participation Observation Notes Guide;

Research title: who uses exercise in later life; a critical ethnographic

study

Researcher: Esther Clift

Who is here?

How are they interacting?

What is the relationship with the instructor?
Any obvious power plays?

Start and finish of the group? Soft or hard?

Field notes- prompts

How does it feel to be in the group?

Environmental review?

Access?
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Appendix S

Sub-domain

Item no e Often Sometimes Not often Never
1 c1 My age prevents me from doing the things | would like to 0 1 2 3
2 (W} | feel that what happens to me is out of my control ) 1 2 3
3 c3 | feel free to plan for the future 3 2 1 0
4 c4 | feel left out of things 0 1 2 3
5 Al | can do the things that | want to do 3 2 1 0
6 A2 Family responsibilities prevent me from doing what | want to do 0 1 7 3
7 A3 | feel that | can please myself what | do 3 2 1 0
8 A4 My health stops me from doing things | want to do 0 1 2 3
9 AS Shortage of money stops me from doing the things | want to do 0 1 2 3
10 P1 | look forward to each day 3 2 1 0
11 P2 | feel that my life has meaning 3 2 1 0
12 P3 | enjoy the things that | do 3 2 1 0
13 P4 | enjoy being in the company of others 3 2 1 0
14 PS On balance, | look back on my life with a sense of happiness 3 2 1 0
15 SR1 | feel full of energy these days 3 2 1 0
16 SR2 | choose to do things that | have never done before 3 2 1 0
17 SR3 | feel satisfied with the way my life has turned out 3 2 1 0
18 SR4 | feel that life is full of opportunities 3 2 1 0
19 SRS | feel that the future looks good for me 3 2 1 0

08/03/2016

Thank you for your email and your interest in using the CASP. You do not need any

special permissions to use the scale as long as it is non-for-profit research. [ would be

very interested to learn how the study goes as I know of only one other mixed

methods study that has used the CASP (a study of sheltered housing residents in the

mid-West USA). | have also recently put together an online resource for the scale

which you might find useful - www.casp19.com - and we are always looking for future

blog posts if would be interested in writing one from your studies when they are

done.

All the best

Martin

Dr Martin Hyde

Lecturer in Sociology (Q Step)

Department of Sociology | Room 3.047 | Arthur Lewis Building | University of
Manchester | M13 9PL
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Tel ext.: 58902

Twitter: @HydeM1976

Website: www.casp19.com

Group | individual | C/12 A/15 P/15 S/15 CASP Frailty
Control | Auton | Pleasure | Self- Total score
omy realisa
tion
EX1 EX1-1 8 8 15 13 44 1
(tai
Chi)
EX1-2 10 10 15 12 47 2
EX1-3 8 9 15 15 47 0
EX1-4 6 7 13 8 34 0
EX1-5 9 9 12 11 41 1
EX1-6 8 12 15 14 49 0
EX2 EX2-1 9 12 14 14 49 1
(Falls)
EX2-2 7 12 14 11 44 0
EX2-3 11 12 14 13 50 0
EX2-4 6 7 15 12 40 2
EX2-5 5 9 11 11 36 1
EX2-6 7 13 14 13 47 0
EX2-7 6 8 15 14 42 1
EX3 Ex3-1 12 11 15 11 49 3
(PE)
Ex3-2 12 10 14 10 46 0
Ex3-3 5 9 14 8 36 1
Ex3-4 5 10 Incomplet | Inc. Inc. Inc.
e
Ex3-5 12 11 15 11 49 1
Ex3-6 7 10 15 14 46 0
Ex3-7 12 10 15 13 50 1
Ex3-8 6 9 9 2 26 2
NE1 NE1-1 7 11 10 9 37 1
NE1-2 6 10 12 9 37 0
NE1-3 4 4 15 8 31 2
NE1-4 5 11 15 11 42 3
NE1-5 5 11 13 10 39 3
NE1-6 8 15 15 14 52 1
NE2 NE2-1 7 7 14 9 37 1
NE2-2 7 4 10 6 27 3
NE2-3 6 7 12 6 31 0
NE2-4 9 11 15 11 46 0

248



https://web.nhs.net/OWA/redir.aspx?SURL=yLtZFEL8rTS5f5Y8HU-MjvQkiKAEGoGVBYt2pPXkTY_W39VyL3rTCGgAdAB0AHAAOgAvAC8AdwB3AHcALgBjAGEAcwBwADEAOQAuAGMAbwBtAA..&URL=http%3a%2f%2fwww.casp19.com

Appendix S

Group | individual | C/12 A/15 P/15 S/15 CASP Frailty
Control | Auton | Pleasure | Self- Total score
omy realisa
tion
NE2-5 Inc. - - - -
Media
n
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Appendix T  Chief medical officers’ physical activity
Guidelines 2019

https://www.gov.uk/government/publications/physical-activity-guidelines-

infographics

Physical activity for adults
and older adults

& Benefits health B Type 1l Diabetes 40%
— g

ZZ 'mproves sleep Cardiovascular disease 35%
& Maintains healthy weight i Falls, depression etc E
&> Manages stress 5 Joint and back pain -25%
of life
4

o Improves quality Cancers (colon and breast) -20%

Some is good, Make a start today: Every minute
more is better it's never too late counts

Be active

moderate intensity \e5 bones gy vigorous intensity
6C per week

per week Sl H /Q’o’
e/ Build
¢ strength

° on at least °
days a
P] week

@) For older adults, to reduce the
chance of frailty and falls
Improve balance

2 days a week
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Glossary of Terms

Glossary of Terms

AHP- Allied Health Professional- There are 14 allied health professions, art
therapy, drama therapy, music therapy, podiatry, dietetics, occupational therapy,
operating department practice, orthoptician, osteopathy, paramedicine,

physiotherapy, orthotics, radiology, and speech and language therapy.

Behaviour- anything a person does in response to an internal or external event.
Actions may be motor or verbal and measurable (overt) or not visible but involving
voluntary muscles (covert) Behaviours are physical events that occur in the body and

are controlled by the brain (Davis et al 2015)

Culture- the set of values, conventions, or social practices associated with a

particular field, activity, or societal characteristic- here exercise - (Phillips 2005)

Comprehensive Geriatric Assessment (CGA) - is a detailed process for identifying
a person’s health, social and environmental needs. Assessments may be undertaken
with one or more expert, and drawn together by a care manager. CGA leads to holistic

care planning to enable priorities for life to be set with that person.

Co-Production-Co-production is a way of working that involves people who use
health and care services, carers and communities in equal partnership; and which
engages groups of people at the earliest stages of service design, development and
evaluation. Co-production acknowledges that people with ‘lived experience’ of a
particular condition are often best placed to advise on what support and services will
make a positive difference to their lives. Done well, co-production helps to ground
discussions in reality, and to maintain a person-centred perspective

(http://coalitionforcollaborativecare.org.uk/coproductionmodel/).
Exercise- is physical activity which is planned, structured, repetitive and purposeful.

Fall- A fall is defined as an event which results in a person inadvertently coming to

rest on the floor, or the ground, or another lower level (WHO)

Frailty- is defined as a clinically recognised state of vulnerability across a number of

physiological systems as a result of age related loss of reserve and function. This loss
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of reserve results in an ability to respond to every day or acute stressors is

compromised (Clegg et al 2013).

Integrated Care Systems- (ICS)- advanced local partnerships taking shared

responsibility to improve the health and care system for their local population

Lay knowledge- refers to the ideas and perspective used by participants to interpret

their own experiences of health and illness in every day (Willcox 2010)

Physical activity- is any bodily movement produced by skeletal muscles that result

in energy expenditure

Primary and Acute Care Systems (PACS)- an integrated care model of health and
social care which is able to deliver appropriate care to a person as close to home as

possible.

Resilience (personal) - resilience is defined as the individual’s capacity to adapt to

physical, mental and social challenges which occur inevitably during the life course.

Resilience (System) - is a property of systems which confers on them the ability to
remain intact and functional despite the presence of threats to their integrity and

function. The opposite is brittleness (Braithwaite et al 2017)

Self-Management - ‘Supported self-management (SSM) is part of the NHS Long Term
Long-term Plan’s commitment to make personalised care business as usual across the
health and care system. It proactively identifies the knowledge, skills and confidence
(‘activation’) people have to manage their own health and care.’

https://www.england.nhs.uk/personalisedcare/supported-self-management/

STP- Sustainability and Transformation Plan/Partnership- England has been
divided into 44 areas to develop an integrated health and social care approach to

manage limited resources. All 44 systems must be integrated by April 2021.

Theory- a set of concepts and/or statements with specification of how phenomena
relate to each other. Theory provides an organising description of a system that

accounts for what is known, and explains and predicts phenomena (Davis et al 2015)
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