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Abstract

Physical Activity Referral Schemes (PARS) continue to represent one of the most prevalent
interventions in the fight against chronic illness such as Coronary Heart Disease (CHD) and
obesity. Despite this, issues surrounding low retention and adherence continue to hinder the
potential effectiveness of such schemes on public health. This article reports on the second
stage of a larger investigation into client experiences of PARS focussing specifically on
findings from five client focus groups and interviews with five scheme organisers. The
analysis reveals three main factors impacting on participants’ perceptions of the quality of
service and support at the scheme: the organisation of PARS provision, engagement with the
PARS community, and the client support networks. The article demonstrates that staff have a
considerable role to play in engaging clients in the PARS system and that scheme organisers
should give serious thought to ensuring that clients have valuable and sustainable networks of
support. Furthermore, it is suggested that scheme organisers need to facilitate a system in
which staff are genuinely engaged with the needs of clients and are able to provide

individualised programmes of physical activity.

Introduction

Evidence concerning the relationship between sedentary lifestyles and physical and mental
health problems has become overwhelming (Giné-Garriga et al., 2009; Lee, Griffin and
Simmons, 2009; Mertz, Lee, Sui, Powell and Blair 2010) and relates strongly to the dual
importance physical activity exhibits as both a preventative aid and a therapeutic intervention
(Biddle, Fox and Boucher, 2000; Ellis, Crone, Davey and Gorgan, 2007; Riddoch, Puig-
Ribera and Cooper, 1998). Despite compelling evidence concerning the benefits to health
that can be gained from physical activity, research consistently reports that up to 80% of the

UK population may be insufficiently active to accrue such gains (Thurston and Green 2004).



It is now widely accepted that physical activity at moderate intensity, five days per week, for

30 minutes, is the minimum to elicit meaningful health gains (NHS 2001).

Physical Activity Referral Schemes (PARS)

PARS are a systematic individualised process (Gidlow, Johnston, Crone and James, 2005)
whereby a patient fitting a specific criteria is referred, by a medical professional (most
commonly a GP), to an exercise centre. At that centre, the patient (now referred to as a client)
is given a physical activity programme designed to facilitate and encourage life-long
adherence (Leijon et al., 2010). In recent years there have been over 600 PARS schemes
operating in the UK (Wright Foundation, 2005). The nationwide enthusiasm for PARS,
coupled with the potential for improving public health, led to the publication of ‘Exercise
Referral Systems: A National Quality Assurance Framework’ (NQAF) by the NHS in 2001.
Once engaged with such a scheme, the client is assessed by an Exercise Professional (NHS,
2001). Hence, the role of the health care professional is not to dictate the frequency, intensity,
duration or type of activity, but to refer the client to an Exercise Professional who then

determines the precise nature of the physical activity to be undertaken (NHS, 2001).

There is no shortage of research to suggest that PARS are fundamentally beneficial; evidence
abounds as to the potential impact of these services. PARS successfully increasing the levels
of clients’ physical activity could cost just £300 per life saved (Harrison, Roberts and Elton,
2004), although Isaacs et al., (2007) suggest that PARS are not so cost effective. Despite this,
Schutzer and Graves (2004) have underlined the potential cost benefit to the NHS by
suggesting that increased physical activity would reduce future GP visits and lessen future
client dependence on medication. Furthermore, Hillsdon, Foster, Cavill, Crombie and Naidoo

(2005) suggest that referral to an exercise specialist leads to a longer-term change in clients’



physical activity levels than does counselling by a health professional. PARS are widely seen
as a short term health measure, the most common form comprising 12-15 physical activity
sessions. Despite this, the philosophy behind PARS is devoted to life-long physical activity
adherence. The health benefits of physical activity are transient (Warburton, Nicol and
Bredin, 2006), thus anything but a concentration on the promotion of life-long physical
activity adherence would be of little benefit to public health. Success, in terms of adherence to
PARS has not been universally achieved. The vast majority of those referred drop-out within
12 months (Leijon et al., 2010). However, PARS have not been a universal failure with some
schemes reporting sustained improvement in clients’ physical activity levels and subsequent
positive health indicators (NHS, 2001). Success across a number of specific schemes has also
been reported (Seefeldt, Malina and Clark, 2002), although scepticism remains over changes
in long term lifestyle habits (Riddoch et al. 1998; Morgan 2005). Despite attempts by the
World Health Organisation [WHO] (2003) to define adherence, there is no consistency within
PARS of how this concept is measured (Leijon et al., 2010). Some schemes consider
retention as low as 20% to be successful (Cock, Adams, Ibbestson and Baugh, 2008). This
not only makes comparison difficult, but further highlights the need for schemes to adopt
accepted definitions of adherence. For the purposes of this article, we take the term
‘adherence’ to equate to a long-term maintenance of physical activity, whilst we use the term

‘retention’ to indicate continued attendance to a referral programme.

Difficulties with self-monitoring and improvement are compounded by the paucity of
rigorous research into PARS (Leijon et al. 2010). The NICE (2006a; 2006b) reviews
demanded that research should focus on demonstrating the long-term impact of PARS
although, to date, this stipulation remains unheeded (James et al., 2008). Furthermore,

schemes have been criticised for placing the emphasis of programmes inappropriately.



Riddoch et al. (1998: 50) state ... it should be noted that the impact [of PARS] upon clients
is consistently perceived to be at the social and psychological levels — whereas schemes are
normally set up to impact upon physiological factors”. There are many factors involved in
explaining the poor adherence rates of some PARS (Giné-Garriga et al., 2009), contributing
towards the formation of barriers that clients’ perceive to prevent adherence to a physical

activity programme.

The Importance of Service Quality

The NQAF proposes that PARS should be considered as a service (NHS, 2001). The vast
majority of research focussing on PARS to date has failed to draw upon the extensive
literature surrounding service provision, despite the acknowledgement that the critical
importance of exceptional quality within the service industries is well established throughout
the literature (Laroche, Ueltschy, Abe, Cleveland and Yannopoulos 2004). Kim and Kim
(1998) highlight client perceptions of excellent service quality are crucial in order to attract
new members and retaining existing clientele in the leisure industry; a trait not uncommon
within other service industries (Park and Kim 2000; Triado, Aparico and Rimbau 1999).
Perceptions of high service quality are critical to client retention (Newman 2001). It is this
client perception of service quality as opposed to the industry’s own understanding of the
term that dictates customer up-take and adherence (Ko and Pastore 2004). Two other factors
in the literature underline the critical nature of service quality to PARS; Desombre and Eccles
(1998) concluded facility reputations and experiences of others were key factors in the
decision-making process of which facility to patronise, underlining the importance of
favourable word-of-mouth marketing. Furthermore, Donnelly and Shiu (1999) highlighted

that expectations of clients are continually increasing and, therefore, assessments of client



perceptions of service quality should be made regularly; a call that is upheld throughout the
literature, not least because these expectations will evolve during contact with the service
(Dawes and Rowley 1996). In addition, Newman (2001) highlights the importance of
interrogating service quality in such a way as to enable change to the current system -
enhancing provision, not merely measuring and reporting.  Whilst the quantitative
measurement of service quality has been keenly contested for the last 20 years (Cock et al.,
2008), the conceptual base of this concept, as defined by Parasuraman et al., (1985), to be the
gap between client expectation and perception has been widely accepted and represents a core
theoretical basis of this investigation. The upshot of this discussion suggests that problems
surrounding retention and adherence within PARS maybe be tackled by identifying elements

of the service which fail to live up to client expectations.

Expertise, staffing and social support

Client perceptions of scheme delivery and quality are inextricably linked to the availability
and close supervision of staff (Williams, Hendry, France, Lewis and Wilkinson, 2007).
Failure to provide quality supervision and support has been identified as an adherence barrier
(French and Hainsworth, 2001; Stathi, McKenna and Fox, 2004; Williams et al., 2007). In
turn, quality leadership and a prioritisation of the importance of PARS for clients have been
cited as having an impact upon adherence (Bray et al. 2005; Loughead and Carron, 2004).
The majority of research in this area has focused on class-based physical activity and has
highlighted the link between quality staff support in terms of a positive physical activity
environment and self-efficacy (Williams et al., 2007) and enjoyment (Crone, Smith and

Gough2005). An integral part of providing staff support to participants is the emphasis



placed on training (NHS, 2001). Both high and low adherers have reported the regularity of
participation is dependent upon staff availability and support (Williams et al., 2007). This
does not merely refer to the level of expertise within a particular field, but also the way in
which members of the PARS are treated as individuals (French and Hainsworth, 2001).
Engaging staff in expert training has been reported to increase scheme adherence rates
(Buckley et al. 1999). The NQAF recognises the need for expertly trained staff and supported
the formation of the Register of Exercise Professionals (REPS), which seeks to improve the
competency and training for those within the health and fitness industry (REPS, 2010). The
literature clearly advocates a professional approach by staff extending into courtesy, empathy
and general helpfulness, all factors that are important in maintaining a quality service and,
lowering barriers to physical activity adherence (Williams et al., 2007). Hence, the part that
professional support plays in eliminating barriers to adherence is well established. Support
from staff should be consistent and continuous; clients may need to hear a message repeatedly
in order to affect behaviour (Isaacs et al., 2007). Clients who are regularly contacted by staff
are more likely to maintain their participation (Hillsdon et al. 2005; Seefeldt et al. 2002).
Likewise, long-term follow-up has been shown to be an effective method of improving

adherence (Isaacs et al., 2007).

In addition, considerable value in the lowering and eliminating of barriers to physical activity
adherence is also attributed to social support (Crone et al., 2005; Seefeldt et al. 2002; Stathi et
al. 2004; Wiliams et al., 2007). In this sense, encouragement and affirmation from family
members, peers and friends is considered vital to overcoming barriers to physical activity
adherence (Coon and Coleman, 2004; Stathi et al., 2004), so too is support from GPs
(Schutzer and Graves, 2004), staff members (Seefeldt et al., 2002), and fellow exercisers

(Crone et al., 2005). Though not universally reported, the positive effects of social support



have been reported to be more influential amongst older participants (McAuley et al., 2003)
and especially elderly women (Litt, Kleppinger and Judge, 2002). Taylor (2003) suggests that
social support processes should extend beyond the time-scale of the referral. However, others
suggest that the most important phase with regards to social support is the initial period
(Hardcastle and Taylor, 2001). Some family members, usually spouses, have occasionally
been reported to be unsupportive of partners adopting a physical activity programme, to the

extent that participants felt compelled to withdraw (Taylor, 1996).

Context and Method

This investigation embraces an interpretive perspective and is committed to understanding the
perceptions and expectations of the participants. Tashakkori and Teddlie’s (1998) proposition
that individuals construct their own understandings of knowledge is adopted here. In
acknowledging the importance of context and culture, this investigation seeks to explore the
personal experiences of the participants and how these complex social interactions are
interpreted. From a client perspective, this approach seeks to understand the ‘gap’ between
expectation and perception and how this shapes their relationship with physical activity.
Focus groups were selected as they represent an effective method for the exploration of
understanding relating to physical activity programmes, being commonly used in this domain
and also because they are an invaluable method for developing understanding surrounding
service provision (Crone and Guy, 2008). From the perspective of the scheme organisers, this
investigation seeks to understand how provision is constructed, given what has been presented
as a particularly challenge and complex task; to deliver a medically-instigated referral in local
authority leisure facilities (Cock et al., 2008). Given the ‘expert’ professional knowledge of

the scheme organisers and the familiarity between these individuals and the lead research,



semi-structured interviews represented the ideal method for the exploration of these concepts

(Jones, 2004).

The findings presented here derive from research carried out between September 2002 and
March 2003 with staff and clients from five PARSs, two of which were located in the South
East of England and three in the North West'. The schemes were strategically selected to
ensure a range of provision. Selection was based around the ‘age’, size (number of referrals),
number of exercise centres, affluence of the surrounding area and the nature of activities
(individual or group). Schemes were either managed by the local authority or by scheme
coordinators at host leisure centres. At the time of the research, four of the five featured
schemes had been operational for at least three years and were delivered across multiple sites
(between two and five) at dedicated leisure facilities (i.e. sports centres). They varied in size
from 30 to over 150 referrals per month, with a combined total of over 3000 clients per year.
Three of the schemes offered both individual and group exercise sessions; two provided only
individual referrals. Using data from the Office for National Statistics (2004), two of the
schemes were drawn from areas of deprivation, two from affluent areas and one close to the
national average. A two-stage methodological process was used to investigate the factors
affecting retention rates in PARSs and to develop an understanding of service quality and
adherence within this setting. The first stage featured the distribution of a service quality
assessment instrument entitled REFERQUAL.? The results of this, together with issues raised
within the related literature, informed the second stage which comprised a series of client
focus groups (comprising a total of 25 respondents) and one-to-one interviews with Scheme

Organisers and exercise professionals. The empirical data featured here are taken from this

! In order to preserve anonymity, pseudonyms have been used throughout.

2 REFERQUAL is a bespoke adaptation of the SERVQUAL instrument (Parasuraman, Zeithaml and Berry,
1988) for evaluating service quality in PARS. Further details of this instrument including the study investigating
the reliability of the tool can be found in Cock, Adams, Ibbetson and Baugh (2006).



second stage of data collection. The absence of service quality assessment within the PARS
settings to date underlines the originality of this methodology in terms of the generation of
original findings. Ethical approval for the research was gained from the NHS North West

Multi-Centre Research Ethics Committee (MREC).

At the outset, the intention was to randomly select PARS reflecting the upper and lower
bounds of adherence rate performance. However, delay in the publication of the Wright
Foundation’s audit of UK schemes meant that no centrally collated register of PARSs existed
in the early stages of this investigation, negating the possibility of stratified random selection.
Furthermore, at the time of the research (and as is still the case) no accepted definition of
‘adherence’ had been established eliminating the possibility of selecting schemes by retention
‘success’ as none of the PARSs quantified the concept in the same way. Similarly, all five
schemes operated differently in terms of the interaction between clients and staff. One
scheme operated a one-to-one appointment-based referral which required the participants to
book with a dedicated exercise professional. More typically, following the consultation with
a trained exercise professional to establish a physical activity programme, the participants
were largely responsible for deciding when to access the exercise facility. In some cases, this
meant choosing an appealing group session such as aquarobics or pilates; occasionally these
were led by an exercise professional directly linked to the PARS. More commonly,
particularly at larger schemes spread over multiple sites, the physical activity programme
comprised a range of typical exercises such as use of treadmills, rowing ergometers and
resistance machines to be conducted in a fitness suite. In such cases, participants could
choose when to attend the facility (although commonly ‘off-peak’) where the staff member on
duty could be drawn from a wide range of staff in addition to the PARS team such as

recreation assistants or gym instructors.
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One client focus group was conducted at each of the five research sites. Participants were
selected at random from stratified groups comprising self-declared adherers and non-adherers,
regardless of the stage of completion of the referral. These groups were constructed from
those responding positively to a written request which all of the research subjects received as
part of the consent forms which they completed prior to involvement. Focus group
participation was confirmed by telephone and via follow-up confirmation letter and were led
by the first author of this paper. Attendance at the focus groups ranged from between three
and seven participants and discussion lasted between 60 and 75 minutes. Each focus group
comprised a range of participants in terms of the stage of completion of their referral and the
extent to which they had adhered. Whilst the selection of heterogeneous groups can lead to
power imbalances and a lack of respect for opinions expressed by some members of the group
(Robson, 2011), the potential of such approaches to add to the richness and depth of
understanding surrounding the gaps between client expectation and perception was
considered to outweigh such concerns. At the commencement of the focus groups,
considerable stress was placed on the value of all clients, regardless of their stage of
completion. To ensure an equal status, all group members were asked to introduce
themselves and briefly describe their PARS story to date (Parker and Tritter, 2006); these
contributions were uninterrupted and were well respected by all participants. The priority of
the facilitator was to encourage discussion between participants, advocating reflection of
others’ ideas (Kritzinger, 2004) and to understand the group’s construction of the expectation-
perception gaps. Participants were invited to discuss their experiences around a range of
topics including the PARS facilities, the reliability and responsiveness of the service received,
the interaction with scheme staff, and their relationship with physical activity. One semi-

structured interview was conducted at each research site with the Scheme Organiser or with
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an exercise professional depending on the operational responsibilities within each scheme.
Each interview lasted between 60-75 minutes. By the time that interviews were conducted
regular contact had been established with all five schemes and a significant degree of

familiarity had accrued with both operational procedures and PARS staff.

From the data analysis a series of key themes emerged relating to the way in which clients
perceived the quality of service offered by the respective schemes and some of the potential
barriers to participation and retention. These data also provide evidence regarding staff views
of service provision. We present these themes by way of three broad categories which
encompass the key issues around which respondent views were structured. These themes
comprise: (i) the organisation of PARS provision, (ii) the motivational aspects of scheme

adherence, and (iii) the client support networks.>

The organisation of PARS provision
The organisational aspects of PARS provision proved to be a central issue for respondents in
terms of adherence and retention irrespective of age or medical condition. In-depth analyses
of the focus group data revealed that certain aspects of scheme organisation were particularly
problematic, one of which was the flexibility and timetabling of PARS sessions for clients
required to attend at a particular time and the conflict that this caused with wider respondent
commitments. Employment, for example, was a case in point:

| found that the quality and the flexibility of the women ... did vary, some of

them were extremely helpful, and accommodating, but I did find that the

timings were very rigid ... which doesn’t always help, if you’re working. I

work four days a week ... so often I had to come back in the evening which
wasn’t particularly convenient ... (Abigail)

12



Abigail’s comments imply an expectation to be able to schedule her exercise programme
conveniently in relation to outstanding commitments. Abigail’s perception concurs with the
findings of French and Hainsworth (2001) who suggest that flexibility of staff and timetabling
is appreciated by clients in PARS settings, and clearly support Taylor’s (1999) assertion that
full time employment is a barrier to exercise adherence. Scheme organisers and exercise
professionals were generally aware of this issue but appeared constrained in terms of the
scheduling of classes. The difficulty in providing regular and reliable ‘out-of-hours’ services
was highlighted by scheme organisers pointing to the often casual employment patterns of
exercise referral staff and the changeability of staff rotas; an issue noted by Julie:

We don’t display the rotas or anything like that for our customers, because

practically we couldn’t do that. No way. Because it changes so frequently.

We’d be constantly changing it.
The inconsistency of information with regard to the scheduling of sessions was raised in
several of the focus groups and underlines the importance of the availability of accurate
timetabling information, particularly for those constrained by occupational or
transport/mobility issues (Seefeldt et al. 2002). Furthermore, an inconsistency of information
was demonstrated across individual centres, conflicting with client expectation. Pauline
explained:

The first time | went [to the PARS], | said what | was there for and she [the

Scheme Organiser] just looked at me with this blank expression as if to say

‘You’re talking alien. I’ve no idea what you’re talking about. I’ve never

heard of this group’. I said ‘Well, it’s not a band, it’s a group of heart

surgery patients which are coming to exercise’.
Discussion within focus groups supported this assertion with some clients regarding the

withdrawal of the availability of organised sessions negatively and others questioning the

¥ Whilst recognising the dangers of essentialising respondent accounts, we have chosen to present our analysis in
this way because these were the predominant themes which emerged from the qualitative data collection process.
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referral process more generally. Here Brenda provides insight into the difficulties which she

experienced when trying to establish contact with her Scheme Organiser:

Well even this morning I tried to ring [the PARS] and, eventually, the phone

said, “We’re finishing this call because the Receptionist isn’t available’. So, I

... drove up there and spoke to them and the Receptionist said ‘I was

probably busy, so I wasn’t able to take the phone’. So, that’s not always

helpful either because | did try to contact somebody to speak to them and

they said: ‘Oh, there’s no-one there at the moment ... you’ll have to come

back when there’s somebody there’.
Geraldine encountered similar problems and, because of this, had clearly become
disillusioned in terms of scheme attendance:

She’d [the Scheme Organiser] write to me and | could never get hold of her

on the phone. I never knew where she was ... So, | wrote back to her saying

‘I can’t get you on the phone, I’ve dropped out of the swimming because the

water is too cold and I’'m not really doing anything now’. And then | never

heard anything from her; she didn’t contact me again.
Geraldine’s comments lie in stark contrast to those reported by O’Sullivan et al., (2010)
whose participants’ relayed wholly positive communication with a physical activity
counsellor. Geraldine’s frustrations underline O’Sullivan et al.’s (2010) conclusions that
participants need to be able to access long-term, individualised counselling by a trained and
experienced exercise professional. A further problem in relation to organisational issues and,
in particular, client confidence, was that of staff competence. The majority of focus group
participants attributed this lack of confidence to the inability of the exercise professionals to

be able to differentiate between the various medical conditions from which clients’ suffered, a

point clearly articulated by James:

I don’t think they inspire confidence ... You go and obviously you feel a
little bit vulnerable ... or you’re a bit concerned and these people don’t seem
to be able to answer the questions ... I wouldn’t trust them - one of those

In turn, these categories allow us to demonstrate more fully potential barriers to PARS adherence.
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people that 1 met anyway - I wouldn’t trust them to tell me what to do and
know that I wasn’t damaging my body.

One of the problems here was that participants were largely unsure of the level and extent of
qualifications held by Scheme Organisers and instructors; however, a number of clients did
allude to having a clear sense of the hierarchical status of those with whom they came into
contact during the course of the referral process. This issue was put to Scheme Organisers
and, as discussion with Jill revealed, on the whole, those in her position were well aware of

these difficulties:

The people who sit down and do the initial consultation ... have the
recognised qualification levels to do the induction process. | feel that the
potential weakness ... is the ones that they actually go and exercise side by
side with, whether it’s in the gym facility or whether it’s in an over 50s class
or a chair-based mobility work or in the pool for an aquability session ... and
yes, | could possibly agree with the lack of specific knowledge. On the flip-
side of that, there has to be a balance between the medical model and the
non-medical community. This is a management, it’s not treatment ... it’s
definitely a non-medical model that we’re going down.

Scheme Organisers and Exercise Professionals were largely in agreement that the medical
community had a responsibility to be involved in the promotion and dissemination of

information about staff in order to give credence to staff competence:

The clients that come to me, | expect the hospital to have explained who

they’re coming to next and where they’re going. Either from that or from

the GP they should trust that they’re being referred to somebody who knows

what they’re talking about. (Sandeep)
These client and scheme organiser comments demonstrate the magnitude of the gap between
client expectation of the closeness and expertise of supervision contrasted with perception of
the service. The failure to offer staff support which clients perceive to be of sufficient quality

is supportive of those findings of Stathi et al., (2004) and Williams et al., (2007), although

this context provides an extra dimension. James’ vulnerability further exposes the difficulties

15



in providing a service focussed on behaviour management, whilst dealing with clients
expecting support from staff who are sufficiently knowledgeable to deal with their medical

condition. Jill’s comments do little to address these concerns.

Further discussions with Scheme Organisers confirmed the importance of this issue and the
potential an exercise partnering scheme could have on improving adherence with several
participants relating to previous experiences of such policies in hospital settings. Yet, staff
competence and scheme availability were only one small part of client negativity towards
PARS. More important were the broader motivational aspects of scheme participation and it is

to these that we now turn.

Engagement with the PARS community

A central issue raised by focus group participants in relation to PARS adherence was that of
engagement with the scheme; that is, the extent to which the operationalisation of schemes
facilitated a desire within them to consistently attend scheduled sessions. Whilst, as we have
seen, certain organisational factors militated against sustained attendance, respondents
expressed a general level of understanding towards complexity of the referral process and the
pressures under which exercise professionals were operating. That said, the visibility of staff
and the extent to which they demonstrated an individual knowledge and genuine interest in
clients’ capabilities, was of key importance to many (see also Taylor, 1996). Indeed, it was
clear from interviews with Scheme Organisers that there was a recognition amongst staff that

this was the case, as Graham pointed out:
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I’'m at every session SO | think that helps in terms of the motivation of
support that is there ... I know that the gym here is well staffed and there has
always got to be one member of staff in the gym, and that’s what [this] gym
has decided on what they want to do. They’re quite good and they [the
clients] get help here, because if they’re stuck on the programme and there’s
nobody in the gym to help them, they’d just give up in the end ... but at [Site
1] and [Site 3], they don’t have to have somebody in the gym at all times, so
they could go for the full hour session and they might never see a member of
staff.

These thoughts demonstrate an appreciation of the need to address client expectation in terms
of the regularity (Williams et al., 2007) and individualisation of staff support (French and
Hainsworth, 2001). Stuart confirmed this view alluding specifically to client anxieties over

exercise environments and the possible medical consequences in play:

I think ... [a lack of staff visibility] is a big de-motivator, especially if
they’re not sure of what they’re doing, if their heart rate’s going up and
they’re a bit like ‘there’s nobody there’.

That did not mean to say that visibility was everything. On the contrary, even when staff were
visible, participants did not always regard their presence in a positive light. Here Jane and
David respectively articulate serious reservations about their own experiences of PARS:

They sit around talking, they’re reading the paper ... there are people going

on equipment and using it wrong and never being shown how to use it

correctly ... It’s just a complete and utter waste of time. (Jane)

| just thought a couple [of the Exercise Professionals] were too young. 16/17

is too young. They haven’t gained the experience ... At one point, with all

due respect to young people, there’s a 16 year old kid there that really didn’t
know what was going on. So that was it for me, | gave it up. (David)

Jane and David’s comments are illustrative of the impact of the gap between client
expectation and perception, revealing that disparity can lead to a disengagement with the

service and, ultimately, to drop-out. Scheme Organisers acknowledged that inexperienced
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recreation assistants as young as 16 may work in the fitness suites, although denied that such
individuals would be solely responsible for those environments. Nonetheless, clients’
perceptions of inexperience appear to undermine their confidence in the system. The most
common words cited by clients when responding to questions concerning their personal
experiences of scheme attendance were ‘attentive’, ‘individual’ and ‘interested’, highlighting
the importance of such qualities amongst support staff. Clients having suffered some form of
cardiac disease were, (as one might imagine), particularly keen to receive attentive and visible
support. Ray, Jean and Sheila were especially keen to make thier feelings known on this
matter:

Being a ‘cardy’ [cardiac rehabilitation patient], I thought at least somebody

should at least be here, monitoring what we’re doing. (Ray)

They could, well, collapse | suppose, and it’s a frightening feeling. If you’re

in the gym and somebody collapsed, and there is no-one around to help.

(Jean)

| felt very much that after the 20 weeks, you’re on your own. | wanted to ask

a question; ‘I’ve got this problem; what should I do?” ‘Should I carry on?’

But no-one could answer me. They’re either too busy or they didn’t want to

know. (Sheila)
This issues are again illustrative of Williams et al.’s, (2007) and lIsaacs et al.’s, (2007)
findings surrounding the consistency and visibility of staff support, but add the extra
dimension of how a failure to demonstrate an authentic interest in clients can contribute to a
disengagement with the service.  Exercise professionals acknowledged the need to
individualise client care in this respect but one of their number, Gary, was quick to point out
the benefits which cardiac rehabilitation patients brought with them especially with regard to

a familiarity with exercise regimes and a stronger sense of ownership and dependence in

terms of engagement with the ERS community:
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They [clients] maybe need more motivation, if they’ve never exercised in

their life, and it’s something new to them and they might need that

motivation of somebody being there all the time pushing them on ... I find

that the cardiac rehab clients are a lot better when it comes to that, because

they’ve come from the hospital where they’ve done their Phase 34 they’ve

already got into the routine of exercise, they understand what they’re meant

to be doing, they understand what level they’re working at. (Gary)
Likewise, Scheme Organisers were aware that a sustained and individualised approach to
client care was an essential part of the referral process, yet as Julia noted, it was one which
was often at issue:

Once a person’s come in for a consultation, it’s the continued contact and

support during the 10 week programme and we have been aware that from

our perception point of view, we see somebody at week one, then we hope

that they respond to their evaluation appointment letter at week 10. But we

have very little resources and time built into our current process for any

further contact in the middle and we feel that that has had a detrimental

affect on the adherence rates within the course.
Confirming the impact of staff interest and engagement at an individualised level, numerous
focus group participants cited specific members of staff as being the main reason for adhering
to a particular scheme. In turn, participants who dropped out cited the removal of certain staff
members as the primary reason for this. In this sense, staff familiarity with the medical
conditions and personal limitations of clients appeared to contribute to a heightened level of

comfort and security amongst focus group members and to positive perceptions of

individualised care.

Client support networks

The organisation and scheduling of PARS and the level of interest and engagement

demonstrated by staff towards individual clients formed just part of a much wider network of

* Phase 3 refers to the third stage of Cardiac Rehabilitation which comprises structured physical activity
programming under medical supervision. When patients ‘graduate’ from Phase 3, they often attend PARS as
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support which participants expected to have been in place as a constituent element of the
referral process. Moreover, there was also a feeling amongst some focus group members that
such support should permeate outside of the bounds of the exercise environment in order that
sustained attendance might be encouraged, which reflects Taylor’s (2003) findings
concerning the importance of longevity of staff contact.. For example, several participants
indicated a conscious desire to be contacted Scheme Organisers not only to provide the spur

to attend, but also for purposes of reassurance:

I felt if somebody had rung me at that point I would have gone then ...
Somebody rang me way after the scheme had finished and that was good
because you think ‘Oh well, they still were looking after me’ ... I wish they
would contact you even if it’s only a few weeks that you haven’t been.
(Annie)

In addition to this, focus group discussion demonstrated that a failure on the part of Scheme
Organisers to contact participants who looked likely to drop out might have a negative impact
on client self confidence. In the following extract, Margaret emphasises the perception of a

lack of regular contact with regard to personal confidence levels:

I’ve found that [not being contacted] has undermined my confidence because
although I desperately want to go back and exercise, I'm thinking ‘Well,
maybe they think I’'m too old to do all this? Maybe they think we’ve got so
many people here, that we don’t want another one, if you drop out, you drop
out’. So it’s undermined my confidence to some extent. For some of us it
doesn’t take a lot.

Gary (Exercise Professional) acknowledged the effectiveness of such policies:

When we were doing it [contacting non-attendees], it was really quite
surprising. You’d phone them up and find out what’s gone on with them and
they’d often reappear. Having said that, the people that disappear in the first
place will soon disappear again. But at least you’ll still get a proportion of
those back into the system.

Phase 4 of their treatment and rehabilitation.
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Circumstances such as those highlighted by Gary indicate that although a more personal and
holistic approach to client need may be a part of bridging the gap in service quality, it is not
necessarily a cure for drop out; such sentiments are broadly supportive of the related literature
(Crone et al., 2005; Seefeldt et al. 2002; Stathi et al. 2004; Wiliams et al., 2007). However,
one support strategy which clearly impacted client experience was that of social integration
with other service users. Such strategies were not evident across all research sites but where it
did feature respondents spoke enthusiastically about its benefits. Here, for example, Helen

explains the advantages of meeting a fellow ‘beginner’ on her first visit to the hospital gym:

I was referred to the hospital gym, which | was quite frightened about
because I'd never faced a gym in my life, but luckily they had an
introduction afternoon, so you met the group. There was just one other lady
there and we got on fine and that made a lot of difference because we sort of
linked up and said “We’ll see you at the start of the gym’, and that was quite
a help. I progressed very well there ... eventually we were referred here [to
another site], but I found it was very alien to me, because you went in, and it
was very on your own ... I’d have preferred it we had a group ... I never saw
this girl again, which was the highlight of my going to the other gym really,
because we sort of related to each other ... I don’t think I’d look forward to
going back ... unless it was more of a group thing.

Helen’s perceptions reflect those reported by Litt et al., (2002) relating the importance of
social support for older women. At a general level, participants felt that social integration
alleviated feelings of ‘intimidation’ and ‘loneliness’; two common terms used within focus
group discussions. Participants also felt that social interaction provided a much more
appealing motivation for attending the scheme than exercise alone or even the activity itself.
Few participants referred to actual physical activity as being the most enjoyable part of their
experience, however the social aspects of referral seemed to help in this respect, as Harry

noted:
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In a masochistic sort of way, I’ve come to enjoy the scheme. There’s quite a
camaraderie amongst the group, we’ve got into the second session up in the
gym bit and sort of enjoy it.

Equally beneficial for some was the involvement in exercise programmes of experienced
patients who came along to guide and assist during sessions and to provide encouragement
and reassurance along the way. Moreover, Graham considered exercise partnering a potential

method for creating accountability:

If you’re going along with someone or someone is expecting you, you’ve got
that commitment that just pushes you, it’s like ... ‘I don’t really want to go, I
feel shy on my own, but I said I’d go’.

Such sentiment was endorsed by Scheme Organisers who spoke of the benefits of mentoring
arrangements amongst patients especially in terms of the way in which this might reduce the
logistical burden on staff. Countering this was the risk that such practices posed. Indeed,
Scheme Organisers were also acutely aware of potential liability issues relating to clients

being ‘instructed’ by under/un-qualified personnel.

Concluding remarks

Our intention within this paper has been to consider client experiences of PARS and, in
particular, to explore potential barriers to participation and adherence. In so doing, we began
by outlining some of the logistical matters which might impinge upon client adherence, such
as the organisation and availability of schemes, and issues concerning timetabling and
communication which, when poorly managed, might serve to enhance the gap between
participant expectation and perception. The findings we have presented offer a radically
different perspective on client expectation and perception than has been frequently reported

elsewhere (e.g. Crone et al., 2005; Crone, Johnston, Gidlow, Henley and James, 2008;
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O’Sullivan et al., 2010; Stathi et al., 2004). Our findings demonstrate that client perceptions
of professional competence may constitute an inherent problem for PARS; that is, clients
appear to draw confidence from both the procedures and knowledge of the wider medical
community and, to this end, it is imperative that Scheme Organisers (and those who work
with them) maintain a professional approach to their work in order to provide on-going
reassurances to a client group who frequently encounter a sense of anxiety and vulnerability
as a consequence of their medical conditions and circumstances. These findings extend the
related literature (e.g. Crone et al., 2005, Isaacs et al., 2007 and Williams et al., 2007)
concerning the nature of the relationship between staff and clients, forcing such professionals
to seriously re-consider the importance of client expectation and perception in terms of their

competence, experience and professionalism.

Our findings also establish client self confidence to be at the heart of adherence and retention
and emphasise the importance of staff interaction, availability, enthusiasm and personal
interest in terms of enhancing client perceptions of service quality. The clients featured here
gained confidence through being regularly contacted by staff and by gaining a sense that
Scheme Organisers were attentive to their individual needs. That said, reductions in client self
confidence (and increased perceptions of staff disinterestedness) sit somewhat understandably
alongside Scheme Organisers’ attempts to juggle adherence issues within the context of acute
under-resourcing. Whilst previous research has highlighted the importance and longevity of
staff contacts (Hillsdon et al., 2005; Seefeldt et al., 2002), the authentic and personal
dimensions discussed here demonstrate an innovative insight into the participants’ perceptions
of service quality. The ‘re-offending’ of participants in relation to the cessation of exercise
may well justify the withdrawal of such time consuming practices. Initial consultations were

generally regarded positively by both clients and staff. However, the subsequent withdrawal
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of visual, attentive, and individual support was perceived negatively by participants, thus
confirming previous research findings surrounding the relationship between exercise leader

behaviour and client satisfaction (Loughead and Carron, 2004; O’Sullivan et al., 2010).

Our findings relating to the end of the referral process and the subsequent withdrawal of staff
support will require Scheme Organsiers to reconsider how this element of the PARS system
operates due to the strong, negative perception of clients revealing a substantial gap in service
quality. Scheme Organisers were aware of some transitional issues but were unable to fund
enough staff positions to meet client expectation in this regard. In addition, clients desired
differing types and levels of support; some expecting to be ‘led’ through the referral process,
others happy merely to seek help when necessary. Our findings extend those of Leijon et al.,
(2010) in relation to the creation of independent exercisers, by suggesting that one practical
and realistic solution to client adherence may lie in the creation of broader, more personal and
longer-term networks of support. The challenge for PARS, in this respect, is the
establishment of such networks amidst the pressures of financial and operational constraint,
alongside the balancing of the client expectation of a medical intervention with the behaviour
management-based capabilities of exercise centre staff. This study has demonstrated that one
way to accommodate support structures of this nature is to facilitate and encourage the

involvement of family, friends, and fellow clients in PARS activity.
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