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EXECUTIVE SUMMARY

Background and Research Aim

In March 2020, in response to outbreak of the Covid-
19 pandemic, the Welsh National Exercise Referral
Scheme (NERS) suspended its standard programme
(face-to-face delivery) to protect service users and
staff from infection. A remote/hybrid programme
(attendance at the consultation, and first exercise
session face-to-face, followed by remote delivery
between 4-16 weeks, whereby classes were virtual,
and/or by pre-written exercise script, with '‘check-in'
phone calls) was initially phased in to replace
standard delivery, and then 12 months later, the
remote programme was replaced with a 'modified'
programme (classes/consultations delivered face-to-
face, virtually, or a mixture of the two; in line with
service-user risk/preference).

This research aimed to examine the impact of
introducing virtual delivery to the NERS through
these two programmes in order to support future
decision making about programme implementation. I

Method

Study One. Qualitative methods were used to explore stakeholder views and experiences of
face-to-face and virtual NERS classes/consultations. Quantitative methods were used to
examine the impact of the two different modes of delivery on out-of-pocket costs incurred by
service users.

Three groups of stakeholders participated in the qualitative study:

1) Exercise Referral Professionals (ERPs) - exercise specialists who deliver the NERS
programme,

2) NERS service users - including those with differing levels of engagement and experiences of
face-to-face and virtual delivery, and

3) individuals who declined the NERS - those who did not take up their referral.

For ERPs and service users, recruitment was via the NERS programme. Individuals who declined
referral were recruited through an advert distributed via social media, charities, and public
health organisations. In total, 19 ERPs, 21 service users, and one individual who declined the
NERS took part. Participation was via focus group (ERPs) or a 1-2-1 interview/(service users and
the one individual who declined referral). 2
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Using a semi-structured schedule, ERPs
and service users were asked about
their views and experiences of the
programme when delivered in the two
different formats. The individual who
declined NERS was asked about their
experience of referral and barriers to
scheme uptake. Service users were
additionally asked (using a structured
schedule) to provide details of any out-
of-pockets costs they had incurred as a
result of their engagement; data
generated were analysed using
descriptive statistics.

Study Two. Quantitative methods were
used to examine the impact of the three
different programmes (standard,
remote/hybrid and modified) on uptake,
adherence, outcomes, and costs. The
records of patients referred to the NERS
programme between the 1st of January
2019 and the 9th of Dec 2021 were
included in the analysis.

Data were cleaned then analysed using
specialist statistical software. This tested
the independent effect of different
variables (programme type and
demographic characteristics) on NERS
uptake, adherence, and outcomes.
Uptake was measured as attendance at
the first consultation (uptake 1) and
attendance at the first exercise session
(uptake 2). Adherence was measured as
the mean number of exercise sessions
attended per week (adherence 1) and as
attendance at the last consultation (at 16
weeks; adherence 2). Cost data were
obtained from multiple sources:
consultations with four NERS
coordinators were used to establish core
programme activities across delivery
modes, who performed these and how
long they took. Hourly costs of
employment, derived using data on
annual salary costs supplied by the
NERS, were applied to these activities.
Audit data from the NERS was used to
estimate attendance rates for the three
different programmes. Income generated
by session fees was calculated. Cost by
delivery mode was then determined.
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Findings

Study One

e Service users experience lack of clarity and uncertainty around referral; those with lower
levels of health literacy may be disadvantaged as a result and less likely to enter the scheme

e Digital accessibility can restrict access to virtual content of the NERS; there is overlap in the
groups identified as at greatest risk of digital exclusion, and those facing the greatest
barriers to accessing the scheme in general, such as those on lower incomes, and those
living with illness or disability

e There was evidence that for some people, out-of-pocket costs associated with both face-
to-face and virtual delivery had a negative impact on uptake and levels of engagement

* Key ingredients of the NERS programme which are likely to promote engagement are
largely undisturbed by virtual delivery. Caveats to this include that the virtual classes must
be in a live format, enable social support to be provided, and physically challenge service
users whilst also ensuring their safety

e 1-2-1 consultations between ERPs and service users are best delivered face-to-face

Study Two

e Engagement was lowest for the remote programme. This
may reflect the modes of delivery employed or wider
psychological/physical demands placed on service users
at the time of the pandemic

e Being older and coming from an area of low deprivation
increased the likelihood of uptake and adherence. Being
female increased the likelihood of uptake but reduced the
likelihood of adherence

e There was small positive effect of the NERS on physical
activity; programme type had no effect on this outcome.
There were small positive effects on all health outcomes
examined, with evidence of remote delivery resulting in
poorer average improvements in heart rate and quality of
life in comparison to standard delivery

e The cost per patient of virtual delivery (modified
programme) was substantially higher than that of face-to-
face delivery (standard programme). This difference is
largely attributed to having an second ERP present for
safety purposes and having waived session fees. This has
implications for the future sustainability of this mode of
delivery
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Recommendations made across the two studies are displayed in the
infographic below.

Provide a mixed model of delivery
(virtual and/or face-to-face) with service ﬁ O 7 . Balance physica”y Cha[]enging
users able to choose their preferred % service users during virtual exercise
mode classes with maintaining their safety

Welsh National
Exercise Referral
Scheme (NERS) to
virtual delivery:
Evaluation of impact
and opportunities

Monitor the effect of

providing a mixed model
; o
of delivery on uptake,
adherence, and A\
outcomes

Implement strategies to
J reduce inequalities in
programme uptake and

adherence

Seek to deliver equivalent experiences

of social support irrespective of
delivery mode —— Assess all service users’
digital accessibility

Conclusion

Continuing to offer virtual delivery could help the NERS to address inequalities in uptake and
adherence through removing barriers to access often experienced by those from underserved
populations. Virtual delivery is however costly, and issues of sustainability need to be
addressed. The patterns of uptake and adherence across demographic groups observed reflect
those in the wider literature on exercise referral schemes. The findings can be used to inform
decision-making about the delivery of the NERS programme as well as of other exercise
referral schemes and wider public health services.
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INTRODUCTION

Overview of NERS

The Welsh National Exercise Referral Scheme (NERS) is a Welsh Government funded scheme
available to residents aged 16 years or over, who are sedentary and at risk of or with
established disease. It aims to increase physical activity, and in doing so improve physical and
mental health outcomes, and motivation for self-care. The NERS has been delivered since 2007
across all 22 local authorities. Full strategic and operational oversight of the scheme is
managed by Public Health Wales (PHW) following the transfer of operational oversight from
the Welsh Local Government Association (WLGA) in April 2022.

The NERS is an evidence-based health intervention that incorporates physical activity sessions
and behaviour change content. Individuals are first referred to the NERS by their GP or allied
health professional (e.g. physiotherapist, dietician). Following referral, individuals receive a
letter and/or a phone call from their local NERS coordinator inviting them to book a
consultation session. At this consultation, their allocated Exercise Referral Professional (ERP)
introduces them to the programme and uses behaviour change skills and techniques to assist
them in developing short, medium, and long-term goals. Assessments of physical activity,
health and wellbeing are also made at this time.

A 16-week programme of exercises sessions is then initiated. These sessions are designed to
be fun, rewarding and easily incorporated into everyday life. In the first four weeks, users are
closely supervised by their ERP to ensure that they are engaging with the programme and
performing the activities safely. Once this is established, users are afforded more
independence. At 16 weeks, service users are assessed on the same measures once again. At
this point, most service users are signposted to exit routes so that they can continue to embed
exercise into their daily lives. Service users on specialist pathways for specific conditions/risk
factors may however be offered one further 16-week programme of sessions if this is deemed
beneficial. Service users receive a further repeated assessment at 52 weeks to measure long-
term outcomes.
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Review of existing literature

Exercise referral schemes have shown mixed evidence in their
ability to improve physical activity and wider wellbeing
outcomes (e.g. Pavey et al., 2011; Campbell et al., 2015), with
one review suggesting that 17 inactive adults would need to
be referred for one to become moderately active (Williams et
al., 2007). Evidence concerning their cost-effectiveness is also
inconclusive (Abu-Omar et al., 2017).

Poor ERS uptake and adherence can have a negative impact on
effectiveness and cost-effectiveness. Across several
systematic reviews, both the definitions and level of uptake
(ranging from 35-81%) and attendance (ranging from 12-49%)
show considerable variation (Shore et al. 2019). There is also
evidence of that ERS uptake and adherence are patterned by
socio-demographic factors (Pavey et al. 2012), which can have
the effect of introducing or widening health inequalities. In
normal delivery circumstances, facilitators to adherence
include social support and personalised sessions, and barriers
include negative perceptions about gym atmosphere and
equipment, and location and cost factors (Morgan et al., 2016).

The problem being addressed and why this research was undertaken

As outlined above, evidence on the uptake, adherence, effectiveness, and cost-effectiveness
of ERSs is equivocal. There are a range of barriers that have the potential to impact upon
these measures. These include the demographic characteristics of those invited to join
exercise referral schemes, but also aspects of programme characteristics such as how it is
delivered. In March 2020, to continue to support users during the Covid-19 pandemic, the
NERS suspended delivery of its standard (face-to-face) programme and phased in delivery of a
remote/hybrid programme (attendance at the consultation and first exercise session, face-to-
face, changed to remote/hybrid delivery somewhere between 4-16 weeks, whereby classes
were virtual (pre-recorded or live), and/or by pre-written exercise script, with 'check-in' phone
calls). Twelve months later, the remote/hybrid programme was replaced with a 'modified'
programme (classes/ consultations delivered face-to-face, virtually, or a mixture of the two; in
line with service-user risk/preference).

Using routinely collected monitoring and evaluation data, supplemented by additional primary
research, this change provided an opportunity to examine the effect of changes in mode of

delivery on programme process and outcome measures. Mode of delivery has the potential to
act as both a barrier and a facilitator of programme uptake and adherence, and to have either

a beneficial or deleterious effect on outcome and costs. —
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This research is timely, with the number of
referrals to the NERS growing annually. Offering
all or part of the scheme in a virtual format has the
potential to increase capacity and therefore the
number of people who can be supported. It is
unknown however what impact this might have on
uptake, adherence, delivery, and costs.

AIM

This research aimed to examine the impact of
using face-to-face and/or virtual modes of delivery
for the NERS in order to support future decision
making and considerations about programme
implementation.

RESEARCH OVERVIEW

The research aim was addressed using existing,
routinely collected monitoring and evaluation data
collected by the NERS programme, and additional
qualitative data. Detailed information on
methodology and findings are provided in two
published research papers presented within the
next section of this report.

Study one: Adaptations to the Welsh National
Exercise Referral Scheme during the Covid-19
pandemic: A qualitative study with service users
and providers and supplementary out-of-pocket
costs analysis

Study two: Moving an exercise referral scheme to
remote delivery during the Covid-19 pandemic: an
observational study examining the impact on
uptake, adherence, outcomes, and costs

Table one on the next page aligns the two studies
to the per protocol research questions. The
protocol is published on the Research Registry (ID:
7842).



https://www.researchregistry.com/browse-the-registry#home/registrationdetails/6267e6060dbfb8001ebfd6d1/
https://www.researchregistry.com/browse-the-registry#home/registrationdetails/6267e6060dbfb8001ebfd6d1/
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Table 1. Alignment of research questions to study

Research question Study

What are stakeholder views and experiences of the NERS when
1 delivered in face-to-face and/or virtual formats, how do they One
compare, and what are the implications for programme uptake,

engagement, and delivery?

Does offering a version of the NERS in which some elements may

2 . ) . Two
be delivered virtually affect service-user uptake?
Does implementing different versions of the NERS, in which either
3 some or all elements are delivered virtually affect service-user Two

engagement*?

Does implementing different versions of the NERS, in which either
4 some or all elements are delivered virtually, affect service user Two
retention**?

Does implementing different versions of the NERS, in which either
5 some or all elements are delivered virtually, affect health and Two
wellbeing outcomes?

Out of

What are the expected resources and corresponding costs (including One
pocket costs

impact on service user out-of-pocket expenses) of delivering core
parts of the NERS programme, and do they differ for face-to-face

. . Programme
and virtual delivery? Two &

costs

* Referred to as 'adherence 1' within this report and paper 2

** Referred to as 'adherence 2' within this report and paper 2
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STUDY ONE

Paper published in BMC Public Health,
available here.

Mewby ef ol BMC Public Health  [2025) 25406 BMC Public Health
https-//doi.org/ 10.1186/51 2889-025-21502-3

Adaptations to the welsh national exercise £
referral scheme during the COVID-19

pandemic: a qualitative study exploring the
experiences of service users and providers

and supplementary out-of-pocket cost

analysis

i@

Xatie Newby"', Neil Howlett!, Adam P Wagner™, Nigel Lioyd', Imogen Freethy', Charis Bontoft!, Olujoke Fakoya',
Shelley Jackson®, Carla Jackson®, Wendy Wills*®, Mary-Ann McKibben”, Annie Petherick” and Katherine E. Erown'

Abstract

Background Despite the proliferation of exercize referral schemes in the UK, evidence on their efficacy is equivocal.
TheWelsh Mational Exercize Referral Scheme (MERS) is heavily used but inequalities in uptake have been reported. As
a result of the COMD-19 pandemic, MERS was initially suspended and then transitioned from standard face-to-face
delivery to alternative remote methaods, including virtual delivery. The aim of this study was to explore the barriers and
farcilitators to uptake and engagement of MERS when delivered in face-to-face and virtual formats, and to examine the
cost to service users of engaging with the scheme in these different ways.

Methods This was a qualitative study with supplementary cost analysis. Maximum variation sampling was used to
recruit participants. Interviews with service users (n=21) and one person who declined the service, and threa focus
groups with service providers (n=19), were conducted. Framework analysis was used to analyse the gualitative data.
Quantitative data obtained through the intendaws on service users’ out-of-pocket costs of attending face-to-face or
virtual classes were summarised using descriptive statistics.

Results Five themes were identified from the qualitative analysis which summarised barriers and facilitators to
uptake and engagement as perceived and experienced by the different staksholders. Themes induded: opaguenass
and uncertainty around referal; Exercise Referral Professionals allaying concerns and providing reassurance at scheme
entry; the mived appeal and accessibility of virtual delivery; factors that support ongoing engagement: and persona
and financial circumstances restricting uptake and engagement.


https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21502-3
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STUDY TWO

Paper published in BMC Public Health,
available here.

Mewby et al. BMC Public Health  (2024) 24:2324 BMC Public Health
hitps/doi.org/10.1186/512880-024-19392-y

. . m
Moving an exercise referral scheme s

to remote delivery during the Covid-19
pandemic: an observational study examining
the impact on uptake, adherence, and costs

Katie Newby'", Neil Howlett!, Adam P Wagner’, Nigel Smeston®, Olujoke Fakoya', Migel Lioyd',
Imogen Freethy!, Charis Bontoft!, Katherine Brown', Mary-Ann McKibben®, Annie Petherick® and Wendy Wills*

 Abstract

Background Exarcize Referral Schemeas (ERSs) have been implemented across Western nations to stimulate

an increase in adult physical activity but evidence of their effectiveness and cost-effectiveness is equivocal. Poor

ERS uptake and adherence can have a negative impact on effectiveness and cost-effectivensss and, if pattermed

by socin-demographic factors, can also introduce or widen health inequalities. Different modes of ERS delivery have
the potential to reduce costs and enhance uptake and adherence The primary aim of this study was to examine

the effect of different programmes of ERS delivery on scheme uptake and adherence. Secondary aims were to exam-
ine the effect of socic-demographic factors on scheme uptake and adherence, and the impact of delivery mode

on the expected resource and corresponding costs of delivering core parts of the programme.

Methods This was an observational cohort study with cost analysis. Routine monitoring data covering a three-year
period [2010-2021) fram ane large UK ERS (number of patients=28917) were analysed. During this period three
different programmes of delivery wene operated in succassion: standard (all sessions delivered face-to-face at a des-
ignated physical location), hybrid (sessions initially delivered face-to-face and then switched to remote delivery

in response to the Covid-19 pandemic), and modified (sessions delivered face-to-face, remately, or a combination
of the two, as determined on a case-by-case basis according to Cowvid-19 risk and personal preferences). Multi-level
bimary logistic and linear regression were performed to examine the effect of programme of delivery and sodio-
demographic characteristics on uptake and adherence. Cost data were sourced from regional-evel coordinators
and through MERS audits supplied by nationalHevel MERS managers and summarised using descriptive statistics.

Results There was no effect of programme of delivery on scheme uptake. In comparison to those on the standard
programme (who attended a mean of 23.1 exercise sessions) those on the modified programme had higher adher-
ence (mean attendance of 25.7 sessions) while those on the hybrid programme had lower adherence (mean attend-
ance of 104 sessions). Being older, or coming from an area of lower deprivation, increased the likelihood of uptake
and adherence. Being female increased the chance of uptake but was associated with lower adherence. Patients
referred to the programme from secondarny care were more likely to take up the programme than those referred
from primary care for prevention purposes, however their attendance at exendise sassions was lower. The estimatad



https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-024-19392-y
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DEVELOPMENT OF RECOMMENDATIONS

Development of the recommendations was an iterative process involving both the research
team and stakeholders. Early tentative recommendations were formed by researchers during
data analysis and interpretation. These were then built on through a series of stakeholder
presentations followed by a stakeholder consultation workshop.

Stakeholder presentations
Once studies one and two were completed, presentations were convened to share the research
findings. These presentations were to three groups of stakeholders that had guided the
research team throughout the project:
e PHIRST Connect PIRg (a group consisting of members of the public, service users and
carers providing advice and support across all PHIRST Connect projects)
e The NERS Public Voice group (a group with lived experience of referral to and/or
participation in the NERS)
* The NERS project-specific Advisory Group (a group of stakeholders representing Welsh
local government, the charity sector, and Public Health Wales, along with academics, health
professionals and people with lived experience of exercise referral schemes).

At all presentations, attendees were encouraged to reflect on the implications of the findings
for practice. After the events, the research team reflected on the discussions, and further
developed the draft recommendations. As a result, some key areas of focus, where further
input from stakeholders was required, were identified.

Stakeholder consultation workshop

A stakeholder consultation workshop was organised to gain stakeholder input on these key
areas of focus. In particular, the team hoped to elicit practical suggestions from stakeholders to
further refine the recommendations.

Attendees
In total, there were 41 attendees at the workshop. Thirty of these attendees were stakeholders
representing the following groups:

e NERS project-specific Advisory Group (as above)

e NERS Public Voice Group (as above)

e PHIRST Connect PIRg (as above)

e PHIRST Connect Advisory Board (an independent board providing external policy-

orientated advice across PHIRST Connect projects)

¢ NERS coordinators and ERPs

e NERS service users

e The Welsh Local Government Association and Public Health Wales

The remaining eleven attendees were members of the PHIRST Connect research team who
were present to assist with workshop facilitation.

10
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Format and procedure

The workshop was held virtually (Zoom). It was two hours in length and structured as
follows:

¢ Welcome and overview of study and findings (25 minutes)
¢ Breakout room first discussion (30 minutes)

¢ Breakout room second discussion (30 minutes)

e Plenary feedback from groups (15 minutes)

e Summary, next steps and close (20 minutes)

Ahead of the workshop, stakeholders were split into five groups of between five to seven
members that represented a mix of roles, experience, knowledge of the NERS, and
operational/strategic expertise. The workshop began with a brief overview of the study’s
aims and main findings provided by the study lead. The pre-determined groups of attendees
were then moved into two virtual breakout rooms in turn, where they were asked to discuss
two of the five areas of focus (a different area of focus per room; see below) and develop
suggestions for action.

Each break-out room discussion lasted for thirty minutes and had two members of the
research team present, one to facilitate and one to take notes. Ahead of the workshop, each
facilitator was provided with a summary of evidence from the two studies relevant to their
area of focus. Facilitators and note-takers stayed in the same break-out rooms throughout to
provide continuity. With the consent of attendees, discussions were audio-recorded to aid
note-takers. One further research team member was available across break-out rooms to
provide support to facilitators and to resolve any technical issues.

The five areas of focus were as follows:

e What programme/system changes could be made to achieve more equitable uptake of
the NERS

e How could service users (particularly those less likely to take up the programme) be
supported to overcome barriers to access

¢ What could be done via the NERS to improve digital accessibility

¢ How could safety concerns of those receiving and delivering NERS virtual exercise
classes be addressed

¢ How could a community feel be created, and connections fostered, for those
participating virtually in the NERS

In total, 10 group discussions took place, with each of the five areas of focus discussed twice.

The workshop ended with a final plenary session in which each facilitator provided a
summary of the main points discussed within their two facilitated sessions.

11
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Workshop findings

The following section presents an overview of the main points discussed in relation to each of
the five areas of focus, alongside suggestions for action made by the stakeholders.

o Area of focus 1: What programme/system changes could be made to achieve more
equitable uptake of the NERS

The stakeholders discussed a range of programme design and implementation topics, including
those relating to staffing capacity; capacity of leisure centres to accommodate the NERS
sessions; referral processes (e.g. challenges with ensuring that referrals are appropriate and
how to ensure that service users are referred at the most opportune time); potential lack of
suitability of the NERS exercise sessions to younger service users; ways that the NERS could
better inform potential service users about the nature and benefits of engagement; and
challenges with implementing suitable and effective exit routes from the programme.

Various suggestions were made for how more equitable uptake of the NERS might be achieved.
These included:

¢ Increasing the focus on recruiting from service user groups that have proved hardest to
engage

e Exploring potential ways to reduce inappropriate referrals

e Exploring strategies to support uptake including reducing the time between referral and
initial NERS consultation; encouraging greater GP discussion of the NERS with patients;
implementing a ‘buddying’ system between new and current NERS service users; and
considering greater use of publicity to highlight positive service user experiences

e Addressing the lower uptake by males through focused work to address barriers to male
engagement

o Area of focus 2: How could service users (particularly those less likely to take up the
programme) be supported to overcome barriers to access

Stakeholders described their knowledge of the NERS referral processes, including discussion of
the experiences of service users. A range of barriers were identified, including reluctance of
health professionals to refer; delays between referrers discussing the NERS with service users
and a formal referral occurring; cliquey, established groups and a seeming lack of group
welcome for newcomers at times; working and caring responsibilities; lack of wi-fi connectivity
and other digital access issues; and lack of availability of transport to exercise sessions.

There was general agreement that offering both face-to-face and virtual options for
engagement enhanced choice for service users and was likely to assist with widening access to
the NERS programme.

12
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Stakeholders highlighted a range of ways in which service users could be supported to
overcome barriers to access. Key suggestions were:

e Additional efforts to ensure that referrers understand the NERS, are referring where
appropriate, and are encouraging participation in the programme

e Ensuring that those referred to the NERS are fully informed about the nature of the
programme they have been referred onto and what their participation will involve

e Making use of social activities for group members to help service users feel comfortable in
their exercise group

e Supporting service users during the early days of their engagement with the NERS (e.g. by
the implementation of a ‘buddying’ or ‘mentoring’ scheme)

e Assistance with transport costs to face-to-face exercise sessions

e Addressing concerns about potential loss of benefits payment for some groups (e.g. if
service users can travel and/or exercise, they may risk a benefit payment cut)

e Exploring childcare provision to encourage engagement from parents/carers

» Addressing digital exclusion issues (e.g. by facilitating access to digital devices through local
organisations)

e Offering evening exercise sessions for those who work during the day

o Area of focus 3: What could be done via the NERS to improve digital accessibility

Stakeholders discussed a range of ways that digital accessibility and inclusion might be
improved for the NERS programme, and the potential benefits and drawbacks of these. Much
of the discussion focused on strategies for increasing service users’ confidence and familiarity
with digital devices, technology, and remote engagement with services. An additional key focus
was on ensuring that service users are fully aware of what virtual engagement with the NERS
might involve.

There was general agreement that the offer of both face-to-face and virtual NERS exercise
sessions was beneficial for service users and increased choice. Stakeholders highlighted the
importance of service users having the option to participate in the NERS programme online or
in-person, depending on their circumstances. Stakeholders felt that the delivery mode should
be tailored to the individual service user’s preferences.

Key suggestions for action to improve digital accessibility were:
e |Implementing one-to-one tech support for service users through local providers or NERS

peers (e.g. current or previous service users), to help build the digital skills and confidence
of service users

13
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* An in-person meeting between NERS representative and service user early in the
programme (e.g. at or around the time of the first consultation) to assess suitability for
virtual delivery of the NERS, and then regular check-ins during the 16-week programme
to enable any issues related to virtual engagement to be addressed

* Exploring a range of options for accessing digital devices that can be loaned to service
users (including, device recycling/refurbishment schemes and local or national digital
inclusion initiatives)

e Ensuring that, from an early stage, service users are fully informed of what to expect from
virtual engagement with the NERS (e.g. production of a ‘Frequently asked questions’ guide
that utilises the voices of previous service users and ensures that clear information is
available through referrers)

Area of focus 4: How could safety concerns of those receiving and delivering Welsh
NERS virtual exercise classes be addressed

Stakeholders highlighted a range of safety concerns related to delivering the NERS virtually,
alongside existing safety measures that are in place to manage these concerns (e.g.
programme assessments of the severity of service users’ health conditions prior to them
engaging in virtual NERS exercise sessions).

Stakeholders expressed a general positivity towards the idea of using a hybrid model of NERS
delivery for exercise classes. They highlighted several potential benefits of virtual delivery
(such as, the ability to participate more anonymously and the potential for increased
engagement).

Stakeholders highlighted a range of ways in which the safety concerns brought about by
virtual delivery could be addressed. These typically mirrored those highlighted by the findings
of the qualitative analysis and tended to be a restatement of their importance. Key
suggestions were:

e Two ERPs should deliver virtual exercise sessions

e Since it is often very challenging to conduct safety checks remotely, ERPs should delivery
initial safety checks in person rather than virtually

¢ A ‘manual’ of exercises used during NERS sessions should be available to service users to
provide additional guidance on how to exercise safely

e The first group exercise session attended by any individual should be received face-to-
face, as this would facilitate effective assessment and the building of rapport between the
service user and the ERP and also with other service users

14
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o Area of focus 5: How could a community feel be created, and connections fostered, for
those participating virtually in the NERS

Much of the discussion focused on creating opportunities within the NERS for socialising, and
rapport and relationship building. Stakeholders stated that, particularly where attendance was
virtual, such opportunities are important for engagement and retention.

Stakeholders provided examples of approaches that had facilitated a feeling of community
among NERS service users during the pandemic, and some of the challenges to implementing
them. For example, the need to give due consideration to resourcing the setup, management,
moderation, and facilitation of virtual or face-to-face social groups and events, and the
challenges of effectively managing social network-based interactions.

Suggestions for creating a community feel among service users participating virtually in the
NERS, included:

¢ Implementing ‘protected’ time within the programme for chatting and socialising (e.g.
before and after exercise sessions)

¢ Using social media such as WhatsApp to enable NERS service users to keep in touch with
each other and to build a feeling of ‘community’. Stakeholders stated that this had been
done successfully in some localities during the pandemic

¢ Exploring mechanisms for sharing best practice so that what has worked well during the
pandemic can be more widely adopted (e.g. the use of virtual coffee mornings)

¢ Holding virtual or face-to-face social events that include structured sessions and speakers
on topics related to health and wellness or other non-health subjects

Process of finalising recommendations

After the workshop, the suggestions for action
from these five key areas of focus were reviewed
by the research team and, where ideas were
considered appropriate and feasible, these were
incorporated into a finalised set of
recommendations.

15
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FINAL RECOMMENDATIONS

00 Provide a mixed model of delivery (virtual and/or face-to-face) with service
users able to choose their preferred mode

This recommendation is made as there was evidence that offering virtual delivery could reduce
inequalities in uptake/adherence and further, that core programme ingredients that promote
engagement and long-term behaviour change are retained through virtual delivery (providing it
is delivered in a live format as opposed to pre-recorded).

Offering choice also encourages the development of intrinsic motivation, a predictor of long-
term behaviour change. It is advised that promotional material and referral conversations
highlight service user choice in how they will receive the programme. It is advised that service
users be able to choose whether to engage in exercise sessions virtually or face-to-face on a
session-by-session basis. Service users should be encouraged to attend the initial and 16-week
consultation face-to-face (facilitates rapport building, ERPs notice more subtle indicators of
health and wellbeing, aids breadth/accuracy of data collection) but should still be given choice.

Given the elevated costs of delivering the programme virtually, a sustainable future funding
model needs to be considered. Most service users interviewed said that they would be willing
to pay for virtual exercise classes. Introducing the session fee for virtual classes should
therefore be considered to help reduce costs (see ‘Implement strategies to reduce inequalities
in programme uptake and adherence’ for recommendations around supporting those with
difficulties affording the NERS). Apart from helping to address issues around sustainability, this
would also counter the potential for fee-free classes to de-value virtual delivery and create
inequity across the two delivery modes. A further approach to address costs that should be
considered is delivering all virtual classes through a single specialist hub (this would also have
the added benefit of increasing service user choice in terms of the timings and types of classes
available). In this scenario, given the significance of the service user-ERP relationship in
supporting adherence, promoting continuity and shared care between ERPs (who are separately
delivering face-to-face and virtual activities) is likely to be important.

Monitor the effect of providing a mixed model of delivery on uptake,
adherence, and outcome

Findings concerning the effect of delivery mode on adherence and outcomes (study 2) are likely
confounded by the pandemic context. Further none of the programmes examined (standard,
remote/hybrid or modified) reflect the proposed mixed model of delivery i.e. with delivery
mode unconstrained and in line with service user preference.

16



Research Briefing - January 2023 NIH R | el el dhia sl

Responsive Studies Teams

It is therefore recommended that if a mixed model of delivery is adopted, that the effect of
delivery mode on these key performance indicators is monitored. To facilitate examination of
this, it is advised that the following additional fields are added to the NERS database: whether
the mixed model of delivery was discussed at referral (No: O, Yes: 1), delivery mode used for
first consultation (virtual: 1, face-to-face: 2), delivery mode used for 16-week consultation
(virtual: 1, face-to-face: 2), and delivery mode of each attended session (virtual: 1, face-to-face:
2). Analysis would be further facilitated by including binary numeric fields for: attendance at
first consultation (No: O, Yes: 1), attendance at first exercise session (No: O, Yes: 1), attendance
at 16-week consultation (No: O, Yes: 1).

Assess all servicer users' digital accessibility

It is recommended that digital accessibility is assessed and recorded at or around the time of
the first consultation as part of a wider assessment of accessibility (see ‘Implement strategies to
reduce inequalities in programme uptake and adherence’ below). This should include an
assessment of whether the individual has access to a suitable device, a stable home internet
connection, and the skills/confidence required to access the required online platform(s).

Whilst not being online is a choice for some people, there was clear evidence that digital
accessibility prevented some service users from engaging with virtual delivery. Where this is
the case, it is therefore recommended that steps are taken to address accessibility, especially as
there is overlap in the groups known to be most at risk of digital exclusion and those most likely
to benefit from virtual delivery. This could be done through signposting to community and
charitable initiatives and/or though provision within the programme. Suggestions for the latter
include assigning ‘digital buddies’ (i.e. more digitally adept service users providing 1-2-1
support) and developing a NERS device bank (i.e. a pool of recycled/refurbished devices made
available for loan; service users exiting the NERS could be asked if they have any unused digital
devices that they would like to donate).

It is advised that everyone is assessed for two reasons. Firstly, this will ensure that, should the
programme need to move again to mandatory remote delivery in the future (e.g. new pandemic,
extreme weather conditions), service users’ preferences and needs are recorded thus facilitating
rapid decision making as to each individual’s most appropriate mode of support (i.e. virtual
delivery or a home programme). Secondly, as resistance can mask access issues and anxieties
around the use of technology, offering support may encourage hesitant users (who would
benefit from this mode of delivery) to try-out and adopt this mode (as evidenced by some
service users interviewed in study one).

17
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L Seek to deliver equivalent experiences of social support irrespective of
Y delivery mode

Service users’ belief that virtual delivery would offer a poorer experience of social interaction,
or the reality of this being the case, had a negative impact on uptake of and engagement with
the virtual programme. There was however evidence of meaningful and supportive
relationships having been developed online thus demonstrating that this can be achieved. It is
advised that different ideas for creating communities of support for those engaging virtually are
developed and explored with service user input (these could include for example, protected
time at the start and finish of classes for informal conversations, use of WhatsApp groups,
virtual coffee mornings). Further it is advised that when service users are briefed about the
mixed model approach, that these opportunities are highlighted, and examples of success given.
Care should be taken however not to assume that all service users have a desire for peer-to-
peer social support - some may deliberately choose virtual delivery as a means to actively avoid
interaction with others.

Service users find it rewarding when their ERP recognises the effort they are making to attend
sessions and work hard. This recognition is likely to be important for sustaining engagement,
particularly during the first few weeks of the programme. There was however evidence that
service users feel less visible in the online space which risks a dilution of this reinforcing effect.
It is therefore recommended that when delivering exercise classes virtually, ERPs acknowledge
each service users’ attendance and provide at least one piece of positive feedback per session
that involves mentioning their name. The explicit use of names is important as service users
reported not always being clear who ERPs were referring to during virtual sessions.

Balance physically challenging service users during virtual exercise classes
with maintaining their safety

Service users’ perception that they were making positive progress towards their health and
wellbeing goals was a motivator of ongoing engagement. There was however evidence that
some service users felt that the content of virtual sessions was not sufficiently challenging for
them to experience that progress. One way to overcome this is to ensure that where virtual
classes are offered, service users are matched in terms of their fitness/ability thus avoiding
sessions where the level of challenge is set by the less able attendees (see ‘provide a mixed
model of delivery’ above; use of a single specialist hub would facilitate provision of a wider
variety of classes). A potentially more feasible alternative is to support service users to self-
regulate their own effort and number of repetitions. This could be achieved by providing
guidance to service users on how to self-monitor and adjust their effort to maintain a
benchmark level throughout each class (see Schwartz et al., 2021 for application of a Rating of
Perceived Effort (RPE) scale in practice). This could be used to supplement existing advice given
by ERPs on how to adjust the difficulty of exercises, through for example the number of
repetitions performed. 18
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There is a need however to balance the achievement of results with safety, a key concern for
service users and ERPs. Highlighting measures that have already been taken to promote safety
during virtual sessions (i.e. individual risk assessments, having emergency contact details, having
two ERPs present) may help to address some concerns thus facilitating uptake. It is advised that
service users continue to be assessed for suitability prior to commencement of virtual delivery
(ideally in-person, and with the first exercise class face-to-face where concerns exist) and that
this is periodically reviewed.

® Implement strategies to reduce inequalities in programme uptake and
adherence

The recommendation to reduce inequalities in uptake is made as there was clear evidence of
patterned uptake, with young people, males, and those living in more deprived areas less likely
to take up a NERS referral. It is advised that a new piece of work is commissioned that seeks to
understand the barriers to uptake among these groups. This is necessary to draw firm
conclusions about the best way to go about supporting individuals from currently underserved
groups to attend. This should be a qualitative study in which people who did not take up a
NERS referral are interviewed. Targeted approaches can then be implemented.

Some tentative suggestions for reducing inequalities in uptake are as follows. Implement a
brand refresh that communicates to prospective service users that the NERS is for ‘people like
me’. This should demonstrate the diverse and inclusive nature of the programme, depicting
people from across a spectrum of age, ethnicity, gender, ability, and background. Including
‘success’ stories of former service users from underserved populations (e.g. via short videos)
could also be considered. It is acknowledged that funding to resource the proposed brand
refresh would likely be required. Retaining virtual delivery may help those with transport
difficulties, disability, caring responsibility, and cost barriers to access the programme. Waiving
fees for those on benefits would also likely support uptake, especially among those from lower
WIMD groups (it is advised that this is across virtual and face-to-face modes of delivery to
promote service user choice and respond appropriately to inequality in NERS
uptake/adherence) *. Address known anxieties that prospective service users have about
engaging with the programme. This could be achieved through, for example, an introductory
phone call from their assigned ERP ahead of the first consultation, assigning ‘buddies’ to new
service users, and/or providing information about what to expect/FAQs to new service users.

1 PHW are currently running a pilot project with the Department for Work and Pensions to assess the impact of providing
free access and transport to the NERS for those on benefits living in Southeast Wales. The results of this pilot project will
therefore be informative in this respect.
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Better data on referral activity would also aid identification of where the inequality in uptake is
introduced within the NERS and therefore where efforts should be targeted. Given data on the
demography of UK healthcare users, a disproportionately higher number of referrals to the
NERS from the lower WIMD groups would be expected. The lack of an observable difference
across WIMD quintiles at referral (as observed in study two) may reflect selective action on the
part of referrers. Possibly related to this, there was also evidence (from study one) of a high rate
of patient self-referral (which although unsubstantiated, is likely to be from individuals in higher
WIMD groups). To better understand this, one option would be to link NHS patient data with
the NERS database such that all instances of NHS consultation, where a patients is eligible for
the NERS, are recorded in the database (ideally data on referring organisation also captured).
Further to this, where referral does occur, referrers could be asked to record whether the
referral was ‘referrer initiated’ (coded 1) or ‘patient initiated’ (coded 2). This data would not only
enable the levels of missed referrals (both missed patients and missed instances) and patient-
initiated referrals to be monitored over time for trends, but also for the relationship between
these variables and patient demographics to be examined. This would pinpoint whether there is
a need to intervene at the level of referrer (to encourage more equitable referral), and/or at the
level of the patient (to support uptake) and with which groups.

Note: data from study one indicates that referrers have poor knowledge about the NERS. While
it is advised that efforts are made to address this, this alone is unlikely to address issues around
inequality.

The recommendation to reduce inequalities in adherence
is made as there was also evidence of patterned
adherence, with females attending fewer exercise sessions
than males, and younger people and those living in more
deprived areas less likely to attend the final consultation.
To address this, it is suggested that at or around the time
of the first consultation, access issues of all new service
users are assessed and addressed where possible. Access
issues may be physical (disability, caring responsibility,
poor public transport), digital (as already discussed), and/or
financial (cost of classes, transport, exercise
clothing/equipment). Suggestions for improving
accessibility include waiving fees and assistance with
transport costs (e.g. for those on benefits), car share
scheme, maintaining virtual delivery, and increased
availability of evening and weekend consultations and
classes . It is acknowledged that some of these
recommendations have financial implications and their
feasibility within the current funding model therefore
needs to be assessed.
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CONCLUSIONS

Introducing virtual delivery during the Covid-19 pandemic enabled the NERS to continue
supporting service users to exercise. This project shows that continuing to offer exercise
classes virtually, as part of a new model of delivery, could have positive impacts. Most
significantly, offering virtual delivery could help to address inequalities in uptake and adherence
through removing barriers to access often experienced by those from underserved populations
(transport issues/costs, disability, caring responsibility). Future monitoring will be important
however to establish this. Virtual delivery is costly for the NERS and thought needs to be given
as to how to operationalise a mixed model of delivery that is sustainable in practice. Ideally
service users are given choice as to how they receive the programme and supported to
overcome access issues regardless of their chosen mode.

The patterns of uptake and adherence across demographic groups observed in this study
reflect those in the wider ERS literature. Across studies, there is now good evidence that being
older and coming from an area of lower deprivation increases the likelihood of both,ERS uptake
and adherence. There is also good evidence that being female increases the likelihood\of ERS
uptake and a growing body of evidence that it reduces the likelihood of adherence. The
findings direct the attention of ERS providers towards specific patient sub-groups who, if
inequalities are to be addressed, require additional intervention to support uptake and
adherence. Further, these findings challenge the received wisdom that digital delivery is cost
saving.
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GLOSSARY

ERP - Exercise Referral Professional WIMD- Welsh Index of Multiple Deprivation
ERS - Exercise Referral Scheme NERS - National Exercise Referral Scheme
PIRg - Public Involvement in Research group
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