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Abstract

Physical inactivity is an important public health issue in Scotland with research indicating
that the majority of people are not sufficiently active to derive health benefits (Scottish
Executive Health Deparfment, 1998). Tt is therefore widely recognised thal there is a need
to develop strategies and interventions to enable and encourage people, including disabled
people to become more aclive (Glasgow FHealthy City Partnership Physical Activity
Forum, 2004; Scottish Ixecutive, 2003b). As those with physical impairments are often
cited as being amongst the most inactive of the population the purpose of this study was,
through the development of three scparate studies, to examine ways in which physical
activity opporiunities within Glasgow could be increased for those with physical
impairments. This was done through the development of three separate studies with

differing methodologies.

Study 1 was the evaluation of a pilot programme designed to increase opportunities to
participate in physical activity for individuals with physical impairments. Individuals were
recruited through the distribution of flyers and data was collected by a variety of means
including observation, questionnaires and one to one interviews. Study 2 evolved as a
result of some of the findings of the evaluation and examined what health and fitness
opportunities were currently available for individuals with physical impairments within the
City of Glasgow and critiqued the current gym equipment present within Glasgow City
Couneil leisure facilities. The information used for analysis was gathered through websites,
reports and by making contact with key individuals in the field of disability and physical
activity. The final study surveyed individuals with physical impairments and parent/carers
of people with physical impairments to cxamine their behaviours, beliefs, barriers and
fucilitators in relation to physical activity. Individuals and parents and carers were

recruited voluntarily through disability and carer organisations.

Having examined the findings from each of these studies there seemed Lo be four key areas
in which work could be undertaken to enable those with physical impairments to become
more active, namely, information and education, staff training, equipment and provision of

opporlunities for physical activity.
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Chapter 1

Introduction
The purpose of this introductory chapter is to outline the current picture regarding
Scotland’s health and existing Executive policies in an attempt to focus thinking on
disabled people and the need to establish equily of opportunity for their health

improvement.

Scotland’s Health

“QOur position at or near the top of the international "league tables" of the
major discases of the developed world - coronary heart disease, cancer and

stroke - is unacceptable and largely preventable™(Scottish Executive, 1999¢)

Scotland has traditionally had one of the poorest health records in Europe. While
Scotland’s health has gradually been tmproving (Scottish Executive, 2003a)in termms of
healih ouicomes, it has not improved relative to other Western European countries over the
past 10 years (Health Scotland, 2004). Death rates as a result of cancer and coronary heart
disease are still among the highest in the world (Scottish Executive, 2003a), with estimmates
suggesting that around half a million Scots have coronary heart disease (CIID) of whom
180,000 require some form of treatment(Scottish Executive Health Department, 2001).
These figures however do not reveal the full scale of the problem as they relate only to
those who have presented with symptoms. There will be a number of individuals living
with CHD who are as yet asymptomatic and thus not included in these figures and a greater
number slill who will be in the process of developing this condition partly because of their

lifestyle behaviours.

Whilst the prevalence of conditions such as CHD gives a good indication of the nation’s
niealth, the concept of health is much more complex (Naidoo & Wills, 1994). Defining
health as the presence or absence of disease limits the scope for health improvement and
strategies for health improvement are thus primarily reaclive rather than proactive with an

emphasis on treatment rather than prevention, For the health of individuals and
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communities to be improved, there needs to be greater understanding of the complexity of
issues that can impact on someone’s health, e.g. employment and housing, among policy
makers and health professionals. Health is a holistic entity of which the presence of disease
is just one variable: health incorporates an individual’s mental, emotional and social well-

being also (World Health Orgamsation, 1948)

Health Iinequalities

Although Scotland’s Health as a whole has been described as relalively poor, negative
health outcomes are clearly more pronounced among those living in the most
disadvantaged circumstances (Scottish Executive, 1999a, 2003a). The recently published
Health and Well-being Constituency Profiles highlight the spectrum of health inequalities
that exist among the best and worst off members of Scottish society (Health Scotland,
2004). These profiles demonstrate that mortality rates as a result of heart disease in the
Glasgow Maryhill area are more than double those rates seen in Edinburgh West. In fact
men living in Scotland’s most deprived arcas can expect to die up to 10 years earlier than

their more affluent Scottish male counterparts (Health Scotland, 2004)

There are a number of theories for the existence of health inequalities (Health Promotion
Policy Unit NHS Scotland, 2002). Howcver the vast majority of research would indicate
that socio-economic factors such as income, education and employment and the impact
that these factors will have on a person’s material environment e.g. their working
environment, housing, transport and nutrition are certainly a major cause (Health
Promotion Policy Unit NHS Scotland, 2002). In Scotland 19% of all individuals and 25%
of all children live in households where the net income is less than half the national
average. Scottish Executive Statistics (2005, July 25) Retrieved July 25, 2005 from
htip://www.scotland.gov.uk/Publications/2005/03/29170611/06123 However poverty is

not the sole determinant; health incqualifics also exist between individuals, groups, social
classes, races, genders and across geographical locations. Health inequalities manifest
themsclves in a wide range of health ontcomes, including self - reported health measures,
objective measures such as death and illness and access to services (Health Promotion
Policy Unit NHS Scotland, 2002)




Improving Health: Policies

In light of Scotland’s poor health record, the Executive recognised the need to work
towards improving the health of the nation and in 1999 published the health improvement
white paper ‘Towards a Healthier Scotland’. Within the paper the Scottish Executive
highlighted that to improve health, lifestyle behaviours - for example smoking - needed to
be addressed, while also prioritising specific topics such as sexual health. Whilst the
Govermnment clearly acknowledged the importance of this work, it declarcd that the
ovcrarching focus of all health promotion work and the key to health improvement should
be to address people’s life circumstances through a sustained attack on social exclusion

and poverty (Scottish Executive, 1999¢)

Tackling Social Exclusion

Social exclusion is the term that is used to encompass a broad range ol social problems
centred on low income, lack of opportunity, diminished quality of life and degraded
environments(Scottish Executive, 1999a). Poor health can lead to social exclusion and
prevent an individual from participating within sociely, however similarly poor health can

be a consequence of exclusion and poverty (Scottish Exccutive, 1999a)

Although there arc many different aspects to social exclusion, they all appear to share a
commonality. This is the lack of opportunity to participate fully within society, whether
that is in work, learning, family lifc, or leisure. Howcver, whilst increasing the
opportunities available to ndividuals goes some way to tackling exclusion, the solution is
far more complex. Often, even when opportunities present themselves, many individuals
face a number of additional barriers to inclusion, such as race, drug use, disability and

gender, which can make participation all the more difficult (Scolttish Executive, 1999a).

In 1999 the Tixecutive published two papers ‘Opening the door to a better Scotland’
(Scottish Executive, 1999a} and A Scotland where everybody matters’(Scottish
Executive, 1999b). These papers were the Executive’s social inclusion and social justice
papers and were designed to build on the recommendation within ‘Towards a Healthicr
Scotland’ to tackle social exclusion and life circumstances in order to improve health. The
ethos of these papers is the right of everybody to participate fully within society, to have

equality of opportunity to reach his or her fullest potential, {ree from poverty. The social
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justice paper recognises that for some this is not always the case and that many within
Scottish society suffer persistent injustice. These documents place importance on changing

this in order to ensure a fair and equal society for all individuals.

The Executive called for action to be taken to:

» Promote opportunities: increase the opporfunities available to people

» Tackle the barriers to inclusion: tackle the specific barriers that prevent pariicular
groups from participating in society

¢ Promote inclusion among children and young people: improve the prospects of the
next generation

» Build strong commuanities: strengthcn community life and regenerate and empower

communities.

The Executive recommends that social justice should underpin all policies and practicc and
should be targeted at people throughout their lifecycle wherever they live. They belicve
that by doing this, social exclusion and life circumstances can be addressed, and ultimately

hecalth outcomes can be improved.

Socially Excluded Groups- Disabled People

One group of individuals, who havc cxperienced persistent injustices, is disabled people.
For many years disabled people have been unfairly discriminated against in terms of
employment, access to services and opportunities to participate fully within society, mainly
because Western society has evolved to accommodate the needs and aspirations of

predominately non-disabled people.

Physical access to buildings and transport, cost, and attitudes of others can all be barriers to
inclusion for disabled people and impact on their ability to participate in economic, social,
cultural and leisure activitics (Scottish Executive, 1999a). Research carried out in 1999
found that only 12 % of buses had lowered floors, which would make access easier for
some individuals (Reid-Howie Associates, 1998). This research also revealed that 35% of
railways were inaccessible or partly inaccessible, with only 15% of railways having

accessible toilets and only 22% of rallway stations having marked parking spaces (Reid-
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Howie Associates, 1998). If individuals are limited in their transport options then their

ability to access other opportunitics may also be restricted.

The Disability Discrimination Act (1995) should go some way to addressing thesc issucs
for disabled people. This legislation gives disabled people rights with regards to
employment and access to goods and services thus tackling the discrimination faced by
them, helping to promote inclusion. It has been introduced in 3 phases, the last of which

was implemented in 2004:

Phase I in 1996 madc it illegal to treat disabled people less favourably because of their
disability.

Phase II in 1999 obliged businesses Lo make 'reasonable adjustments’ for disabled staff, by
providing for example, additional support or equipment. They also had to start making
changes to the way they provide services to customers, for example issuing bank

statements in large print.

Phase III from October 2004 obliges businesses to make physical alterations to their
premises to overcome access barriers.
Disability Discrimination Act by Disability (2004, March 20) Retrieved March 20, 2004,

from http;//www.disability,gov.uk/dda

It seems astonishing that it has taken until 2004 for these issues to be fully addressed.
However, society’s failure to accommodate the needs of disabled people at this basic level
for s0 long is perhaps attributable to the way that ‘disability’ has been viewed/defined until

more recently.

Models of Disability

Over the years a number of models have evolved in an attempt to define disability and
ultimately enable governments, policy makers and sociely fo devisc strategies that will
meet the needs of disabled people. As with most models that try to define a concept, no
one model should be used in complete isolation as each has its own merits and drawbacks.

However the models of disability do differ in their approach and therefore the context of
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the term disability changes significantly depending on which model is applied, as do the

implications for disabled people themselves.

The models are generally shaped by two underpinning philosophies:
+ That disabled pcople are dependent on society (medical model)

e That disabled people are customers of what socicly has to offer (social model).

Using the first of these approaches to the issue of disabilily can lead lo segregation,
discrimipation and social exclusion, whilst the second moves away from focusing on

pathology and thus fosters choice, cmpowermeni, equality of human rights and integration.

The medical model of disability, which has traditionally dominated policy formation, is
based on the first of these philosophies. 1t identifies the impairment as being the problem,
where impairment is defined as any loss or abnormality of psychological, physiological or
anatomical structure or function. In this context disability is therefore defined as the

resulting effect that any loss/abnormality has on an individual.

Whilst this approach docs have somc merits and has led to significant medical/technical
and orthotic advances, defining disability in this way does little to challenge stereotypes

and empower disabled people to take responsibility for decision making for themselves.

Because of this, disabled activists have fought (or a change in this approach, calling for a
definition of disability that does not assume that having an impairment automatically result
in exclusion. Rather they want a definition that takcs account of the role that physical and

attitudinal barriers play in excluding disabled people.
In 1981 the Disabled People’s International defined disability as
‘The loss or limitation of opportunities that prevents people who have

impairments from taking part in mainstream life of the community on an

equal level with others due to physical and social barriers’.
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This definition is the foundation of the social model of disability and therefore differs
considerably from the medical model, as the social model approaches disability from a
very different starting point. It seeks to eliminate the social processes that create
disadvantages for people. Whilst it does not wish to deny the existence of impairments, it
recognises that for many people these impairments will be a constant in their lives,
Therefore rather than looking for ways of ‘curing’ or ‘normalising’ the person, the social
model emphasiscs that, for individuals to access similar opportunities and experiences,
society needs to recognise, accept, change and adapt to an individual’s impairments so that

disabled people can take part fully in society.

Given that the social model of disability defines disability as the set of barriers that society
has created which restrict disabled people’s equality of opportunities, it makes little sense
to talk about ‘people with disabilities’ When talking about a person’s medical condition or
health problem the social model of disability would encourage the use of the term

impairment e.g. someone with a physical impairment,

The problem facing the social model however is that as the population gets older, the
number of pcoplc with impairments will rise and society may struggle to adapt at an
appropriate rate. However the social adapted model, builds from the social model whilst
incorporating elements of the medical model. It emphasises that whilst currently not all
problems of impairment can be addressed, in order for disabled people to be enabled to
achieve their potential, it is important that our environment is recognised as discriminatory
and that as much as possible is done to change it. Retrieved April 18, 2004, from

http://www.akmheweb.org/ncarticles/models_of disability.htm

Improving lifestyle behaviours

Although tackling social exclusion and poverly as a mcans of health improvement is the
main recommendation detailed within ‘Towards a Healthier Scotland’, it also outlines the

need to address lifestyle behaviours e.g. smoking, nutrition (Scottish Executive, 1999¢)

Health Promotion is the vchiclc by which much of the work around inequalities and
lifestyle behaviours is tackled. The value of Health Promotion lies in its integrated

approach. [Health Promotion enables and empowers individuals to take greater
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respousibility for their own health, and, by ensuring sustainability, maximise their health
potential (Naidoo & Wills, 1994, 2000). Whilst the fields of Health Promotion and Health
Improvement are ever expanding, until recently health promotion programmes looking at
improving the lifestyle behaviours of disabled people have been relatively neglected
(Rimmer, 1999)

Health and health promotion for disabled people

The expected lifespan for many disabled people has increased due to advancements in
medical technology over the past 30 or so years. (Rimmer, 1999; Rimmer & Braddock,
2002; Sutherland, Couch, & Iacono, 2002). Despite increases in longevity, however, liitle
attention has been paid to how individuals’ quality of lifc could be improved through
improving health behaviours (Hogan, Mcl.ellan, & Bauman, 2000; Rimmer, 1999, 2002;
Stuifbergen, 1997),

The apparcnt neglect of health professionals in devising health promotion strategies for
disabled people is partly a consequence of the medical model used to detine disability for
many years and the narrow definition of health used by some practitioners and policy
makers. If health is viewed as mercly the absence of disease, then many disabled people
will be viewed as being able only to experience poor health. If disabled people are not
viewed as being able to experience wellness, good health or quality of life then it is
unlikely that resources will be spent devising health prevention, maintenance or promotion
strategies for these individuals (Rimmer, 1999; Sutherland ct al,, 2002) despite evidence

suggesting a growing need.

Coyle (2000) cites findings from a national study in the US, which found that women with
disabilities reported higher occurrences of urinary tract infections, heart disease, depression
and osteoporosis than non-disabled women. Additionally, within Coyle’s paper, she cites
data from a study of adults with physical disabilities living in rural settings in which 97%
of adulis experienced limitations from secondary conditions, with those aduits who took
part cxperiencing on average 13 different secondary conditions in one year(C. P. Coyle,
Santiago, Shank, Ma, & Boyd, 2000).

It is worth remembering that health is not a static entity. Individuals, including those with

impairments, can shift on a continuum between good and bad health at any point.
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Secondary conditions such are heart disease are largely preventable, and there is increasing
recognition of the role that health related behaviours such as diet, physical activily,
smoking and alcohol consumption have as determinants of premature and preventablc
morbidity and mortality. Hogan (2000) cites a study which found that school - attending
young people with congenital and physical impairments werc less active and had poorer
eating habils, in addition to having higher rates of psychosomatic symptoms such as
feeling dizzy, than non-disabled peers. The study cited by Hogan concluded that Canadian
Young people with disabilities were at significant risk of developing secondary conditions
or additional disabilities including heart diseasc and stroke thus reinforcing the need for

interventions addressing health hehaviours amongst disabled people (Hogan et al., 2000).

Physical activity

One of the key national ‘lifestyle’ prioritics identified within ‘Towards a Healthier
Scotland’ was the need to increase levels of physical activity participation within the

Scottish population (Scottish Executive, 1999¢)

Physical inactivity is currently a major problem within Scotland. (Scettish Executive,
2003b). The Scottish Hcalth Survey {1998) showed that the majority of people in Scotland
are not active enough, with 72% of females and 59% of males taking insufficient physical
activity to derive health benefits (Scottish Executive Health Departinent, 1998).
Worryingly, this trend appears to start at school with approximately 27% of boys and 40%
of girls, not mccting the rccommended levels of physical activity (Scottish Executive
Health Department, 1998).

The scale of physical inactivity in Scotland, with approximately two thirds of the adul
Scottish population inactive, makes it an important public health issue, as the health

implications are vast. Physical inactivity has been shown to:

e Increase an individual’s risk of developing CHD (Twice as likety as someone who
is active)

¢ Increase blood pressure (BP) which in itselfis a major risk factor for CHD

o Increase an individual’s risk of developing colon cancer (3.6 times higher than

someone who is active)
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e Increase an individual’s risk of developing type II diabetes { regular activity can
reduce the risk by 50%)
e Lower bone density pulting individuals at greater risk of developing osteoporosis
leading to fracturcs
¢ Increase the risk of an individual becoming overweight or obese
» Put individuals at risk of experiencing more injuries and accidents
(Scottish Executive, 2003b; Surgeon General, 1996)

In an attempt to tackle the declining levels of physical aclivily among those living in
Scotland, within ‘Towards A Healthier Scotland’ the Government called for the creation of
a National Physical Activity Task Force. The role of this task force was to develop a
National Physical Activity strategy for Scotland. This was actioned, and the Strategy was
published in February 2003.

Within the National strategy the physical activily task force highlight the potential health
and economic benefits of reducing the number of inactive imdividuals in Scotland by 1%
each year for the next 5 years. Using a model similar to those in other countries, the task
foree estimated that the number of deaths as a result of physical inactivity would decrease
by 157 per annum, with economic associated benefits ot around £85.2 million, In addition,
yearly hospital admissions for CHD, colon cancer and stroke will fall by around 2,231
cases and possible savings to the NHS as a resuit could be around £3.5 million (Scottish

Executive, 2003b)

As the benefits are significant, the nced to promote more active lifestyles as a means of
health improvement has since been further advocated within ‘Improving Health
Scotland-The Challenge’ (Scottish Executive, 2003a). Locally, Glasgow’s Physical
Activity Torum has developed a physical activity strategy for Glasgow. This sets out to
ensure that the National stralegy becomes embedded within community planning in
Glasgow and will encourage concerted and coordinated action to increase physical activity
levels among people in Glasgow (Glasgow Healthy City Partnership Physical Activity
Forum, 2004).

16

1
4
H
B




However, whilst there is a large volume of research evidence of the benefits of physical
activity and levels of participation, the majority of studies have failed to include disabled
people (Rimmer, 1999). The evidence that does exist would suggest that disabled people
are generally more sedentary than non-disabled individuals (C. P. Coyle & Santiago, 1995;
C. P. a. K. Coyle, W.B., 1990) and are therefore potentially at greater risk of developing

conditions associated with physical inactivity.

Both the National physical activity strategy and the consultation draft of Glasgow’s local
physical activity strategy recognise that carrently there are inequalities in physical activity
participation amongst the national and local population. Both documents highlight that, in
addition to increasing the activily levels of the population as a whole, there is a definite
need to ensure these inequalities are tackled(Glasgow Healthy Cily Partnership Physical
Activily Forum, 2004; Scottish Executive, 2003b).

Purpose of the study

If the Government’s vision of improving health, tackling incqualities and promoting social
justice is to be realised, then work needs to be done locally to increase opportunities for
disabled people and identify what barriers to inclusion currently exist. Physical activity has
been identified as an effective means of tackling poor health in Scotland, but despite the
plethora of evidence outlining the benefits, disabled people appear to be even less active
than their non-disabled counterparts. Using the hcalth improvement and social inclusion
agenda as the rationale, the purpose of this research is to explore ways in which physical

opportunities for those living in Glasgow with a physical impairment could be increased.
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Chapter 2
Literature Review

Defining physical activity

In order to understand the issues relating to physical activity participation, it is important
first to have a clear picture of what is meant by the term. Often physical activity and
exercise are used interchangeably when people are active. Whilst the two are linked, there

are subtle differences which allow distinctions to be made.

In 1985 physical activity was defined as ‘any bodily movement produced by skeletal
muscles that results in caloric expenditure (Caspersen, Powell, & Christenson, 1985). This
work also outlined exercise as being a subcategory of physical activity, in which the
activities are much more structured, planned and repetitive (Caspersen et al., 1985)Physical
activity is thus a general term encompassing a range of activities from walking or cleaning
to swimming or jogging. It can be undertaken as part of occupational activity or leisure
activity pursuits. The spectrum of activities encompassed by the term physical activity are

illustrated in figure 2.1

Figure 2.1 Illustration of the activities encompassed by the terms physical activity

—
T ———

(Scottish Executive, 2003b)

Given the broad spectrum of activities encompassed by the term, assessing the levels of
physical activity being undertaken by members of the population can prove difficult

because not all are structured or occur as part of planned activity(Heath & Fentem, 1997).
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Assessing levels of physical activity

Physical activity epidemiology studies are generally concerned with the following

¢ The association of physical aclivity in rclation to disease outcomes
e The factors mfluencing physical activity behaviours and the number of people
participating
¢ The interrclation of physical activity participation with other behaviours
(Caspersen, 1989)

Methods chosen by those gathering data may include surveys, sclf reported questionnaires,
interview administered questionnaires (Heath & Fentem, 1997), physical fitness, job
classification, doubly labelled water, heart rate monitoring and elecironic monitors
{Caspersen, 1989), recall qucstionnaires, activity dairies or qualitative histories. Although
the methods all provide information about physical activity cach has particular limitations
which means that deciding which is the most appropriate method io use is difficult
(McDonald, 2002). For studies secking to gather data about large segmenls of the
population, surveys are generally the preferred method as they can target large numbers of’
people with relative ease, at low cost, and can generate largec amounts of data (Robson,
1993). Using tools such as activity diaries and recall questionnaires over a short period of
time to gauge overall activity levels among disabled peoplc may be even more difficult
than in the general population. Many disabled individuals may experience intermittent
health problems, which may interferc with their regular participation in physical activity

making it harder to get precise and accurate measures (Heath & Fentem, 1997).

Most of the tools used to measure activity levels have been developed and validated with
non-disabled people only, and thercfore arc not perhaps appropriate to use with disabled
people. Many of these tools fail to encompass the broad range of activities the term
physical activity encompasses and thus tend to focus on activities that often have no
bearing on the lifestyles of disabled people. Therefore these tools do not ask individuals
about activities of daily living (ADL) such as personal care activities for example bathing
and dressing. Nor do they take account of instrumental activities of daily living (IADL)
such as those relating to independent living for example shopping, or preparing meals. For

some individuals these activities may be the maximum levels of activity they can manage
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as they may require them to expend far greater levels of energy than a non-disabled person
and thus such activilies are important to measure. Consequenily, because there are few
validated reliable tools at the disposal of those trying to assess physical aclivity levels
among disabled people, those studies that have made assessments may not truly reflect
individuals® activity levels. Tt is difficult as a result, to make accurate comparisons between
the levels af activity undertaken by disabled and nondisabled people (Heath & Fentem,
1997) and to cstablish baseline data from which to make recommendations. There has been
recognition of the need for tools designed specifically to measure activity levels among
disabled people (Heath & Fentem, 1997; Rimmer, Riley, & Rubin, 2001; Washbwmn, Zhu,
McAuley, Frogley, & Figoni, 2002).

Tools for measuring physical activity among disabled people

Because of the increasing need for reliable information about the activily levels of disabled
people several individuals have tried to develop tools that could be used for this purpose
(Rinumer et al., 2001; Washburn et al., 2002). Rimuner and colleagues decided to devisc a
tool to include less structured activities that would reflect the activities performed by

disabled people. The tool comprised of the following 3 subscales:

1) Exercise  2) Leisure time physical activity 3) Houschold activity

A cross sectional design was employed to assess the internal consistency, reliability and
validily of this tool. In addition a two (health promotion programme v’s control) hy two
(pre vs post) factorial design was uscd to assess the ability of the tool to detect changes in

physical activity before and after a health promotion intervention with disabled people.

The results generated were positive and did suggest that the tool, which was named the
Physical Activity and Disability Survey (PADS), could provide reliable and accurate
information about the physical activity behaviours of those with impairments or chronic
health conditions. The authors did note howcever, thatl there were limitations to this study
because the sample was quite unique:
¢ All were participating in a 3-year federally funded intervention aimed at reducing
secondary conditions.

¢ Most participants’ primary disabling conditions were stroke or type II diabetes.
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e The vast majority of participants were female and African American.

Because the sample comprised mainly African American women with mainly two specific
impairments, it is difficult to generalise the findings to suggest that the tool would have
equal reliability and accuracy if the study were carricd out with a morc diverse disabled
population. The authors recommended that whilst the tool was useful and did provide
accurate data, further research was needed with a larger more heterogeneous group in order

to refine the tool.

A vear later Washburn et al (Washbun et al.,, 2002) published a study in which they
developed and evaluated a physical acuvity survey to assess physical activity levels
amongst disabled people. However Washburn’s tool, named the Physical Activity Scale for
Individuals with Physical Disabilities (PASIPD) is specifically for use with individuals
with a physical impairment. Like the PADS, the PASIPD fries to establish an individual’s
participation in a variety of activities from recreational activity to housework. Washburn et
al concluded at the end of their study that they had developed ‘an instrument designed to
measure physical activity in individuals with physical disabilities and provided preliminary
support for its construct validity.” There were some limitations to their study in that the
response rate was fairly low (35%) and those who participated were relatively aflluent ancd
predominately white, which means i‘hat, like the PADS, the findings may nat be applicable
to a inore diverse and perhaps less well educated group. Unlike Rimmer’s PADS tool, the
PASIPD howcver was not validated against an external criterion, therefore the accuracy of

this tool was not assessad.

Activity levels among disabled people

The lack of reliable and appropriate tools in the past has meant that the data about activity
levels is limited. The data which does exist would suggest that habitual activity is a
missing component from the lives of most disabled people, and that disabled people are
less active than the general population (Cooper ct al., 1999; Healh & Fentem, 1997;
Messent, Cooke, & Long, 1998; Rimmer, 1999; Rimmer, Braddock, & Pitetti, 1999;
Santiago & Coyle, 2004; Taylor, Baranowski, & Young, 1998).




Activity levels among people with a physical impairment

Individuals with physical impairments have becn identified as among those least likely to
adopt and maintain a physically active lifestyle (Seefeldt, Malina, & Clark, 2002; Taylor et
al., 1998)

Coyle and colleagues {1990) studied the leisure characteristics of adults with physical
impairments and found that in their study group of 790 adults, individuals’ favourite
pastimes comprised wainly activities that occwred inside the home, requiring lLittle
physical skill or social involvement and generally sedentary, such as television watching
and reading (C. P. a. K. Coyle, W.B,, 1990). The findings by Coylc do not differ
significantly from preforred leisure activities identified by non-disabled people (C. P. a. K.
Coyle, W.B., 1990; Saimon, Owen, Crawford, Bauman, & Sallis, 2003). However what
Coyle and colleagues found concerning was that for disabled people, the degree of
isolation experienced when participating in leisure activities was replicated in other areas
of their lives, for example isolation due to unemployment. Therefore individuals were

experiencing greater exclusion and not the integration and inclusion that is strived for.

Looking more specifically at particular physical impairments Ng and Kent-Braun (1997)
found that individuals with multiple sclerosis were less active than sedentary but otherwise

healthy, age and gender maiched, control subjects. Although the numbers participating in

were able to conclude that, based on their findings, individuals with multiple sclerosis were
indeed less active than healthy sedentary controls. In addition to having implications with
regards {o general health, the authors of this study were also concerned about the
implications these findings had with regards to the levels of physical functioning and

symptoms of MS such as fatigue.

In contrast, in a more recent study carried out by Slawta et al (2003), of the 123 women
taking part in their study 65% regularly participated in light-moderate inlensity activity,
10.6% in vigorous intensity activity (Slawta et al., 2003). Although these findings
contradict Ng and Kent-Braun’s findings, the authors do offer expianations for this, one of
which relates to the use of accelerometers. In the study performed by Ng and Kent-Braun a

3dimensional accelerometer was used to quantify physical activity which Slawta indicates
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is a more precise measure than qualitative measures. Indecd an additional finding in Ng
and Kent-Braun’s study was that, in terms of methodology, using an acceleromeler was
preferable to using a 7-day recall guestionnaire when comparing relatively inactive groups
of individuals. Therefore it could be suggested that had Slawta used accelerometers, the

findings might have been different.

Whilst the above studies indicate that among those with physical impairments levels of
physical activity are low, it is worth remembering that within the general population there
are subsets who tend to be less active than most e.g. women and those from minority ethnic
backgrounds. Given that the evidence as a whole is limited with regards to participation
levels among disabled people, it is perhaps too early to draw conclusions about differences
between disabled populations in ferms of gender and ethnicity. Morc research is needed
about disabled people generally and of specific subsets of the disabled community in order

to gain a clearer picture of the issues.

In 1999 Rimmer (Rimmer, Rubin, Braddock, & Hedman, 1999) examined the physical
activity patterns among those with physical impairments, more specifically, minority
women with physical impairments. After surveying 50 African-American women with
severe physical disabilities Rimmer et al found that only 8.2% of their sample participated
in leisure-time physical activity and only 10% engaged in aerobic activity three or more
days a week for at least 15 minutes. Unstructured activities such as gardening, housework

or shopping were nearly absent.

As with the other studies outlined {C. P. a. K. Coyle, W.B., 1990; Ng & Kent-Braun, 1997)
above, Rimmer’s study reiterated the high levels of inactivity among those with a physical
impairment. The literature that outlines the negative hecalth outcomes associated with
physical inactivity is well established. It is therefore assumed that disabled people should
be encouraged to increase their levels of physical activity participation where possible in
order to protect their health and autonomy (Cooper et al., 1999; Durstine et al., 2000;
Rimmer, 1999)

Benefits of disabled people being more actlive

Compared to non - disabled people there is less detailed evidence outlining the exact

benefits of physical activity and how much activity is required to elicit any potential
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benefits among individuals with parficular impairments (Cooper et al.,, 1999; Durstine et
al., 2000). In fact to date no studies bave been conducted to determine whether the benefits
non-disabled people derive through regular participation are equally applicablc to disabled
people.

Whilst it is easier in some ways to talk about disabled people collectively, they are not a
homogeneous group and therefore it is difficult to generalisc about the benefits of physical
activity  participation. For each type of impairment there are differing
implications/considerations and physiological responses to physical activity participation
and the evidence that does exist may not be applicable to the diverse range of impairments
that disabled people experience. Durnstine and Rimmer (Durstine et al,, 2000; Rimmer,
Braddock et al., 1999) make the point that currently devising recommendations is difficult

because the litcrature that docs exist is limited in the following ways:

Design
Primarily most of the studies have been designed with a medical focus and are therefore
naot necessarily interested in exercise outcomes. The design and methodology is therefore

varied making it hard to draw clear recommendations/guidelines

Subject selection
The ability to generalise results is often limited becanse only the most stable of subjects are

included in studies. Few studies include those with multiple impairments or pathologies.

Standardised testing and procedures

These are oflen not included into the design of such studics.

Despite the limitations in evidencing the benefits and thus devising recoromendations, it is
generally felt that disabled people can benefit from regular physical activity participation
(Cooper et al.,, 1999; Heath & Fentem, 1997; Rimmer & Kelly, 1991; Sutherland &
Andersen, 2001, Sutherland et al., 2002). Although it is unlikely these benefits will
completely restore the capacity lost through discase or damage, it is anticipated that a
physical activily programme targeting disabled people will be able to maintain or improve

individuals’ inactivity risk factors, physical function and hence independence.
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Listed below are some of the bencefits that disabled people may be able to derive from
participation. However when considering them it is worth remembering the limitations as

outlined above and that at times those findings relate only to specific impairments.

Higher rates of physical fitness appear to provide a protective mechanism against all cause
mortality, primarily by lowering rates of cardiovascular disease (Blair, 1989). The
cardiovascular health benefits of participating in physical activity are well documenied
among non-disabled individuals {(SurgeonGeneral, 1996) with thosc with lower levels of

fitness being twice as likely to die at any age than those who are moderately fit.

As disabled people are generally more sedentary, the risk to cardiovascular health may be
far greater. Evidence would certainly suggest that poor cardiovascular health 1s
increasingly problematic for individuals with specific impairments. For example coronary
heart disease and cardio pulmonary disease have emerged as a major cause of death and
morbidity among individuals with spinal cord injuries (Brenes, Dearwater, Shapera,
LaPorite, & Collins, 1986; Jacobs, Nash, & Rusinowski, 2001) and sumilarly individuals
with cerebral palsy (Rimmer, 2001).

Some research has been carried out into the cardiovascular health benefils individuals with
spinal cord imjuries can derive from physical activity. There is no direct evidence to
confirm that physical activity can positively affect coronary heart disease morbidity among
individnals with spinal cord injuries (Washburn & Figoni, 1999) however, there is some
evidence to imply that it may help to modify some of the nsk factors associated with
coronary heart disease such as blood lipid profiles (Brenes 1986) and serum insulin levels
{(Washburn & Figoni, 1999).

In terms of improvements to blood lipid profiles, High Density Lipoproteins (IIDL) have
been shown to offer some protection against the development of coronary heart disease.
Individuals with spinal cord injuries commonly have elevated total cholesterol and Low
Density Lipoproteins (LIDL) and low levels of High Density Lipoproteins (HDL). Brenes
et al (1986) noted that compared to inactive individuals with spinal cord injuries (SCI),
those individuals with SCI who were morc active had higher levels of the high-density

lipoproteins and Tower levels of total chelesterol. This suggests that physical aclivity may
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help to improve the blood lipid profiles and thus modify cardiovascular risk factors. Indeed
Brenes et al (1986) showed that the levels of HDL among wheelchair athletes were similar
to those found among non-disabled active individuals, although the ¢xact mode, [requency,
duration and mechanism for this improvement has not been clearty identified (Washburn &
Figoni, 1999). Further evidence to support the theory that disabled people may experience
improved HDL levels as a result of physical activity comes from Winter el al who cites a
small study in which 8 individuals (4 men, 4 women) with spinal cord injuries experienced

20% increase in their HDL-C levels following 8 weeks ol wheelchair ergometery.

The above evidence does suggest a role for physical activily in improving lipid profiles of

those with spinal cord injuries. Although the study cited in Winter et al gives an indication
of the amount of activity that has been successful in bringing about improvements in blood
lipid profiles, the numbers taking part were small and there is no way of knowing whether
lesser activity would have had the same effect. It is also worth noting that in a study by
Apstein et al (Apstein & George, 1998) to examine scrum lipids in the first year following
spinal cord injury, physical activily could only account for approximately 44% of the
increases in HDL Jevels. They postulated that changes in lipid metabolism and serum lipid
levels were most likely influenced by interruptions to the autonomic nervous system.
Winter cites another study in which it is suggested that it may in fact be adiposity that
correlates to unfavourable lipid profiles in persons with spinal cord injuries. Given the
findings from these latter two studies, therefore, it may be difficult at this stage to state
conclusively what the rolc of exercise is in terms of improving blood lipid profiles in
people with spinal cord injuries. Changes in lipid profiles have ulso been identified in
active individuals with visual impairments and rheumatoid arthritis (FHeath and Fentem),
although, given that the physiological response to physical activity is unlikely to be
different to that experienced by non-disabled people, this finding is not necessarily

surprising.

Slawta (2002) has also demonstrated potential benefits to cardiovascular health from
physical activity parlicipation. The risk of coronary heart diseasc is in part associated with
greater abdominal fat, higher levels of triglycerides, lower levels of high density
lipoproteins and reduced insulin sensitivity (Slawta et al., 2002). In 2002, Slawta et al
compared these indices between active and inactive women with muliiple sclerosis (Slawta

et al., 2002). What they found was that women participating in low-moderate intensity
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leisure timc activitics had significantly lower walst circumferences, triglyceride and
glucose levels relative to inactive women and thus regular physical activity may help to
reduce the risk of developing coronary heart in individuals with multiple sclerosis.
Although in 2003 Slawta ct al concluded that women with MS were at no greater risk of
developing coronary heart disease than the general population, because they were no more
likely to be inactive, they did emphasise that physical inactivity is a major risk factor for
coronary heart disease. They concluded that individuals with more advanced multiple
sclerosis who begin to become less aclive should be encouraged to continue to be active

within the limitations of their impairment.

In Slawta’s 2002 study, the benefits were greatest amongst those doing higher levels of
activity, but improvcments were also seen in those participating in low-moderate intensity
physical activity relative to those not doing anything at all. This is a positive finding as it
suggests that this lower level of activity, which is likely to be more achievable for

individuals, may equally bring about health benefits (Slawta et al., 2002).

Improved cardiovascular fitness and ability to maintain activities of daily living

Disabled individuals often have insufficient cardiovascular fitness to allow them to
maintain activities of daily living or instrumental activities of daily living. A study of
healthy voung persons with paraplcgla noted that only 25% had upper extremity peak
oxygen consumption, which was only marginally sufficient to carry out daily tasks
(Norcau & Shephard, 1995). Additionally, repotts frequently cite that individuals with
learning difficuities have low levels of cardiovascular fitness (Messent et al., 1998), with
some suggesting that many of these individuals havc fitness levels comparable to someone
30-40 years their senior or someone who has had a heart attack (Rimmer, 1996). For
individuals with Cerebral Palsy, although the degree of damage to the brain does not
worsen over fime, often their level of mobility and independent functioning deteriorates.
An Introduction to Cerebral Palsy and Aging by Scope (2004, March 17) Retrieved
March 17, 2004, hetp:// www.scope.org.uk

Physical activity has been shown to be beneficial as a means of improving cardiovascular
fitness among non - disabled people (Surgeon General, 1996) and some disabled people
(Cowell, 1985; Fernhall, 2000; Santiago, 1993; Fujitam, 1999; Jacobs, 2001). The ability

to carry out day to day tasks can be negatively influenced by even the smallest decrease in
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stamina. There is also evidence to suggest that some individuals are able to maintain
activities of daily living through regular activity participation (Damiano et al, 1995)
because of the improvements it can elicit in terms of muscle strength, endurance, balance,
cardiovascular, and respiratory efficiency (Rimmer, 1999). Thus one significant benefit of
increased cardiovascular fitness through physical activity participation is ifs potential to
enhance individuals® quality of life by helping to preserve functional capacity, freedom and

independence.

Increased muscle strength

Loss of muscle strength, muscle weakness and poor functional ability are commonly cited
problems among disabled people (DeBolt & McCubbin, 2004; McDonald, 2002; Rintala,
Kettunen, & McCubbin, 1996). The relationship between physical functioning and
physical activity is a reciprocal onc (Rimmer 2005); decreased cardiovascular fitness
results in a decrease in muscle strength leaving individuals with lowered functional
capacity. This in furn resuits in less participation leading to greater 1oss in muscle strength

and further impaired functioming.

Sutherland et al (2002) cites several studics that indicate that individuals with lower
functional skills are more likely to have reduced life expectancy when compared to those
with higher levels of functioning. Therefore strategiocs which aim to enable individuals to

maintain or increase their levels of physical function and independence are important.

‘The evidence available suggests that for certain impairments, participation in physical
activity can lead to incrcased muscle strength (DeBolt & McCubbin, 2004; Dodd, Taylor,
& Damiano, 2002, Jacobs et al., 2001; Rimmer, Nicola, Riley, & Creviston, 2002). With
regards to arthritis, controlled clinical trials have shown that participation in physical
activity can increase the range of movement, flexibility, muscle strength, power and
endurance in individuals (Marian A Minor & Lane, 1996). Physical activity can also help
to improving gait and pain control for those with arthritis (Jittinger, Burns, Messier, et al.,
& Sharma, 1997; Hakkinen, Tuulikki Sokka, Antero Kotaniemi, & Hannonen, 2001;
Lyngberg, Danneskoild-Samsoe, & Halskov, 1988; M.A. Minor, 1989).

28




Improved weight management

Because disabled people are generally more sedentary than non-disabled individuals they
are therefore at greater risk of being overweight and obese. Indeed in 1998 Messent et al
noted that obesity was a problem among adulis with lcarning difficulties and indicated that
this may in part be due to high levels of inactivity among this population (Messent ct al.,
1998). Weil et al (Weil et al., 2002) similarly noted the prevalence of obesity among adults
with physical and sensory limitation and serious mental illness was higher among then
among non - disabled people (24.9% were obese v’s 15.1%). Thosc who had some or
severe lower extremity mobility difficulties were more likely to be at risk and also less

likely to attempt to lose weight than non-disabled individunals.

In addition to putting individuals at risk of developing sccondary conditions such as
coronary heart disease, being overweight can further compound the level of disability
experienced by individuals consequently leading to further inactivity and ill health. Obesity
has been shown to lead to the development of osteoarthritis of the knee and also has a role

in increasing pain and impairment once it has developed (Rejeski 2002).

The evidence available indicates that physical activity promotes fat loss and significantly
reduces the risk of diseases associated with upper body fat distribution such as CAD,
diabetes and hypertension {Surgeon General, 1996). Therefore in terms of benefits to
disabled people, physical activity participation has the potential to reduce individuals’
weight, which in turn may impact on individuals’ level of mobility and function, and
minimize the risk of developing secoudary conditions associated with obesity and
inactivity. Messier et al (2002) found that older, obese adults with knee osteoarthritis
reported improvements in both self-reported disability and functional limitations as well as
increased walking stride length when they were part of a diet and physical activity

intervention programme.

Reduce socigl isolation

Lack of opportunity to participate fully within society is the main contributing factor to
creating social isolation (Scottish Executive, 1999) and therefore disabled people are often
amongst the most socially excluded groups within society (Coyle, 1990; Scottish
Exceutive, 1999; Department of Health, 2001).
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Reguiar physical activity has been reported to provide individuals with the opportunity fo
develop new friendships and social support networks (Shephard, 1991), cspecially mm group
seltings where co-operation with other individuals is promoted (Bluechardt, Wiener, &
Shephard, 1995). Following a spinal cord injury, individuals can sometimes find it difficult
to integratc and participate to the same extent as before within their community(Judd,
Brown, & Burrows., 1991). Rescarch has shown that social contact, support and group
integration, have a beneficial effect on the health of those with spinal cord injwries
(Benony et al., 2002) and should thus be promoted. Therefore another potential benefit of
physical activity participation is that it has the potential to create opportunities for societal

participation, for meeling new people, socialising and having fun.

Decrease depressive symptoms

Coyle et al (2000) states concern about the prevalence of psychological difficulties
experienced by people with a physical impairment. Coyle et al (2000} cite two studies
highlighting the levels of depression amongst those with a physical impairment. One of
these studies found that, among a large sample of people with a physical impairment living
in Canada, 35% had major depression. The other study cited by Coyle found that 46% of
their sample of adults with physical disabilities were at risk of a clinically depressive

episode.

The above studies reflect levels of depression among a broad spectrum of impairments,
however there is equally concerning data with regards to poor mental wellbeing amongst
those with specific impairments including multiple sclerosis {Petajan & White, 1999) and
spinal cord injuries (Benony et al., 2002; Judd, Burows, & D.J., 1986; Krause, Kemp, &
Coker, 2000}.

Physical activity has been shown to be beneficial in reducing symptoms of mild- moderate
depression (Martinsen, 1990; North, McCullagh, & VuTran, 1994) and anxiety among
non-disabled people (Scully., J., Meade., Graham., & Dudgeon., 1998), and there 1s
increasing recognition that moderate intensity activity can have a positive effect on the

psychological wellbeing among disabled populations (C. P. Coyle & Santiago, 1995).
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In 1987 Macdonald, Neilson and Cameron found that there were differences in the physical
activity participation among mdividuals with spinal cord injuries who were depressed and
those who were not, Those who were more physically active had fewer depressive
symptoms. Whilst the authors indicated that increasing physical activity levels amongst
individuals with spinal cord injuried might be useful in the ireatment and prevention of
depressive symptoms it should be noted that it the differences in depressive symptoms

could have resulted in the differences in activity levels.

However data from elsewhere would suggest a positive effect of exercise on depression
levels(C. P. Coyle & Santiago, 1995), and indeed Coyle et al (1995) reported benefits to
mental wellbeing as a result of physical activity participation amongst those with physical
impairments. Following 12 weeks of aerobic exercise individuals with physical
impairments experienced increascs in fitness and a mean reduction of 59% in depressive
symptomology whilst the control group experienced a 6% increase in these symptoms with
a lack of significant change in the other psvchosocial variables. It should be noted that
these benefits were observed umong a small sample of individuals (n=7) all of whom had
volunteered to participate in the excreisc groups. It could therefore be postulated that the
willingness of this group to exercise could have affected the lindings and thus this study
should bc repeated with larger numbers of individuals who are randomly assigned to an

exercise or a control group.

Self esteem is influenced by many internal and external influences including parents,
friends, media and society as a whole. Voigt, R.J. Who Me? Sclf~cstecm for people with
disabilities Retricved May 30, 2004 from
http://www.uwec.edu/counsel/pubs/disabilitics/htm Within our society there is a huge
emphasis placed on appearance and ability and therefore the messages disabled people
often receive about themselves can be quite negative. For some individuals this can lead to
internaliscd sclf criticism and negativity towards their self image (Heath, 1997) making it
difficult for some disabled individuals to see past their own impairment and find their own
identity. Voigt, R.J. Who Me? Self-esteem for people with disabilities (Retrieved May 30,
2004 from http://www.uwec.edu/counsel/pubs/disabilities/hitm

Invisibility of disabled people within certain arenas e.g. the media, can be compounded

further by services such as leisure facilities lacking pool hoists at swimming pools. For
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those with limited mobility this lack of equipment to aid acccss may suggest to them that

{hat they are not expected to participale in this activity, leading to further exclusion.

However, regular physical activity participation has the potential to improve individuals’
self esteem and confidence. It provides individuals with the opportunity fo challenge some
ol the concepts/beliefs that they may have developed about themselves, through skill
development and task mastery, which will give individuals more control over their lives,

and may give them a huge psychological boost (Heath, 1997).

One study, which demonstrated the potential of physical aclivity to improve mental
wellbeing among disabled people, is Levin’s study of socictal and individual barriers to
participation{Levins, Redenbach, & Dyck, 2004). Participants with spinal cord njuries
indicated that their perception of themselves was shattered by their injury but that one
factor, which seemed to play a role in helping individuals to reestablish their life, form a
new sense of identity and generally increase their self confidence, was participation in
physical activity. One participant was quoted as saying that wheclchair sport was *“ a

tremendous vehicle to build self esteem, sclf confidence and to feel capable as a person’.

Barriers

Encouraging adults to change from an established pattern of sedentary behaviour to one
that i3 more active is difficuit. Despite all the evidence outlining the benefits of physical
activity the vast majority of individuals are still not meeting the minimum recommended
level of physical activity required for health gain. Therefore it is important that those
working to increase activity levels have an understanding of the factors that enable some
individuals to become active and sustain an active lifestyle and those that prohibit others
from doing so (Woods., Mutrie., & Scott., 2002). Identifying and removing obstacles is an
cffective way of enabling people lo adopt many behaviours including participation in

physical activity(Becker & Stuifbergen, 2004).

Successfully determining the factors that enable people to become active 1s difficult,
however, given the diversity amongst different groups of individuals and among
individuals themselves. Indeed barriers commonly cited differ depending on the age and
stage of life(Secottish Executive, 2003b). For young people, the attraction of other activitics

and lack of time are kcy determinants, whereas for older adults poor healtth and bad
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weather seem to influence participation(Secottish Executive, 2003b). Given that disabled
people are generally amongst the most inactive members of the population, there is a clcar
need to study the barriers they face in order to gain a better understanding of what prevents
them from participating (Heath & Fentem, 1997; Jones, 2003; Messent, Cooke, & Long,
1999a; Rimmer, Riley, Wang, Rauworth, & Jurkowski, 2004; Rimmer, Rubin, &
Braddock, 2000; Turk, Geremski, Rosenbaum, & Weber, 1997).

One theory has traditionally been that the barrier to participation for disabled people is the
impairment itseif (Levins et al,, 2004). Individuals oficm cite their impairment as an
impediment to health promoting behaviours (Becker & Stuifbergen, 2004). The assumption
that people can not participate because of their impairment sits within the medical model of
disability, which has recently been challenged. There is almost an assumption that physical
activity participation is in some way elective and that the barriers people experience are
largely attributed to the individuals themselves and their own perceptions. However, for
disabled people there appear to be far morc external barriers with several studies
highlighting the influential role society plays in determining the likelihood of participation
(Levins et al., 2004; Messent et al,, 1999a; Rimmoer et al., 2004; Rimmer et al., 2000;
ScotPorterResearchandMarketingl.td, 2001).

''o date there has not been a systemalic review of the barriers associated with participation
in physical activity among disabled people ((Rimmer et al., 2004), but there is some

evidence to suggest certain barriers. These barriers ate dealt with in the next section.

Externul barriers

Physical access barriers

One of the most obvious external barriers for disabled people is physical access. Lack of
clevators, inaccessible access routes, narrow doorways, lack of ramps and reception desks
that are too high have all been cited by a variety of pecople as presenting barriers ((Rimmer
ct al., 2004). If the natural environment is inherently inaccessible or access is difficult then
this is a considerable deterrent to participation. The implementation of the final stage of the
Disability Discrimination Act means that service providers are required by law to ensure
that access issues are addressed. Whilst new buildings may look to access as a matter of

course, it may take time for already established buildings to become fnlly accessible.
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Lack of suitahle equipment/opportunities

Increasing physical activity participation requires morc than just access to the building
itself (Levins et al., 2004). Once mnside individuals need to be able to access suitable
equipment and opportunities to participate. Equipment was highlighted within Rimmer’s
(2004) study of barricrs and facilitators. The main issues raised with regards to equipment
were as follows:

¢ Inadequate space between equipment for wheelchair access

e Poor cquipment maintenance

e Lack of adaptive or accessible cquipment.

If the equipment is inaccessible either in terms of its placing or its design then it is unlikely
that participation will be increased. In order to make participation meaningful and remove
barriers to participation therc nceds to be suitable adaptive equipment present within
facilities accessible to a range of individuals so that people can actually take part. This
should be done in full consultation with disabled people to ensure equipment and the

positioning of this equipment meets their needs.

Additionally several studies have cited lack of opportunities as a barrier. If there are no
opportunities available to people then it is unlikely that they will be able to increase their
activity levels. Whilst over the past few years there has been a growing empbasis on
promoting ‘active living’ as a means of incrcasing physical activity participation, this
concept as a means of increasing activity may noi be readily accessible to disabled
people(Messent, Cooke, & Long, 1999b).

For example, for people with learning difficultics, the presence of secondary conditions,
the impact of their impairment and personal freedom afforded by living circumstances, are
all likely to have an effect on individuals’ levels of activity and health outcomes (Messent
et al., 1999b). For other nmpairments, the dependency on support from family, friends,
carers and or support workers may inhibit personal freedom of choice of activity.. Equally
some do not have the physical capacily to take stairs instead of a lift; others may not be
able to walk at all. This means that in order to participate, some individuals will have a

greater reliance on provision through existing services.




Lack of knewledge

Lack of knowledge about the benefits of physical activity, where to participate, what is
available, how much to do and what to do to gain health benefits, have all been cited as
reasons for low levels of physical activity participation amongst disabled people (Powers,
2001; Rimmer et al., 2004; Rimmer et al., 2000; Scot Porter Research and Marketing [.1d,
2001). Perceptions of benefits was a significant predictor of exercise participation among a
sample of outpatients with rheumatoid arthritis (Heller, Ying Gs, Rimmer, & Marks,
2002). This finding relates to the health belief model, which states that onc of the key
factors needed for behaviour change to take place is a belief that it would be of some
benefit(Naidoo & Wills, 2000). This would thereforc suggest that if disabled people are
unaware of the benefits or do not believe that they can benefit then they are unlikely to

participate.

It is not just a lack of personal knowledge that results in barriers to health promoting
behaviours including physical activity participation; lack of knowledge among staff has
also been highlighted (Rimmer et al., 2004). With regards to physical activity, this lack of
knowledge relates to a lack of information about disabilities themselves, how to adapt
programmes and equipment to make them more accessible and, among ‘front line® staff, a

lack of knowledge abaut what is available.

Cost

Disabled people are generally in lower income jobs than many non-disabled individuals or
are unemployed. The 1999 Scottish Household Survey found that 40% of all disabled
people live in poverty, with 50% of all disabled people having an income in the bottom
25% for the general population (Scottish Exccutive 1999, NHS GG 2003). Based on
several criteria, households with disabled people were more likely to be worse off

financially than those with no disabled residents.
Given this information, it could bec expeceted that cost may be a barrier to participation for

many mndividuals and indeed cost has been cited in several studies (Messent et al., 1999a;

Rimmer et al., 2000; ScotPorterResearchandMarketingl.td, 2001).
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Arthur and Tinch (cited in (ScotPorterResearchandMarketingltd, 2001) surmise that
financial cost in itself is not a deterrent to participation in physical activity but does affect
the choice of activities on offer to individuals and how often they can participate. In a
study carried out by Messent (Messent et al,, 1999a) it was found that the individuals in the
residential unit being studied had little disposable income. Care stall estimated that the
majority of individuals would have approximately £10 a weck to spend on leisure needs
including transport costs, which would preclude regular participation especially if transport

was required.

Lack of Transport

Lack of transport has been a commonly cited barrier in many of the studies looking at
barricrs o physical activity for disabled people (Messent et al., 1999a; Powers, 2001,
Rimmer et al., 2004; Rimmer et al., 2000). Access to public transport can be restricted and
very time consuming, however other transport methods such as cars are expensive and

often transportation by this mode relies on the availability of others.

Attitudes of others

Attitudes of others has been cited as a barrier for many disabled people {(Levins et al.,
2004; Rimmer et al., 2004). Participants in Rimmer’s 2004 study of barriers and facilitators
to physical activity commonly stated that reluctance 1o parlicipate was because of the
perceplion that facility staff would be unfiiendly. These comments were often made by
disabled people in conjunction with other negative attitudcs and behaviours about non-
disabled people including stall and users of leisure facilities(Rimumer et al., 2004).
Participants in Levin’s study equally noted scveral ways the actions and attitudes of others
affected their participation in physical activity. Some individuals stated that the general
public either ‘discounted or underestimated their abililies’ or because of their impairment
associated negative attributes with them. Other individuals indicated that it was negative
views from others that led to increased sell consciousness which in turn impacted on their

participation levels.

However it is not just the attitudes of non-disabled people working and using letsure
centres that seem to be influential, attitades of significant others similarly appear to have
an impact on participation among disabled people(Heller et al., 2002; Levins et al., 2004;

Scot Porter Research and Marketing Ltd, 2001). Heller et al (2002) looked at the
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determinants of physical activity in aduits with cerebral palsy and found that the attitude of
the individual’s caregiver was likely to determine whether or not the person with cerebral
palsy was active or not. They found that a large percentage of carcgivers had a negafive
attitude towards the cxpected outcomes of physical activity for the individuals that they
supported. One of the key recommendations arising from this study was that, to increase
participation, educational work should be carried out with caregivers about the benefits of

physical activily for disabled people.

Worryingly, in Levin’s study, one participant also reported that their physical therapist was
also someone who prosented barriers rather than facilitating their participation in physical
aclivity and indeed actually discouraged participation proving unhelpful in finding and

adapting activities for this person (Levins et al., 2004).

Place of residence

Several studies have found that with regards to people with Jearning difficuities,
individuals® living arrangements influenced to some degree, the likelihood of their
participation in heath promoting practices (Messent et ul.,, 1999a; Rimmer, Braddock, &
Marks, 1995; Sutherland et al., 2002). With regards to behaviours snch as smoking and
nutrition it appecars that when individuals have greater personal freedom, or live in less
restrictive environments, they are more likely to engage in negative health behaviours than
when in controlled environmeats where perhaps individuals are not necessarily afforded

the opportunily to choose ‘unhealthy options’(Sutherland ct al., 2002).

However the opposile seems to be the case with regard to physical activity participation.
Messent et al found that individuals with mild-moderate learning disabilities living in
group homes, had few choices and opportunities to participate in physical activity which
appeared to be a result of unclear policy guidelines, staffing ratios, financial constraints

and lack of available accessible facilities(Mcssent ¢f al., 1999a).

Additional barricrs

Often the resources produced which outline the benefits of activity, the range and location
of facilities, do not take into account the diverse nceds of individuals. Sometimes the text
size, lont and/or colour may make it difficult for someone with a visual impairment to

read. For many of these individuals a leaflet may be a completely inappropriate means of
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information dissemination. When producing leaflets or information there is often an
assumed level of cognition, which individuals with a learning difficulty may not have.
Information for those with learning difficulties needs to be more pictorial and less textual.
Unless tailored appropriately, individuals with learning difficulties may find the content
inaccessible. Telephones, tannoys and sirens may be suitable for some people, but not for
others, therefore it is important to have several means of communication available. Not
knowing what information to ask for in addition to not knowing who and where to ask for

it can also create barriers to participation for individuals.

Internal barriers

Self-Efficacy
In 2002 Stutts looked at the determinants of physical activity among non-disabled adults

(Stutts, 2002). This study found that the only variable to predict physical aclivily
participation amongst thosc who were inactive and those who were active was self-efficacy
i.e. belief in one’s ability to carry out a task (Bandura., 2004). If this plays a role in
determining participation in non-disabled pcople, where there are perhaps fewer
difficultics, then it is likely that self-efficacy has a role to play in determining whether
disabled people will participate, Indeed in a report commissioned by sportscotland they
identificd that amongst those who took part in the study it was the individuals® sclf
confidence and attitude towards their impairment rather than the impairment itself that
defined their overall attitude and behaviour(Scot Porter Research and Marketing Ltd,
2001). Additionally several studics suggest that for individuals with physical impairments
self-cfficacy is positively associated with health outcomes (Hughes, Nosek, Howland,
Groff, & Mullen, 2003)

Although sclf cfficacy is noted as an internal barrier it is worth considering to what extent
lack of self-confidence and self-efflicacy has been shaped by society’s attitude towards
disability. Popular media can influence a person’s self image by creating an image of what
is ideal in terms of body, ability and appearances. The further away people are from the
‘ideal’, the less well they may perceive themselves. The images that the media portray in
relation to physical activity, combined with the lack of opportunities for disabled people to
participate, may create a perception that physical activity is not for disabled people. This

may in turn have a negative elfect on an individual’s self-efficacy in relation to physical
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activity, making it less likely that they will participate. Positive images of disabled people

taking part in physical activity may go some way to tackling this barrier.

Additional Barriers

Individuals may cxperience barriers, which could be a conscquence of their impairment,
however equally could be a consequence of sedentary living. I'or example, for people with
multiple sclerosis, pain and fatigue are commonly citcd as barriers to physical activity.
Whilst these symptoms may be a result of the condition itself and may prevent
patticipation, they could be symptoms resuiting from physical inactivity, which could be
improved were physical activity to be undertaken. Individual barriers need to be taken into
account when encouraging people to participate in physical activity and when delivering

sessions to them.

Stages of change and barriers to physical activity

In 2002 sportscotland commissioned a study to look at ways of identifying strategies for
increased participation in sport among disabled people. To meet the research objectives
they worked with the principles of ‘social marketing’ which uses the rules of commercial
marketing and applies them to social issues to affect behaviour change. The principle of
the model used in Scott Porter’s research is that people do not simply change from one
behaviour to another; there is a4 process of change that includes a variety of different stages

of change through which people move. The stages in the model are as follows:

Precontemplation: The consumer is not thinking about the behaviour as being appropriate

for them at this point in their lives.

Contemplation: Consumers are actually thinking about and evaluating rccommended

bchaviours.

Preparation: Consumers have decided to act and are trying to put into place whatever is

needed to carry out the behaviour.

Aection: Consumcrs arc doing the behaviour for the first time or first few times




Counfirmation/Maintenance: Consumers are committed to the behaviour and have no

desire or intention to returmn to carlier behaviour.,

The authors of this report felt that there was an opportunity to map reported barriers

experienced by participants to each the different stages of behaviour change. It was felt

Sl

that this would be uscful in order to gain an understanding of the issues that prevent people
from participating and in terms of being able to develop appropriate strategies to mave
individuals to the next stage of bohaviour. The barriers individuals in Scott Porter’s study

experienced were as follows:

Precontemplation
Society’s attitude to disabled people

The accepted definition of sport
Lack of awareness of other disabled people taking part

Lack of awareness of the facilities and activities on offer

Contemplation

Fear of discrimination

Lack of confidence

Attitudes of significant others

Lack of awareness of appropriate sporting environment

Preperation
Difficulty in accessing information

Attitudes and behaviours of others
Lack of appropriate facilities and activitics

Cost

Action

Attitudes or behaviours of others
Lack of confidence

Inappropriate facilities and activities

Commumnication
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Maintenance

Withdrawal of support and discontinuation of activity
Attitude and behaviour of others

Cost

Lack of infrastincture to support development of sport

There are some limitations to the findings produced in this report. Firstly thc number of
individuals who took part in this study was quite small, and the age range quite diverse (5-
60+). Whilst it is not to say that 5 vear olds are not able to contribute to this process their
experience may be somewhat limited. As this was a Scottish report the participants were
all Scottish which also may limit the findings in terms of a wider audience. Additionally
the findings were reported collectively meaning the information was not broken down by
different impairments. Had this happened with larger numbers of individuals, the findings
may have been different. Although there are some limitations, this study does provide a
useful starting point for tailoring health promotion intcrventions, which attempt to reduce

barriers and increase participation among disabled people.

Health Promotion interventions aimed at disabled individuals.

Although there is more evidence appearing which highlights the benefits that disabled
people can derive from participation of physical activity (Jacobs et al., 2001; Shephard,
1991), the literalure is still quite sparse evidencing health promotion programmes
/intervention that have been successfully designed to incrcasc physical activity

participation among disabled people.

In terms of Health Promotion, the message currently being promoted across Scotland (and
indeed the UK), in an attempt to enable people to become more active is - Active Living.
This mcssage, as outlined previously, suggests that many activities can bhe easily
incorporated into everyday life as a means of meeting the recommended minimum level of
physical activity required for health gain. The ideology is that people who are currently
sedentary can become physically active and thus improve their health without too much

efforl, making it morc accessible and attractive,
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It is not known whether the active living message clicits the same benefits among disabled
people as non-disabled people. Additionally, it bas previously been mentioned that this
strategy is perhaps not as casily accommodated by some disabled people and thus it is not
perhaps the most appropriate or accessible message to promote to disabled people as a
whole. However, it would be uscful to know if the potential is there o use this message as

a strategy for increased and maintained participation among some disabled people.

In 2004 Warms et al (Warms, Belza, Whitmey, Mitchell, & Stiens, 2004)decided to
evaluate the acceptability and feasibility of this active living message among 16 non -
exercising individuals with spinal cord injuries. What they found was that most people
understood the concept of active living and indicated that it made sense to them. Most said
il was casy to do, it did not interfere with other activities and worked for them. It was not,
however, always the prefered way (o increase activity. This may be hecause it does not
necessarily bring the social benefits of reducing the social isolation that attending a leisure
centre, club or activity class might. In terms of its effect on the measureable outcomes
taken pre and post intervention, 81% of individuals progressed in terms of their stage of
behaviour change, 60% increased their levels of physical activity and significant changes
were also noted in the motivational barriers experienced by participants, self efficacy

levels, self related health and muscle sirength.

Whilst this study would indicate that the active living message may be appropriate to
promote 1o those with spinal cord injuries, and thus perhaps the wider disabled community,
as a means of increasing physical activity levels, there are a number of issues which limit

the generalisability of these findings.

Firstly, the sample size was small (n=16) and limited to those who had sufficient arm
function (0 self propel a manual wheelchair. Therefore the intervention may not be
applicable to those without this level of function. Secondly, the sample consisted mainly of
males (n=13). Evidence shows that females are generally less active than men and it is well
documented that more work is required to target this group. It would have been interesting
to establish whether or not these changes would have been replicated or as pronounced had

the sample consisied predominantely of females.
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Thirdly, activity levcls were only measured over four days which perhaps do not
conceptualise the difficulties expericneed trying to maintain participation in the face of
intermittent health problems. Similarly, the follow up was carried out after only 6 weeks
which is a relatively short time span. It may have been useful to do a longer term follow —

up day 3- 6 months later to see if the behaviour was maintained.

Fourthly, 87% of individueals had completed some vocational training or college education
after high school and 62.5% were employed, suggesting the sample was guite motivated
and also more educationaly advantaged which is a determinant of how likely individuals

are 1o engage with health promoting activities and messages(Leganger, 2003).

Lastly the sample had been living with their impairment for on average 14.4=14.6 years
which may mean that they might be more open to health promotion strategies that someone
who had been living with their impairment for a shorter period of time. Several individuals
in Levin's study (2004) talked about a process of coming to tcrms with a ‘new sense of
self”. Levin’s study indeed indicated that the time during which individuals were being
forced to redefine their previous image of themseves was the time when physical activity
participation was likely to be put on hold. However, physical activity always seemed (o

play a role in the redefining of onself following a spinal cord injury.

As already said, the active living message may not suit everyone and therefore it is
important that more structured opportunities/programmes are also available, In 2002 Tate
et al carried out a two vear randomised control trial designed to develop and evaluate the
effectiveness of a comprchensive and integrated wellness programme for men and women
aged 22-80 with spinal cord injuries. The programme consisted of a series of hour long
workshops and followup counselling which was there to offer help identifying any
problems, and generating, evaluating and implementing strategies to overcome these
barriers. T'he hypothesis was that those attending the programme would experience fewer
secondary conditions, demonstrate improved physiological and psychological health,
perceive improved quality of life and change their health knowledge, beliefs and
bchaviours (Tate et al., 2002).

Within the programme physical activity participation and physical fitness were both

measurable outcomes. Using the Health Promoting Lifestyle Profilc (Walker, Scchrist, &
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(1987). 1987), participation in physical activity was significantly improved for those
individuals who had attended the workshop, whilst those in the control group showed no
improvements. However, when the Physical Activity and Disability Survey (which is a
more extensive and detailed measure of an individual’s level of activity) was applied, there
was no significant change for eifher the workshop or control group over the course of the
project. In relation to physical fitness there were some positive trends but the authors
concluded that the small sample size and short time frame of the project probably
precluded them from attaining statistical significance. The overall conclusion of this study
was that this programme had resulted in positive changes in the health behaviours of the
participants with spinal cord injuries.

Whilst this is promising, and offers guidance to those wishing to develop health
programumes for disabled people, it also presents quite a challenge. Whilst extensive
evaluation is important to ensure effectiveness and appropriateness, the methods for
evaluating the effectivencss of this programme required a substantial amount of pre and
post intervention measurements, some physiological which may not be feasible for thosc
involved at a local ‘planning’ level. Additionally, whilst the beneflit of undertaking
randomised confrol trials is that they can demonsirate or indicate a cause and effect, in a
‘real lifc’ environment, denying a subsct of individuals access to a service is unlikely to be
feasible. Theretore, for those working to promote health it is often hard to cstablish what
constitutes a valuable physical activity health promotion infervention for disabled people

and how best to monitor this.

Aware of the difficulties in evaluating programmes, and the lack of evidence highlighting
the efficacy of exercise classes in supporting the physical and psychological health of those
with mobility impairments other than in controlled settings, Mahcr and colleagues (1999)
evaluated a community based conditioning class for adults with moebility impairments. In

order to do this they used both quantitative and qualitative methods.

Quantitative and qualitative evaluation differs in that the former 1s invariably viewed as
being more scientific and thus more reliable because it measures changes in outcomes from
pre and post intervention for example changes in quality of life or health status. Whilst this
type of evaluation is valuable, it is perhaps disempowering to the individuals being
rescarched and allows these individuals little scope to express their own opinions and

experiences (Maher, Kinne, & Patrick, 1999). Qualitative rescarch however, whilst it does
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not necessatily capture hard outcomes, does permit individual reflection and thus
contributes an additional level of understanding that perhaps quantitative measures alone

may miss.

This indeed was what was found in Maher’s evaluation, in that had they used purely
guantitative methods they may have come to a different conclusion as to the value of the
programme. Maher and colleagucs indicated that using a mixture of qualitative and

quantitative methods would give the researcher/professional greater insight.

Whilst both Tate (2002) and Warm’s (2004) studies have their limitations, they both share
a success{ul commonality. Both studies use goal setting (which is a key component of
exercise consultations (Loughlan & Mutrie, 1995)), one to one support and follow
up/ongoing monitoring to encourage uptake, participation and adherence. Physical activity
counselling has been shown to be successful in attracting sedentary people to increase their
levels of activity participation including those with specific medical conditions(Kirk,
Mutrie, MacIntyre, & Fisher, 2003) and socially excluded individuals (Lowther., Mutne.,
& Scott., 2002). It could therefore be postulated that this type of intcrvention could be
beneficial to disabled individuals as a mcans of increasing participation. Warms (2004) in
fact infers that education and counselling provided by a health care provider may elicit
behaviour change among those with spinal cord injuries. Rimmer also reporied that
exercise consultations or contact with a fitness professional may help to achieve long-term

adherence to physical activity among African American women (Rimmer et al., 2002).

Whilst education and counsclling by a health care professional may be one potential means
of eliciting behaviour change where there are existing structures in place, another may be
to use peer cducators. Hughes et al (2003) found that a health promotion programme
delivered by peer educators was successful in deriving positive health outcomes for women
with physical disabilities (Hughes et al., 2003). As in the studies carried out by Warms and
Tate, Hughes’ study included activities such as goal setting and problem solving, but these
were carried out as group activities alongside mutual support and role modelling. It should
be noted that although the results were very positive, they only applied to a small number
of women (n=15). Additionally the vast majority of thosec who participated, had

posisceondary education which may mean that the findings are not applicable to those
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without this level of education. Additionally Hughes had developed this approach to run
women-only groups and therefore the findings may not be replicated were the groups
mixed gender or comprised of men only. Given that this approach could be quile
empowering, further research is needed to see whether peer education could potentially be
a succcssful strategy for encouraging increased physical activity participation amongst

disahled people.

Physical activity interventions for disabled people in Glasgow

At a local level in Glasgow there have been relatively few specific interventions aimed at
encouraging participation among disabled people specifically thosc with a physical
impairment. In 2003 the NHS Quality Improvement Scotland visited services for children
and adults with physical disabilitics in the Greater Glasgow area. They noted that whilst
there were some good examples of TTealth Promotion initiatives, in general there was little
attention paid to the diverse needs of people with physical disabilitics. ITealthy living and
maintenance were identified as areas that needed attention and it was noted that despite the
increase in the fitness and leisure industry, very few offered suitable access to classes or

programmes for people with a physical disability.

Outline of this research

Clearly the benefits of physical activity participation for disabled people are not as well
documented, as within the non-disabled community, however it would appear that there are
benefits to be derived amongst the disabled community as a whole including those with
specific impairments. Having reviewed the literature 3 key questions emanated and

influenced the construction of this rescarch:

e What was the current level of physical activity amongst disabled people living in
Glasgow?

»What barriers did disabled individuals living in Glasgow currently face in relation to
physical activity?

® What might enable disabled people in Glasgow 1o become more active?

As the 3 studics to address these questions were developed, the focus became specifically

about those with physical impairments. The findings are outlined in the following chapters
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Chapter 3 - Study 1

An evaluation of a pilot physical activity programme established for people with physical
impairments.

Chapter 4 - Study 2

Critique of the current provision and equipment within Glasgow City Council facilities for
people with a physical impairment.

Chapter 5 - Study 3

Survey of individuals with physical impairments and parent/carers of people with physical
impairments examining behaviours, beliefs, barriers and facilitators in relation physical

activity.
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Chapter 3
Evaluation of ‘Adopt a Lifestyle’ pilot project

Introduction

In 2001 Glasgow’s Community Physical Disability team expressed their concern about the
lack of physical activity opportunities in Glasgow for physically disabled people and

highlighted the need to develop an appropriatc physical activity programme.

A multiagency group was established and consisted of representatives from the Physical
Activity Team within the ITealth Promotion Department of Greater Glasgow NHS Board;
Glasgow City Council Culture and Leisure Services Disability Team; Glasgow City
Council for the Voluntary Sector Sports Unit; Glasgow’s Community Physical Disability
Team and Greater Glasgow NIIS Primary Care Trust. The purpose of this group was to
develop a pilot project, which would increase the opportunities for physically disabled
people to participate in physical activity and increase their access to information on a

variety of health topics. This was later named the ‘Adopt a Lifestyle’ pilot.
The multiagency team had 5 predefined key objectives. These were:

e To give participants the opportunity to take part in appropriale physical activity
programines in a mainstream enviromment

¢ To encourage participants {0 have a positive attitude towards physical activity

» To contribute to participants having an improved quality of life

e To provide relevant coach education and disability awareness training for staff

« To highlight the barriers and shortcomings of the current service

In order to establish whether or not the pilot was successful in meeting its aims and
objective, the multiagency group decided that it was important to approach an external
researcher {o evaluate the pilot. The group contacted the University of Glasgow to ask if
there were any students who would complete this piece of work as part of their studies, and

I agreed to undertake this evalvation.
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Reusons to Evaluate

Before making any decision about implementing a new initiative, evaluation should take
place. Financial constraints often shape and dictaie how services are developed and
delivered, and therefore those involved in planning need to cnsure that resources are
targeted appropriately. The main purpose of evaluation is to examine the extent to which
the aims and objectives of any project/work/intervention are attained, whether these
objectives have actually led to a desired effect and the extent to which these objectives
have been achieved economically(Naidoo & Wills, 2000). Evaluation ¢an ensure that time
can be saved, by preventing less effective methods and strategies being repeated and it can
help to make future strategies more successful through informed choice. With regards to
the *Adopt a Lifcstyle’ pilot, evaluating the class would additionally give the multiagency
group a better undcrstanding of the class outcomes and their importance for the
participants. By evaluating the pilot, information could be gathered to ensure that any
future roll-cut would meet the needs of the targeted audience and perhaps increase physical

activity participation among others with physical impairments.

How to evaluate?

Evaluation can be a complicated process and evaluators use a variety of both qualitative
and quantitative methods to collect the information they rcquirc. Maher and colleagues
(Maher et al., 1999) previously evaluated a community based conditioning class for adults
with mobility impairments and found that using a quantitative questionnaire in conjunction
with qualitative interviews allowed them to gain a more holistic understanding of the

programme that they were evaluating.

In addition to using a variety of methods to effectively evaluate a project, it is important
that varying assessments are made at different stages of the project’s implementation.
Therefore to evaluatc the ‘adopt a lifestyle pilot” it was decided that a mixture of
qualitative and quantitative techniques would be used and thal the processes, impact and
outcomes (Naidoo & Wills, 1994)of the pilot would be evaluated as follows:

» Process evaluation - examining the ways in which the intervention or programmec

was established.
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e Impact evaluation - examining the immediate effect of the intervention, in terms of
participation levels and perceived benefits of the intervention.

e Qutcome evaluation - examining the effects of the intervention from a longer-term
perspective

(Naidoo & Wills, 1994).

The three aspects of the evaluations will now be explained in detail:

Process Evaluation

To evaluate the process by which the pilot had come about it was decided the following

should be examined in detail.

Structure and input
Staff time involved in the implementation of the project including administration time and
in the delivery of the exercise sessions.

i} Training of staff who were involved in the project in terms of tirne and cost

iii) Resources used in implementing the project (cost of facility hire and publicity)

Objectives
How successfully the various agencies met their objective of providing increased
opportunitics for thosc with physical impairments to participate in physical activity,

i) Effectiveness of staff training

1ii) Barriers and shortcomings of current service

Impact evaluation
The impact of the pilot was evaluated by examining:

e Percentage recruittment in relation to flyers administered
e Participants views on the perceived benefits of the pilot
e Reasons for non compliance

« Future exercise intentions

ke B Vilee.




Quicome Evalution

When it was decided that the pilot should be evaluated there was no intention to carryout a
longer-texm follow-up of the participants. Therefore, the outcome evahiation examined any
changes that had occurred from before the pilot started till after its completion, The areas
examined in order to do this werc:

¢ Changes in exercise knowledge (Before and afler the 8 week programme)

» Changes in Physical self perception (Before and after the 8 week programime)

However, it became apparent that a longer term follow-up of the participants who had
participated in the pifot would be possible. Those individuals who had taken part in the
original evaluation were contacted to investigate whether 3 years later they were still
participating in physical activity and whether they felt the pilot had been instrumental in
their continued participation. It was feft that this information would add to the overall
findings of the evaluation and give those involved in disability, health and leisure some

additional information that may assist future service planning.'

Methodology

Participants

A combined information and application form was produced and distributed to fourteen
organisations within Glasgow. These organisations provide services and support for pcople
with a physical disability/impairment (Appendix 1). Around 300 applications were
administered, each outlining the purpose of the project, the stari date, time, the venue and
the cost of the sessions. ‘Adopt a Lifestyle’ was open fo anyone with a physical
disability/impairment (Appendix 2). Those with leaming difficulties and complex
disabilities (combination of physical and learning) were not permitted to attend, as they
were not included in the remit of the pilot as outlincd by the multiagency group. Over the

eight weeks a total of 26 participants attended.

For the follow-up study, the participants were those who had regularly taken part in the

pilot project and who had been involved in the original evaluation process.

! A three year follow up was possible dug to a postponement in studies because of new professional

comitments.
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Procedurss

Prior to any data collection or the administration of any forms for both the original
evaluation and the 3-year fotlow up, the research proposals were submitted for ethical
approval to the University of Glasgow’s Faculty of Biomedical and Life Sciences Ethical

Committee. Approval was granted for both these studies (Appendix 3).

Those interested in participating in the pilot were asked to complete and rcturn an
application form and to attend Tollcross Leisure Centre on Thursday the 28"™ of May 2001
at Ipm. During the frst week, participants were introduced to the staff and given a
complimentary soft drink. They were asked prior to any activity to fill in a PAR-Q (Pre
Fxercise Assessment Questionnaire) (Appendix 4) in order to give the coaches some
hackground into their medical history. During the second hour of this first week, the
participanis woerc informed that an evaluation study was going to be taking place and that
they could participate in the evaluation if they wished. All attendees were issued with an
information sheet and consent form {(Appendices 5,6) that was to be signed prior to any
data collection. Individuals were made aware both verhally and in writing that they were
free to withdraw [rom the evaluation at any point and that this would not affcct their ability

to participate in the ‘Adopt a lifestyle” pilot itself.

The signed consent forms had a section for people’s addresses. Some people chose to
complete this part of the form; others did not, These addresses were uscd to writc to those
participants who had taken part in the ‘adopt a lifestyle’ evaluation, inviting them to

participate in the follow up study.

Process Evaluation

In order to gamn information about the structure and input required for the pilot’s
implementation, particularly in relation to the cost of the project and staff training, it was
decided that structured interviews should be carried out with individuals from the
multiagency group. The interview questions are included as an appendix (Appendix 7), as

are the transcripts (Appendix 8).

TTow successfully the multiagency group had met their aims and objectives, was measured

through self-administered questionnaires (Appendix 9) and structured one to one
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interviews wilh the participants. The questionnaire was designed o gauge participants'
views about the pilot and was adapted from & study previously carried out to evaluate a
cardiac rehabilitation programme (Sutherland). The questionnairc addressed issues such as
previous cxercise history, accessibility, likes, dislikes and perceived benefits of the
programme. This particular questionnaire was administered on the last week of the pilot.
Members of staff running the pilot and paid carers/personal assistants were on hand to
support participants who had difficulty completing the questionnaire. Regular attendees,
who missed the last session, were telephoned and asked if they would mind answering the
questions contained within the questionnaire over the phone. Their answers were recorded

and added to the existing data.

The one to one interviews took place during weeks seven and eight. All patticipants were
made aware that the interviews were being recorded and that the information would be
used for the purpose of the evaluation. The interview questions (Appendix 10) related to
opinions they may have had. All interviews worc rceorded and later transcribed for themes
(Appendix 11).

Other outcomes as outlined by the multiagency group were to:
s Ensure the provision of effective staff training

o Identify any barriers and shortcomings of the current service

This information was collected through onc to onc interviews with participants, member of
the multiagency group and with the coaches involved with the delivery of the pilot
(Appendix 12,13).

Impact Evaluation
The impact the advertising had in relation to encouraging participation was measured by

identifying the number of people who registered as a percentage of the number of flyers

administered.

To establish the immediate impact the pilot had had on individual’s lives, one to one

interviews were carried out to try and identify any benefits the individuals participating in
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the pilot perceived it to have had. Questions were also asked within the seif-administered

questionnaire as (0 any perceived changes in fitness, anxiety levels and self confidence.

In addition to looking at the positive impact the pilot may have had, it was felt that it was
important to follow up thosc participants who had stopped attending. This would help to
identify any barriers or shortcomings of the service that may not have been identificd by
those who regularly attended. A questionnaire was devised and administered to individuals
over the telephone. Participants were reminded that they did not have to take part in the
study, that participation was entirely voluntary and that they did not have to answer any of
the questions if they did not wish to. Answering the questions was taken as consent for Lhe
information to be used. Answers were recorded on paper. Those who did not want to fill in
the questionnaire were given the opportunity to express their views freely if they so
wished, and again their opinions were noted (Appendix 14). All the participants contacted

had previously signed a writtcn consent form to take part in the evaluation.

Ouicome Evaluation

Initially the outcome evaluation aimed to address the remaining objeclives of the pilot,
namely whether it had encouraged the participants to have a positive attitude lowards
physical activity and improved their quality of life. In order to assess this, two
questionnaires were administered to the participants prior to the start of the pilot and again
at the end of the 8 weeks.

Exercise Knowledge Questionnaire

This consisted of twelve true or false questions that tested the participant's basic

knowledge about various aspects of exercise participation {Appendix 15).

Physical Self Perception Profile

The Physical Self-Perception Profile (PSPP) was devised by Fox (1989) to assess
individuals® self-perceptions specifically focusing on the physical aspect. Given that self-
esteem has been shown to be very influential in terms of determining behaviours, Foc et al
decided that it was important to have some tool, which could allow self esteem to be
examined. The advantage of the physical self perception profile is that it focuses on
multiplc aspects of self perception rather than just one facet, which produces a greater

source of information from which comparisons can be made(Corbin, 1989) .
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As physical activity has been shown to have positive effects on individuals physical self
perception, it was decided that the PSPP would be a useful tool to assess the benefits the
adopt a lifestyle pilot may have had for individuals. Tn addition, it would also provide
useful information as to whether there were differences between those who adhere to the
programme in terms of self perception and those who did not. The profile comprises of five
6-item subscales. Four of these subscales are designed to assess perceptions within specific
subdomains of the physical self. A fifth subscale is included i the profile (o measure
general overall sclf worth. Alter the initial administration of the profile it became apparent
that in full, it was going to prove too much for the majority of the participants. Therefore, it
was decided that the profile should be shortened to look only at the subscale relating 1o
overall physical self worth. (Appendix 16)

In addition whilst examining outcomes, changes in perceptions of physical fiiness, anxiety
and confidence were also explored, as were adherence rates and views on long-term
participation. Apart from adhcrence rates these indices were all assessed through the post
pilot 8-week questionnaire (Appendix 9). Adherence was measured using the weekly

register.

To assess the longer-term outcomes of the pilot, a questionnaire was devised and sent to

those individuals who had taken part in the original evaluation (Appendix 17).

The questionnaire was designed to establish the following:

e Were people still participating in physical aclivity?

» Tfso what form did this take, where was it being catried out and how often?

s Ifnot, when had they stopped and why?

* What they felt was needed to ecnable those with a physical impairment to become
more active

» Whether they [elt the ‘Adopt a Lifestyle’ pilot had enabled thcm to becocome more
active

s Accompanying the qucstionnaire was an information sheet that:

s Qutlined the purpose of the study

s Reminded them of their participation in the original evaluation




e Highlighied that participation was entirely voluntary and that they were under no
obligation to take part.

e Who would have access Lo the information
A reminder would be sent one month on, but that il individuals were not interested in
participating they were to ignore this and that this would be the last time thcy would be

contacted.

To assist the return rate a stamped addressed envelope was also enclosed in which the

questiormaire could be returned.

Data Storage and Analysis

All the data collected during the pitot und the follow-up were stored anonymously either on
a computer file or in a locked filling cabinet. The only person with access to the
information was the researcher. Tapes with recorded data were labelled and again locked

away. All the results illustrated in graphic form were produced using Microsoft excel.

Pre and post tests were carried out to measure participants Physical Sell Worth and
Exercisc Knowledge and to see whether the programme had an effect. The resulis
produced from these tests were entered into Minitab and stored on a databasc. Paired t-tests
were carricd out to see if there had been any improvements in the scores relating to these

two areas and whether or not these differences were significant.

During the initial evaluation Minitab was used because this was the only statistical package
available. The information gathered during the follow up was stored entered into SPSS
version 11 because this was available through my place of employment. Descriptive

frequency statistics were carried out in SPSS 11 to analyse the findings.

Results

Care should be taken when drawing conclusions from the produced results, as the validity
of the information is weakencd by the size of the survey group and the fact that although
some nonadherers were contacted, for the most part the results apply to those who attended

regularly. Therefore in the main reflect a fairly positive response.




Ten people returned the post evaluation questionnaire that was administered and six agreed
to be involved in the one to one interviews. For the follow-up study, only 8 quesitonnaires
could be administered because 2 of the 10 individuals had not supplied their address on the
conscnt forms. Of the 8 sent out, 4 were returned. This could be because during the 3
years, people had moved address or perhaps become unwell. The reminder did not elicit

any further responses.

Process Evaluation - Structure and input

The data for this section was collected during the interviews carried out with members of

the multiagency steering group and the pilot coaches.

Staff time

The total amount of time spent in the development of the programme was not available, as
this had never been monitored during the pilot’s development. However, there was some

information available about the time invested by the coaches involved in the pilot.

During the actual duration of the pilot two of the three coachces dedicated 3 hours each
week to the delivery of the activities with a third coach devoting approximately one hour
each week. In preparation for the pilot, the coaches spent three full days attending the pre
pilot training course and had several weeks of completing worksheets and lesson plans
before the post course exam. The actual time spent preparing for the coursc cxamination
was not monitored because the training occurred prior to the start of the evaluation and any
official data collection. However a follow-up could have perhaps been carried out with all
participants of this training and a gauge could have been made of the time invested. The
usefulness of the information may however have been quite limited as the prior experience
of those on the training course differed significantly with some having no prior experience

of teaching to disabled people, to those who had been doing it for a number of years.

Staff training

Fourteen individuals were sent on the three-day advanced YMCA module entitled,
"Exercise for people with disabilities." The group of individuals consistcd of members of
the GCVS sporls unil, other physical activity professionals and the external researcher. Of

the fourteen people sent on the course only six managed to successfully gain the
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qualification. Three of these were already working in this arca with the GCVS sports team;
one was the external researcher and the remaining two passed after resubmitting paper

work.

The coaches who took part in the pilot were from the GCVS sports team and were asked to
express their views on the fraining. Again this was hard to monitor as both of the full time
coaches had years of prior experience in the field of physical activity and disability and
indeed one had not even undergone the training. The coach who had aitended the YMCA
cowrse was asked whether they felt the course was sufficient for those with no prior
experience. Whilst it was completely subjective, they indicated that they did not think so

and that the high failure rate reflected this. They said:

‘No, not a three day course. You need to pick it up from working with disabled adults
constantly, you were on the course yourself, certainly opened up their eyes and we could

see that eh but the fact that quite a lot of people fuiled it proves that it wasn't sufficient.’

(11)

Resources

The multiagency were asked to state how much it had cost to fund the pilot. The
information given indicated that the total cost had been somewhere between £200 and £3K.
Around £300 had been spent on the production of the information and abplication fornms,
whilst the hire of the cenire was at a slightly subsidised rate and cost around £700.
Glasgow City Council Cultural and Leisure Services paid for both these aspects of the
pilot’s implementation. The cosl of the training was £2200 and was paid for by the
Physical Activity Team within Greater Glasgow NHS Board Health Promotions

Depariment.

One member of the multiagency group was asked how comparable this was to other pilol
projects. This person indicated thal although perhaps the training costs had been slightly
higher due to a lack of locally appropriate training, the costs was pretty much on a par with

other initiatives and may actually have been in the lower bracket. This person commented:
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T think it terms of other pilvts we do ils probably quite comparable, maybe u little hit more
invesiment in terms of the initial training because there is probably a lack of appropriate
training out there eh but there is a need for existing staff who work in mainsiream sertings
to enhance their qualifications so that they feel more confident and that they uctually do
some of the qualifications that ave industry recognised. So I think that’s where there has
been slightly increased costs but if I were to compare it to another pilot em its hard to say
on that scale but I mean pilot project can range anywhere from £500 to £15000 or more so

its I'd say in the lower bracket.” (MA2).

When asked about any difficulties they had experienced in devising the pilot the main
issues identified by the multiagency group related to the time, resources and establishing

the appropriate methodology [or evaluating:

“..been a number of wee tecthing problems just with everything, I think obviously
identifying research tools and everything, finding appropriate means of evaluating the
pilot’ (MA2).

‘Em luck of resources and time.” (MAI)

Objectives
To cvaluate how well the pilot had met the multiagencies first objective ‘to develop a
servicc that would increase the opportunities for people with physical disabilities to
participate i physical activity in a mainstream cavironment and have access to
information on various health topics’ several difterent aspects of the programime had to be
examined. These included:

» The design of the pilot in terms of the duration, timing, frequency, cost

e The variety of activities offered (appropriateness, popularity, range of choice)

s Accessibility

o Ofthe centre in relation to each individual’s place of residence

o Within the centre itself
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Duration and frequency
The ‘adopt a lifestyle programme’ was piloted for 8 weeks and participants were invited to

attend once a week for three hours. The first hour was devoted to playing Boccia, a target
game that is played in teams. During the second hour participants were given the option of
attending health education workshops or they could enrol for a gym induction. The last
hour was a structured circuit based exercise class, run by the coaches who had attended and
passed the YMCA course.

When asked about the duration of the “adopt a lifestyle’ sessions 80%(n=8) of respondents
felt that the duration of each session had been about right. The other 20%(n=2) felt that the
sessions had been a bit long and that they would have preferred it if the one hour sessions
had been cut to about 30 minutes each. When asked whether they felt one day a week was
enough 60% (n=6) responded that they felt this was about right, whilst the other 40%(n=4)
responded that they felt it was not sufficient. These results are illustrated in figure 3.1a and
figure 3.1b

Figure 3.1a Illustration of participants perception of the duration of the exercise

sessions
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Figure 3.1b Illustration of participants perception of the frequency of the sessions

Was one exercise session per week?

"

4

Number of
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About right Too few
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Relevant comments made during the one to one interviews included:

' I think I should be doing more throughout the week, not just the once a week' (P1)

' It hasn't been for long enough or frequent enough' (P3)

Timing of classes

Many disabled people rely on the support and availability of others in order to access
opportunities such as the ‘adopt a lifestyle’ project. If programmes are not suitably timed
then it may act as a barrier to participation(Scot Porter Research and Marketing Ltd, 2001).
The ‘adopt a lifestyle’ programme started at 1pm every Thursday. When asked about the
suitability of the timing of the class the majority of the people replying to the questionnaire
said that 1pm was very suitable (80% n=8). The other 20%(n=2) responded that it was
acceptable (Figure 2). Whether those individuals who failed to adhere to the programme
found that the lack of flexibility in relation to the timing and frequency of the sessions

affected their ability to participate is examined later.
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Figure 3.2 Illustration of participants views about the timing of the exercise class

Did you find the times of the exercise class 1
suitable?

Number of
participants

Very Acceptable Unsuitable
suitable

Perception of class timing

Cost

There is some research to suggest that disabled people generally have lower disposable
incomes than non-disabled individuals, (Coalter 2000). It was therefore important to try
and establish whether participants felt that the cost of these sessions was
appropriate/affordable as this could have had implications for future planning. During the
one to one interviews interviewees were asked if they felt the sessions were value for

money.

Responses were as follows:

'Definitely, no way you'd get that anywhere' (P1)

'Yes especially with the passport card....even without it' (P2)

'Oh yes absolutely, although it’s a pity I had to pay £20 for a taxi' (P3)
"Alright’ (P4)

‘Yeah’ (P5)
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From the responscs given it could therefore be assumed that for those who allended
regularly the session had been appropriately priced and did not appear to bc a barrier to

participation. Cost is looked at in relation to nonadheres later on.

Variety of activities on offer

Lockwood and Lockwood (1997) and Doll-Tepper (1999) both citc unsuitable activities

and inflexible programmes as tactors that may affect participation for disabled people. For
an intervention to be successful the facilities or services put into play need to meet the

participants needs and wants.

During an interview with one of the key members of thc multiagency group, the
importance of devising a programme that would provide participants with choices, so those
individuals could make decisions about participation and dircct these decisions for

themselves, was highlighted (Appendix 8).

‘what we've fried to do is offer a range of activities and io offer a choice and actually find
out what they want to do themselves so I think the most important thing is offering choice

and then actually letting people direct it from what service there is and what we provide.®
(MA2)

In the context of disability it is particularly important that health promotion programmes
emphasise self-management, active coping skills, and empowerment (Hughes et al 2003).
Positive health outcomes among individuals with physical impairments have been noted

when self-efficacy (Bandura, 1997), is enhanced (Hughes et al 2003).

As mentioned previously the 3 hour sessions were ountlined as follows:
Hour 1: Leisure based activities
Hour 2: Gym inductions or Health information workshops

Hour 3! Structured circuit based class

As the pilot progressed the fevel of choice during the first hour became quite limited. Much
of the game equipment was damaged therefore the only activity on offer was Boccia.

However despite this, from an obscrvational point of view, the social benefits derived
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during this hour were very apparent. There was a great dcal of interaction taking place

between participants themselves and between the coaches and participants,

The sccond hour as outlined was expected to offer health education workshops and gym
inductions. The advantage/potential benefil of offering the gym inductions was that once
inducted, those who had taken up the offer could potentially participate in activity
independently without the reliance on a structured session thus increasing the potential for
sustainable activity. Of the 10 respondents only 2 people altended an induction (figure3).
When the participants were asked why they had not opted for an induction, the majority of

responses indicated that lack of accessibility had been a barrier.

T can 't manage that cause I can’t stand’ (P1)

' Only thing I can use, the recumbent cycle was upstairs which wasn't good’ (P4)

Whilst the offer of gym inductions had a great deal of potential to increase physical
activity participation, the equipment and the layout of the gym within the pilot venue were
inappropriate. The resistance machines were not suitable for thc majority of thosc
attending the scssion. The seats could not be removed and were therefore inaccessible to
wheelchair users. Many of the resistance machines had little or no support at the sides to
assist those with postural or balance problems and the levers rarely worked independently
making it difficult for those with hemiplegia or hemiparesis. Although potentially many
disabled people could gain some benefit from participation in cardiovascular activity, for
those who were unable to exercise outwith their wheelchair, the gym had no cardiovascular
equipment available to them (for example an arm or leg ergometer). Those with balance
problems and those with limited mobility in their legs potentially could have utilised the
recumbent cycles. However, these were positioned upstairs and counld only be accessed by
climbing a narrow winding staircase. These issues impacted on the degree of choice
available during this second hour also. Figure 3.3 illustrates the numbers of parlicipants

undergoing gym inductions.
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Figure 3.3 Illustration of the number of participants who undertook a gym induction
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The educational talks were given by a variety of health professionals. They covered topics
such as nutrition, alternative therapies and physical activity. The one to one interviews
asked participants about these workshops and whether or not they had found them

beneficial. Comments included:

"I think they were very useful, the relaxation and aromatherapy last week were very good'
(P1)

'Some things you know, some you you know nothing at all... ...... nutrition talks were a

good reminder but mostly common sense' (P2)
"I found them alright' (P3)

" They were quite good' (P4)

' I liked the talks' (P2)

During the sessions, the talks did generate discussion and the participants were able to ask

questions pertaining to their own particular needs, however from an observational
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perspective it did not appear as if there were significant amounts of new learning taking

place.

The last hour was the structured circuit based class, which took place in the dance studio
within the centre. When asked 80% (n=8) of respondents replied that they had really
enjoyed the class, 10% (n=1) somewhat enjoyed it with 10% (n=1) responding that they

had not liked it at all. Figure 3.4 illustrates participants views of the circuit class

Figure 3.4 Illustration of participants’ enjoyment of the circuit class
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Intensity

The participants were asked to comment on the appropriateness of the intensity. 60%(n=6)
responded that it was about right 20% (n=2) reported it was too easy, with 10% (n=1)
reporting that they had found the class too difficult (figure 5). One participants comment

was that the class was:

'"Too much, exhausting, utterly exhausting' (P3)

The group was quite varied in the range and level of impairments experienced, making it
hard to tailor the class to suit everyone. The coaches themselves were aware that for some
the class was too easy but that for others increasing the intensity may have been off

putting:
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' Some of the more able-bodied participants felt that it was a bit too easy' (12)

The variety of impairments within the class setting was identified by one of the coaches as

something that they had found quite difficult when trying to devise the sessions.

‘Quite a range of disabilities in there which was sometimes quite hard. (12)

Figure 3.5 Illustration of participants perception of the intensity of the exercise class

Participants perception of exercise intensity
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Exercise Environment

When asked to comment on how comfortable the exercising environment had been, 60%
(n=6) of the participants responded that it had been very comfortable, 20%(n=2) said
acceptable whilst 10 % (n=1) found the surroundings very uncomfortable (Figure 6). One

person remarked that:

'It had too many mirrors’ (P3)

Whilst only one participant identified this as an issue, it is definitely note worthy. The

messages disabled people often receive about themselves can be quite negative. Within our
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society there is an huge emphasis placed on appearance and ability and those that don’t fit
with this perceived ‘ideal image’ can be left feeling that they are somewhat different or
lacking. Whilst this is true for non-disabled people and disabled people alike, the further
people are from the ‘popular’ strand the more likely their self-image will suffer. The
purpose of mirrors within physical activity classes is to increase the instructor’s visibility
and allow greater opportunity for participants to observe the desired action. However some
people may find it off putting to watch themselves whilst participating. Instructors should
be aware that mirrors might be a barrier for some people and look at ways they could adapt
the class to minimise exposure. For example instructors could perhaps positioning
themselves between someone who looks to be uncomfortable and the mirror, or turn the
class round now and then so that time spent in front of the mirrors is varied. Figure 3.6

illustrates the participants’ perception of the exercise environment.

Figure 3.6 Illustration of participants’ perception of the exercise environment

Participants perception of the exercise
environment
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Difficulties

When participants were asked to comment on any difficulties they experienced during the
sessions there didn’t appear to be anything that was causing anyone significant problems.
Exercises were adapted to suit the individual or individuals left what they felt unable to do.
One individual did however state that they felt tired and this was causing them difficulty

during the session. This was the same individual who reported that they were finding the
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session ‘too hard’, Further adaptation o the class would perhaps have been appropriate for

this individual for example slightly longer rest periods.

'No, anything I couldn't manage I just didn't do' (P2)

T couldn’t hold the hand weights, but that was adapted and [ liked the idea of

that......... given alternatives although basically the same exercises...thought that was
really good' (P1)

‘Uncorodinated. No apart from being tived. 1 can’t think of anything else. Just weary.” (P3)

‘No not really, perhaps with one side being weaker than the other.” (P2)

No’ (P4)

Injuries

It was felt important to record any injuries or pain people may have experienced as a result
of the class. Participants were asked whether they had experienced any injuries or pain,
most respondents replied no. Those that did, reported some stiffuess, which had lasted no

longer than a day and was mainly put down to using muscles they had not used in a while.

‘Some weeks yes. In my back, my arm and shoulder but 1've got pain anyway and last week

see my legs....bui that’s from not using them.’ (P1)

‘o o. The next day it eased off a bit.” (P1)

The coaches involved in the delivery of the scssions were asked if they had at any point

had any concerns about the safety of the participants. All replied that they had no concerns.

Staff
The participants were asked how helpful they had found the staff participating in the pilot
both within the questionnaire and during the interviews. The queslionnaire responses are

shown in figure 3.7.
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Figure 3.7 Illustration of participants perception of the staff
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Comments about the staff included

‘Friendly. They made you feel quite at ease. That’s quite important when you are coming
along to something like this, no matter what your disability or whatever is. Able to have a
laugh, able to at any point too much I could say to them and you didn't feel .....and I
thought that was important. I really feel they were on top of what they were doing as I said
they were able to identify when I wasn 't right and sort it out.’ (P1)

‘Good, very helpful’ (P4)

“Very friendly....just getting to know them and now there is a break. Very nice. Very
informal.’ (P2)

Accessibility

Physical barriers can hugely affect the likelihood of participation amongst disabled people
(Rimmer et al., 2000). For many individuals it is often not a lack of willingness to
participate that is the hindrance but more often the design of a facility itself. Narrow
doorways, high reception desks, benches in the middle of changing areas, poor lighting,
excessive background noise and heavy doors can all contribute to an inaccessible facility.
Transportation issues in terms of cost and access has also been cited as a barrier to

participation (Depauw and Gavron, 1995). Therefore making the ‘adopt a lifestyle’
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programme as accessible as possible in relation to the aforementioned aspects is one way

of perhaps increasing participation.

The questionnaire posed four questions in relation to transportation issues. The first related
to travel time. The second question asked how easy it had been to get to the centre by
public transport. The participants were also asked for their views on travel costs and
whether they would have used a transport system had one been available. The results are

illustrated in figure 3.8a,b,c and d.

Figure 3.8a Illustration of participants perception of the travel time to the centre
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Figure 3.8b Illustration of how easy participants found it to get to the sports centre by
public transport
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Figure 3.8c Illustration of participants perception of the cost of travel to the centre
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Figure 3.8d Illustration of whether participants would utilise transport to the centre

if it were on offer
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During the interviews the following comments were made with regards to transport:

'No direct bus route, need to go into town... ..... it would take me all day to get so I would

say that's my biggest stumbling block’ (P1)

'My husbands been running me, not very easy I have to say' (P1)

'It was easy for myself but it would depend on where you live whether it's difficult or not'
(P2)

'Pity I had to pay £20 for a taxi' (P3)

'Got a car so it's easy' (P4)

Transportation to the centre did appear to be a bit of an issue for the participants. One
participant indicated that they would prefer it if the sessions were run in centres closer to

their home.

‘1'd like to go to an exercise class like this but near me.’ (P3)
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This comment was reiterated by one of the coaching staff when asked as to how the pilot

could be improved and what feedback they had reccived from the participants:

‘Feedback was that some of the problems were the travelling and things, costing a lot, so if
we could set up in other areas that would be ideal for them. (I1)
1 think that if they provided it five days a weel nearer their homes then they'd come five

days a week so it's certainly worthwhile.” (11}

Tmprovements would be if vou could set it up in different aveas in Glasgow, it's going to
reduce some barriers for certainly some of the adulls who come to our class, get more

numbers coming along.’ (12)

In addition to asking about accessibility of the centre in relation to travel, participants were
also asked during interviews lo comment on how accessible they had found the centre
itself, There were very few negative comments except with regards to the gym and also the
accessible toilet. During the eight week pilof at least two participants wcre unable to get
out of the toilet. One participant had to break the door in order to get out whilst the second
participant had to wait around 20 minutes until a member of staff came and gave

assistance.

" I'went into the disabled toilet and got stuck getting the door open. That's why I go to the

other one now.......J couldn't pull it across' (P1)
I think most people would find the disabled toilet very very stiff.........there was no way I
could open it. Now I just use the toilets in the swimming pool.............It's really heavy,

one of the attendants heard me shouting as I couldn't even bang the door. He got the cenire
manager who explained that because of fire regulations the door had to be that heavy. He

said he'd put a new runner on it but whether he has I don't know, but that was the only

problem.' (P2)
This was an important issue. Obviously there are regulations that have to be enforced for

safety reasons. However, thosc designing or modifying service provisions should ensure

that they consult with a range of disabled people in order to ensure that both money and
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time are not wasted on a service/ facility that can nof be utilised. This is particularly

pertinent given that the final stage of the Disability Discrimination act is now in force.

Staff training
Another of the objectives as outlined by the multiagency group was to provide effective

staff training. 14 individuals attended a 3 day course which provided those who attended
with good insight into what is required when teaching to people with a variety of
disabilities and how to adapt teaching methods. A great deal of time and effort was
required into planning the exam work and developing a suitable inclusive programme that
had to be taught on the day of the exam. However determining how effective the fraining
was in preparing the coaches for the pilot was difficult, as those involved in the pilot had
all been working in the field of disability for a number of years. There was a high failure
rate amongst those atlending (he course, other than those who had prior experience in the
field and myself. Only six of the fourteen successfully passed. The course was relatively
short in duration and therefore it was recommended that in order to ensure that future
participants get the most they can from the course, that they be actively encouraged inio

gaining some experience in the field of disability prior to or immediately after the course.

Impact

This section looked at the following:
* Percentage recruitment (How many people attended as a percentage of the number
of flyers distributed)
e Derceived benefits of participation

¢ Reasons for non adherence to the programme

Percentave recruitment

300 application forms were administered to 14 centres within Glasgow. The centres
targeted were already on either Cultwral and Leiswre's databases or known to the
Community Physical Disability Team. Of the 300 applications sent out, Cultural and
Leisure received 31 retuined applications {10%). Of those 31 applications over the eight
weeks a total of 26 people actually attended the programme (9%)
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Unfortunately, due to lack of resources and time within the multiagency group, the
applications were only administered a week before the closing date highlighted on the
form. Tt was also suggested by those involved in the administration that had there been
more time and more people involved in the distribution process, far more cenfres could

have been targeted which may have increased the numbers attending,

Those who ook part in the interviews were asked how they had heard about the project

1- Nufield Hospital 1- Carer
1-  Fernard St Complex 1- Swimming fessons
1- Members of GCVS 1- GP referral

The referals came from a number of sources but there was only one referal from each
source. However it should be noted that this data relates to only 6 of the original 31 who
registered and it is therclore not a good indication of the source of recruitment or numbers

from each source.

Perceived benefits

The perceived benefits will be outlined as those perceived firstly by the participants and

then the coaches.

Participants
The Participants questionnaire addressed perceptions of benefits in the areas of fitness,

anxiety and self-confidence. These results can be seen in Figure 3.9a,b,¢
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Figure 3.9a Illustration of participants perception about changes in their fitness levels
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Figure 3.9b Illustration of participants’ perception about changes in their levels of

anxiety
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Figure 3.9¢ Illustration of participants perception about changes in their levels of self

confidence

Has your self confidence changed ?
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During the interviews the participants were asked ' what benefits if any have you gained

from participating in the sessions?' the replies included:

'"Physical, well I do think I'm a wee bit more......I've benefited from the exercise....... ever
so slightly though cause I think I should be doing more throughout the week not just once a
week. When I walked up the hill, I've got a hill when I come out of my street and I don't feel
so out of breath so obviously it must have helped in that someway. Also socially and with

my confidence' (P1)

'Meeting new people and friends. Having time on my own. Fills up the afternoon.....it's

been good.' (P2)

'Well I like being with disabled people. I'm quite paranoid about people looking at me so
it's refreshing to be with other people who might feel the same' (P3)

'Sight of the swimming pool has made me interested in swimming again.' (P3)

'Getting out, getting out of bed' (P4)
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' Made you getting to Imow people more than anything else. Helps that way' (P5)

Yiews of the coaches

Two of the three coaches were asked to express their views on the benefits that they

perceived the participants to have gained over the eight-week period.

‘The benefits they've experienced is that they have been made aware of what they need to
do to improve their lifestyle, their health and fitness, doing the talks has certainly opened
up some of their eating habits and the exercise broken down into like how many times a

week and things like that... ... I definitely think they've learned things' (11)

‘Benefits they experienced were in their fitness, you could definitely see improvements' (12)

From the interviews what was most apparent were the definite social benefits that the
participants gained. Whilst some reported physical benefits, the main points related to the
importance of meeting new friends and interacting with others. They reported enjoying a
level of independence, gains in self-confidence and feeling less anxious, all of which

undoubtedly contribute in some way to improving quality of life.

Individuals were asked a question relating to support and whether they would have liked

their family and friends to join in. 6 of the 10 individuals responded yes.

Non adherence
The last arca to be addressed in the impact section was reasons for non-adherence, During
the first week of the pilot there were 21 participants, however as the wecks went on the

numbers dropped to around a third of that (figure 3.10).
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Figure 3.10 Illustration of the attendance rates during the 8 week pilot
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In an attempt to discover why people had stopped attending the pilot, a questionnaire
similar to that administered to those attending the programme was drawn up. Those whom
had not adhered to the programme were contacted by telephone (if numbers were
provided) and asked if they would mind being asked to fill in the form over the phone.

Some agreed (n=2) others decided to give some verbal feedback (n=4) rather than

completing the questionnaire.
The results produced by the questionnaire are outlined as follows:

When asked how easy it had been to get to Tollcross both participants replied that it had
not been easy at all. Both respondents reported the inconvenience of travel as a reason for
non-participation as was cost of travel for one of the two respondents. The participant
reporting that cost of travel was problematic said they would have used a transport system
if one had been made available. The other respondent said that cost was not a problem just
the inconvenience of the travel. When asked if they would have attended had the

programme been run in a centre closer to their home, they replied '‘Definitely'..

In terms of the centre itself the questions relating to the accessibility of the centre were

answered positively. Neither respondent found the sports centre environment off-putting or
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difficult to manoeuvre about in and these were not reported as reasons for non-
parlicipation. Both had enjoyed the activities on offer, but had found the timing of the class

unsuitable. They both agreed that the duration of the sessions was about right,

One of the participants wanted to express that the staff had been very helpful and that he
fclt that the teamn games had been excellent for those with more profound disabilities. He
expressed that he would attend again should the programme be provided elsewhere. He

also implied that a choice of days would have perhaps increased the likelihood of him

attending.

The remaining non-adherers gave the following bits of verbal feedback

"The reason I stopped airending was that I go to an outreach programme on a I'riday and

have a home based exercise programme. I just felt it was very repetitive’

"1 felt the group was foo big '

"' Felt out of pluce with all the wheelchair users, prefer an inclusive programme’

One woman expressed her concerns about the level of experience the coaches had. She
herself had a neurological condition and felt that the excreisc class at the end had not been
sulliciently thought through. Shc cxpresscd her concern that those in charge were not
physiotherapists and that the exercises being performed may aggravate some of the
participant’s conditions. She decided that the programme was not for her and that she

would continue a more supervised rehabilitative programme at the Royal Infirmary.

Those who chose not to continue participating all identified barriers, which had contributed
to their non-attendance. Some were personal and thus were not within the scope of the
multiagency group, but some could be addressed when looking at future planning. Several
non-adherers mentioned limitations in terms of the choice of venue, which supported the
views expressed by those who had continued to participate. Limitation in relation te the

days of the week the session was run and class timing were also mentioned.
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Qutcomes — Physical self worth

‘Ihe Anal section of the evaluation looked at the outcomes of the pilot. This was used to
establish firstly whether the 8-week programme had had any measurable cffect on the
participants® levels of Physical Self worth and or on their degree of exercise knowledge
Sccondly, whether or not the individnals who took part were still participating in physical

activity.

After carrying out statistical tests on the data produced it became apparent that there was
no significant improvement between the pre programme levels of physical self worth and
those at the end of the project (p—0.494 95%CI (-6.23,3.37)). However these results differ
from the perceived benefits expressed by the participants themselves, which may indicate
that the questionnaire used to assess this area was inappropriate. During discussions with
the participants, many cxpressed their dislike of the form and many were initially confused
as how to fill it in. On reflection, the questionnaire should have been piloted prior to use

with this population in order to asscss its approprialeness.

Differences in Physical Self Worth between Adherers and Nonadherers

When examining the levels of Physical Self Worth it was decided that it would be useful to
see if there was a difference in the pre exercise levels between those who adhered to the
programme and those who did not. This time a two-sampled t-test was carried out on the
data. The results showed no significant difference (p=0.30 95%CT (-9.1, 3.3)) between
these twa groups in terms of their pre exercising levels of Self worth therefore no
conclusion could be made as to whether this played a role in their decision not to continue

with the pilot.

Qutcomes - Excrcise Knowledge

Again as with the levels of Physical Self Worth there was no significant difference when
comparing the pre and post results (p=0.296 95% CI (-0.601, 1.601)). This however could
be attributed to a ceiling effect as a result of those tested scoring high initially. The mean
score from the pre tests was 10.33 out of a possible 12, which did not leave much room for

lmprovement.
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Exercise Intentions
The participants were asked within the questionnaire whether or not they were intending to

continue exercising over the next six months. The responses are illustrated in Figure 3.11

Figure 3.11 Illustration of participants intentions to continue exercising

Do you intend to continue exercising over next 6

8
OANWHODN

7 of the 10 indicated that they fully intended to continue participating, 2 thought they most
likely would and one of the 10 respondents expressed that she had fully intended to
continue but that at present she had been advised by her Doctor to refrain due to medical
concerns. She did however say that she would return after she had been given the all clear.
The programme obviously did manage to influence the behaviour of the participants
involved in the short term, as the majority of these participants had previously done no
activity (Figure 3.12). It was hard to determine whether the change was due to a change in
attitude towards activity, by providing a means of participating or a combination of the
two. Regardless, the main objective of increasing participation and opportunities for these

individuals was achieved.
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Figure 3.12 Illustration of the participants previous exercise history

PREVIOUS EXERCISE HISTORY
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Follow-up study

Given that the timeframe allowed for it, it was felt that it would be useful to follow up the
participants 3 years on. This was to see whether or not the original participants were still
participating in physical activity; if so how often and what types of activity were they

doing, and if not how soon after the pilot did they stop and why.

As outlined above 7 of the 10 participants indicated that they fully intended to continue
participating in physical activity in the 6 month after the pilot. The follow-up questionnaire

therefore firstly asked about their physical activity behaviour since the pilot project.

8 questionnaires were sent out and of that 4 responded. There was a 50:50 spilt in terms of
those who had continued and those who hadn’t. During the pilot it had been established
that 6 of the 10 had previously not done any physical activity, 4 reported that they had been
active two or more times a week. Because the follow-up questionnaire had been designed
to be anonymous there was no way to establish whether those who had maintained activity
had been those who were active before the pilot or those who had not been. On reflection it
may have been more beneficial to the findings if the questionnaires had been coded so that
comparisons could have been made. However the follow-up questionnaire did ask if the
pilot had helped them to become more active. Both of the participants who were still active

indicated that yes it had.
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Those who were still participating, both indicated that they participated in physical activity
once a week, one person did swimming, and the other indicated that last year they had been
swimming once a week, but at the moment they did badminton. Of the two individuals
who indicated that they had stopped, one person said that this had happened straight away
because they lost interest, whilst the other indicated it had been 3- 6 months later and cited
lack of opportunity once the class ended as reason for this. Both of those who had ceased

exercising indicated that they would be interested in becoming physically active again.

All participants were asked if they thought there should he more opportunities available for
disabled people to participate in. physical activity. All 4 indicated that yes there should be.
When asked if more needs to be done in order to make it easier for people to become more
active again all 4 said yes. A list of suggestions was given to participants as to what might
enable people to become more aclive. Table 3.4 shows what individuals taking par{ in the
‘adopt a lifestyle’ pilot thought would help people with a physical impairment to become

more active,

Table 3.1: Tablc outlining what parxticipants thought would enable pcople with

physical impairments to become more active

Suggestion Frequency | Percentage
Equipment suitable for those with physical | 4 100
impairments within leisure facilities

Better trained staff 2 50
More information available to individuals and i 3 75
parents/carers/suppott workers about the benefits '
More projects like the ‘Adopt a lifestyle’ class 4 100
Assistance with transport 3 75
Reducced costs for physical activity 2 50
“Exercise consultation (one 1o one advice with a3 75
irained exercise counsellor)

None of the above 0 0
Other 0 0

83



Everyone felt that to improve parlicipation among those with a physical impairment, it was
important that lcisure centres have equipment suitable for those with a physical
impairment. Similarly 100% of respondents felt that it would be useful to have more
projects like the ‘adopt a lifestyle’ pilot. 75% (n=3) felt that it would be beneficial to have
an exercise consultation, assistance with transport and also more information available to
individuals, parents/carers and support workers about the benefits of physical activity. 50%
of respondents (n=2) thought that reduced transport costs and better trained staff would

enable pcople to become more active.

Discussion

The multi-agency group had requested that the “adopt a lifestyle’ pilot be evaluated in
order to assess how well it had met the objectives they had set out during the planning
process and whether it met the nceds/wants of the target audience i.e. those with a physical
impairment. In devising the evaluation it was decided to look al various aspects of the
pilot, namely the process by which it evolved, the impact and also the outcomes of

participation.

Process

In terms of structure and input the pilot was relatively snccessful. There had been some
teething problems when devising the pilot that had perhaps contributed to the low numbers
of participants attending for example lack of fime meant that the resources were not as
widely distribuied and there was not much time between the flyers being distributed and
the closing date for registration. In terms of overall cost the pilot was identified as being
comparable to other such initiatives, however a large proportion of the overall spend had
been on purchasing training so that there was a pool of staff thal could deliver sessions to
those with a physical impairment. Unfortunately only 6 people passed this training, 3 of
who already had a specific remit for teaching physical activity lo disabled people. This
meant that a lot of money was spent; yet the capacity to incrcase opportunities for disabled

people was limited because the training did not yield large numbers of newly trained staff.

Ensuring that there is qualified staff in centres is central to the pilot being able to be rolled
out. It was therefore recommended to the multi-agency group that before staff enrol for the
YMCA module in the future they should spend some time gaining experience working

with disabled people, perhaps shadowing the GCVS sports team. It was also suggested that
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the agencies involved in devising the pilot could allocate increased financial resources to
members of GCVS sports team to run ongoing in-house training for leisure staff to help
develop their skills. Additionally, to ensure resources are not wasted unnecessarily, it was
recommended that individuals who fail the YMCA module on their f{irst atfempt be

actively encouraged fo resubmit paperwork and resit any practical exams.

The pilot provided one session o be run once a week at a sef time in one centre within the
city. For the most part pcople seemed happy with what had been provided. The majority of
those who complete the questionnaire had indicated that the duration and frequency of the
session were about right. IHowever, the numbers were quite small and certainly with
regards (o frequency there was nearly a 50:50 split between those who said one session
was ‘about right’ and those who said it was ‘too few’, One of the main complaints about
the pilot was that some people had not found the facility easy to get to and this was cited
by some of the non adheres as a reason they had stopped participating. There were
indications that had the session been run in facilities nearer to people’s homcs they might
have found it easier to continue parlicipating. It was recommended that ideally the
programme should be run on several days of the week, at a variety of times, in several
locations within the city to potentially open up the project to a far wider audience and
accommodate those who indicated one session a week was ‘too few’. The difficulty

however s in justifying the costs given the low numbers who attended the pilot.

With regards to the activities on offer, the choice had through circumstances become quite
limited. Most people had enjoyed the exercise class and had found the intensity aboul right.

One non-adherer had cited as a reason for non-participation that:

' Felt out of place with all the wheelchair users, prefer an inclusive programme’

This perhaps needs to be taken into consideration. The programme was set up because
there were few opportunities for those with a physical impairment to take part in physical
activity. However it should be recognised that individuals with a physical impairment arc
not a homogenous group and indeed there will be differing levels of capabilities. Indeed
onc member the staff talked about the difficulty in devising the exercisc class given the
range of impairments within those attending. Whilst the exercise class was well received

and may be suitable for the vast majority of those with a physical impairment, another
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means of increasing opportunities would be o see how mainsiream classes could be
adapted so thal individuals with physical impairments could be accommodated. Similarly
levelling the provision for those with physical impairments may allow appropriate tailoring

of classes and also provide a means of progression for those wishing to do so.

As part of the programme of activily, gym inductions were offered; unfortunately few
people were able to use the gym because of inaccessible equipment and poor positioning of
certain pieces of equipmeni. Whilst the offer of @ gym induction has the potential to
increase and promote sustainable independent physical activity, it was recommended that
gym inductions should not be offered if gyms were unable to support this. It was also
recomnmended to the mulitagency group that every centre in Glasgow should to be issued
with an arm/leg ergometler and at least one piece of muscle conditioning equipment
suitable for those with a physical impairment to increase opportunities for those with
physical impairments to utilise the gym. In the future, when planning the layout ol gyms,
this should be done in full consultation with a range of disabled people to ensure that
pieces of equipment are not positioned in hard to access areas, which enable increased

aceoss,

Whilst the gym was relatively inaccessible, accessibility did not appear to be an issue for
the centre as a whole, other than the accessible toilct, which was onc amecnity that
individuals identificd as bemg inappropriately designed. The door was far too heavy for
most individuals to manocuvre and often once in, users were unable to get back out. Fire
regulations apparently stipulate how heavy these doors must be. However there are
obvious health and safcty conccrns which arise il uscrs arc unable to get out of the toilet
and there were no facilities within this particular toilet to allow the user to alert facility
staff attention for example an alarm or buzzer. If options such as reducing density of the
doors are not feasible then altemative mechanisms should be installed to help to combat
any arising access probloms. Again it would be appropriate in future to work in
consultation with disabled people when designing facilities and amenities within facilitics

to ensure they fully meet the needs of disabled people.

Inpact
As a percentage of the number of flyers administered the uptake by those with a physical

impairment was low (10%). Of the 31 individuals who returned the questionnaire only 26
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in total attended the pilot over the 8 weeks with a maximum of 10 attending regularly from
week 3 onwards. The impact in terms of increasing participation was therefore fairly
timited. Whilst the provision of the pilot itself did increase levels of participation amongst
those who attended regularly, the low uptake and adherence levels limited its overall

impact.

Lack of time and resources were highlighted by one member of the multi-agency group as
hindering the advertising of the pilot, which may in turn have impacted on the uptake rates.
Whilst this is entirely plausible, it was pul to the multi-agency group that in addition to
increased targeting, given the number and often the complexity of the barriers facing
individuals with a physical impairment that the use of flyers alone may be insufficient to
encourage participation in physical activity programmes. It was suggested that that forging
closer links between those delivering sessions and services could be a more effective
means of targeting individuals, Having coaches going out into the day cenlres and other
venues frequented by people with physical impairments and meefing with potential
participants may be a way of breaking down some of the barriers related to seif-
consciousness and individuals not knowing what to expect. Those who attended the ‘adopt
a lifestyle’ pilot regularly did seem to he aware be aware of the benefits of physical activity
participation. However it may be that there is less awarcness among those with a physical
impairment as a whole or that these benefits are not applicable to them, This would require
further investigation, however it may be that some general awareness raising about
physical activity and the benefits that can be derived could encourage greater participation

if the information were specifically targeted for individuals with a physical impainment.

In terms of perceived benefits, those who attended regularly did note some benefits in
relation to their fitness, anxiety levels and self-confidence. These benefits were noted
through a self report post pilot evaluation questionnaire, and whilst questionnaires such as
the one used arc fairly common place in ‘real life’ seitings where physiological
measurements are not always feasible, questionnaires can be subjective and there could be
an clement of the respondents answering in accordance what they perceive to be the
desired outcome, particularly as over the course of thc 8 wecks a personal rapport was

struck between many of the participants and the coaches /evaluator.
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Additionally although improvements were cited from the data produced by the
questionnaire, physical benefits in terms of filmess levels were not highly reported during
the one to one interviews and indeed many expressed that they had felt that the pilot had
not been long enough or frequent enough for this to occur. ACSM guidelines currently
state that the minimum recommended level of physical aclivily required (o achieve health
benefits is an accumulation of 30 minutes of moderate level activity performed on most
days of the week. Although less is known about the amount of activity required to derive
health benefits among disabled individuals, the provision of one three hour session a week
for those with physical impairments is insufficient to meet the current ACSM guidelines
for non disabled individuals and may actually be harder to adhere to. It was therefore
trecommended that if rolling ‘adopt a lifestyle’ out, at least one other session should be
provided during the week in an attempt to maximise the benefits gained from participation

and also allow more choice for those unable to attend the one allocated session.

What the one to one interviews did elicit that the post evaluation questionnaire was unable
to capture was the definite social benefits that individuals derived as a result of
participation. Several individuals reported that it was good to have something to get out of
bed for, meeting new people, and renewing interests. All of these undoubtedly bring value
to the lives of individuals and thus is extremely worthwhile. The one to one interviews
definitely allowed for many issues to be explored in greater depth and probably provided
information that was of the most value. The timescales between agreeing to take forward
the evaluation and the start of the pilot were tight and there was little time to practice and
validate interviewing techniques. Whilst the information gathered is still of great value and
has validity, when transcribing the tapes, il became apparent that the formality required for

this process was, at times lacking mainly due to the interviewers inexperience.

Contact was made with those parlicipants who had consented to taking part in the
evaluation but who had not adhered to participating in the pilot programme. Whilst there
was no single factor, which emerged to cxplain the drop out from those who withdrew
from the pilot inconvenience of travel did appear to be a factor. Several of those who had
regularly attended had also mentioned that they found fravelling to the centre difficult and
would have preferred it if had been mn closcr to their homes. If transport accessibility and
cost are clearly identified as barriers to participation then there are two possible strategies

to overcome this:
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a) Funding for transport should be built inte the programme

b} The project should be run in a varicty of centres across the city.

It was suggested to the multiagency group that in order to maximise the provision, running
the programme on several days of the week, at a variety of times, in several locations
within the city would potentially open up the project to a far wider audience and have a far
grealer effect. However to be cost effective, it would be important to first get a picture of
the demand or as mentioned previously investing more time initially in raising awarencss
about the benefits and the need for participation, amongst those with a physical impairment

and those who perhaps support them.

Promoting physical activity and encouraging adults to change from an established pattern
of sedentary behaviour to one that is more active is difficult (Marcus 1995). Given the
huge number of burriers facing disabled people, it could be anticipatcd that this change is
even harder for this population. Research would indicate that the largest percentage
dropout occurs in the first few weeks of participation (Toylor, Buskirk and Remington
1973) with approximately 50% of those starting a programme dropping out in the first 6
months. The high drop out rate may reflect the barricrs facing this group and may therefore
indicate the need devise interventions to identify those who may be loesing intcrest.
Greater support mechanisms may be required to ensure individual’s continuance for
example buddying systems or allowing family and friend members to join in. 6 of the 10
participants who took part in the evaluation said they would have liked family and friends
to join the session. Another support system may be to utilise the cxisting ‘Live Active’
scheme. The ‘Live Active’ scheme is a GP exercise referral service by which individuals
can be referred lo fully trained exercise counsellors to jointly devclop siratcgies for
incrcased physical activity participation. Given that this latter sirategy was 1dentified in the
follow-up 3 years later by 75% of respondents as something that they thought would help
people with physical impairments to become more active, would suggest this would
certainly be a worthwhile route to explore. Although the numbers were small (0=3) and
this may require further investigation to see whether this was indeed something more

people with a physical impairment would agree with.
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Qutcomes

The outcome evaluation examined changes in physical self worth and exercise knowledge
from pre pilot to post pilot. Because of a postponement of studies a long terms follow-up
was also included in this section of the evaluation to establish whether participation had

been maintained.

The results from pre pilot to post pilot did not vield any significant differences. For the
exercise knowledge data this was explained by the high lcvels of knowledge people
appearcd to have prior to the start of the pilot and hence a ceiling effect may have
occurred. With regards to self worth, the tool was not piloted before use and had to be
adapted half way through. The small numbers as a result of low uptake may also have heen
responsible for the lack of significant results when examining the pre and post exercise

tcsts.

However whilst it is possible that the tools for this component of the evaluation and the
outcome measures were not perhaps the most appropriate, and/or the numbers too small, it
is worth noting that differences between qualitative and quantitative data were also found
in Maher’s (1999) community setting exercise class evaluation. In Maher’s evaluation the
quantitativc portion found few significant effects with none of the measures of outcomes
showing any significant absolute change from pre class to post class. However the
qualitative data in Mahers study did indicate significant results for the class participants,
mirroring the findings of this study; compounding Maher’s rccommendation of using
multiple methods when evaluating in a ‘real life” setting. Tn both studies improvement was
seen as the indicator of effectivencss or as the desired outcome within the quantitative
methodology. TTowever Maher stated that ‘for this population lack of improvement does
not necessarily indicate lack of effcet’. From the one to one interviews carried out in the
‘adopt a lifestyle pilot’ there were a number of benefits highlighted, the valuc of which
should not be diluted by the lack of supporting scientific measures. These benefits were
real to the individual and are therefore as equally important as any desired change in

outcome measurements.

The long-term follow-up yielded mixed results. Only 8 of the original 10 could be
followed up and of them 50% responded. This may have been because in the 3 years since

the original pilot people may have moved or become unwell. Had a long term follow-up
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been part of the original thinking when devising the evaluation strategies could have been
put in place to ensure information such as address change could have been accommodated
e.g. contact details of evaluator given out at the end of the pilot with the proviso of
notifying them should a move take place; annual contact with the participants by letter or
phone. Of the 4 individuals who responded to the follow up questionnaire, 2 were still
participating in activity 3 years on whilst the other 2 had ceased. The usefulness of the
follow-up was faixly limited given the small numbers, However although fairly limited it
did yield some information that could be added to the overall evaluation and inform future
planning. It should be noted somewhere that afler the initial pilot the exercise class
component of the pilot programme was continued, although stopped shortly after due to
poor attendance rates. Despile this the information gathered in the follow-up would suggest
that those who had attended appear to believe it has value; all 4 of the follow-up
participants stated that they thought more initiatives like the ‘adopt a lifestyle” pilot would

help those with a physical impairment to become more active.

Conclusion

Overall the multiagency group achieved its main outcome and devised a programme that
had the potential to increase opportunities for thosc with a physical impairment. At the end
of the pilot the evaluation highlighted a number of positive outcomes namely:

* The pilot seemed to provide individuals with the opportunity to forge social
networks, and derive social benefits.

* A number of people who had previously been doing no physical activity were as a
result of the pilot participating regularly once a week. And for at least two people
this may possibly have been sustained for 3 years since.

e The majority of participants questioned felf more confident and perceived their
fitness levels to be higher and their anxiety levels lower as a result of participation.

o The cducational talks were relatively well received in terms of enjoyment.

However there were a number of areas of concern and it was felt that these needed to be
addressed before a wider rollout could be considered:
e Very low uptake rate

e High drop out rate
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¢ High number of coaches failing training

e Lack of suitable equipment for gym inductions

¢ Frequency of sessions being insufficient to meet the current recommendations for
health benefits (as outlined for non disabled individuals)

e Lack of flexibility in the timing of the sessions

s Facilities within the center

e Other barriers previously mentioned e.g. cost, transport

At the end of the evaluation recommendations were made to the multi-agency group as to
how these could begin to be addressed. Although the validity of the findings could be
called in to question given the small sample size it is worth noting that this pilot was
targeting a relatively small proportion of the Glasgew population and thus numbers will
always be relatively small. Additionally, as highlighted, this research was being carricd out
in a ‘real life’ setting and thus some of the techniques that could be used in more ‘research

focused environments’ to recruit and retain participanis could not be applied.

Whilst the choice became more limited than originally planned, those who attended
regularly received what was on offer well and reported a number of social benefits as a
result of participation. It was therefore felt that if the concerns were properly addressed, the
‘adopt a lifestyle © pilot could provide a reasonable framework by which physical activity

provision could be increased for those with a physical impairment living in Glasgow.
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Chapter 4

Critique of the current provision and equipment within
Giasgow City Councii faciiities for people with a physical

impairment

Introduction

The Disability Discrimination Act (DDA) is legislation, which aims to ¢nd much of the
discrimination faced by disabled people. The act seeks to give disabled people rights in
terms of employment, access to goods and services and buying or renting land property.
Retricved June 20, 2004, from http://www.disability.gov.uk/dda/

In rvelation to goods and services this means that there is a logal obligation on
organisations/service providers to make adjustments to the services they provide. In 1996 it
became unlawful to (reat a disabled person less favourably because they arc disabled, and
since 1999 service providers including those within the letsure industry have been legally
required to change the way they provide their services in order to enable disabled
customers to use them. Tn October 2004 the final stage of the act came into being and
service providers must now plan permanent physical adjustments to their premises to
ensure better access. Whilst these alterations should go some way to reducing the barriers
for disabled people, their impact in terms of increasing levels of physical activity among
disabled people may be limited unless there are appropriate programmes/opportunities on
offer and equipment which can be utilised once inside. As previonsly outlined those studics
that have looked at disabled people and physical activity commmonly cite lack of
opportunities and appropriate equipment as two of the key barriers to participation {Levins
et al., 2004; Rimmer ¢t al., 2004).

In terms of opportunities, Glasgow City council currently has 24 facilitics that are used for
sport and recreation. These centres offer an array of facilities and activities including
fitness classes, health sunites, football pitches badminton courts and swimming poois. Of
the 24 facilities, 17 are part of the Glasgow Club, which is Glasgow’s largest Health and

Fitness club. For a monthly fee, each individual member is entitled to participate in a wide
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range of activities, including unlimited use of the health suite, swimming pools, fitness
suite (including personal training sessions) and fitmess classes at all 17 centres across the

city. The 17 centres that are part of the (Glasgow Club are as follows:

1. Bellahouston 2 -- Castlemilk Pool

3 — Castlemilk Sport Centre 4 — Donald Dewar Leisurc Centre
5 — Drumchapel Swimming Pool 6 — Easterhouse Pool

7 — Basterhouse Sports Cente 8 — Gorbals Leisure Centre

9 — Holyrood Sports Centre
10 — Kelvin Hall International Sports Arena (ISA)
11 — North Woodside Leisurc Centre

12 — Pollok Leisure Centre 13 Scotstoun Leisure Centre
14 — Springburn Leisure Centre 15 — Tolleross Leisure Centre
16 — Whitehill Pool 17 — Yoker Sports Centre

However the reason the ‘adopt a lifestyle’ pilot outlined in chapter 3 was established was
because those working in the fields of disability, leisure and health identified that there
were few specific opportunities for individuals with a physical impairment to participatc in
physical activity. The pilot was run in one of the 17 centres within Glasgow City and was
designed to provide a specific opportunity for those with physical impairment to participate
in physical activity. During the evaluation some individuals indicated that they would have
preferred if the programmc had offered more fexibilily in terms of the frequency of
provision and the location. They had felt that the programme should be run in a variety of

locations at a variety of times to maximize its potential.

Although the pilot was reasonably successful, one of the key issues arising from the
evaluation was that although the pilot programme gave individuals the option of taking
part in gym inductions the vast majority of individuals were unable (o do so. This was
because the equipment within the gym was either unsuitablc, for cxample no removable
seat to allow wheelchair access, or it was positioned somewhere inaccessible, for example

up a narrow staircase, with no lift access.

In England, the issue of lack of suitable equipment is being tackled by the Inclusive Fitness

Initiative (II'T). The IFI is a Sport England funded initiative that works with ‘not for profit’
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fitness facilities to help them become more accessible to disabled and non disabled people.
Retrieved October 10, 2004 from http://www.inclusivefitness.org The IFI claim to be
the only standard worldwide in the fitness industry that ensures inclusion and have worked
closely with fitness equipment suppliers, supporting them to produce equipment, which
meets both the nceds of disabled and non-disabled people. Disabled people test the
equipment and accreditation is based upon their feedback combined with that of a pane] of
experts. For equipment to gain IFI accreditation, it must comply with their current interim
set of fitness equipment standards (Appendix 18) which arc valid until March 2006. The
initiative was initially piloted in 29 facilities, and following the success of this pilot, the
imtiative has recetved a further £5million pounds in lottery funding to support a further
150 facilities across England in ensuring all 505 local authorities have an inclusive facility.
Within England the majority of local authorities purchase IFI accredited equipment when

they refurbish their gyms and many private gyms are also following suit (See footnote).

The purpose of this study was therefore to do two things:

e 3 years on from the Adopt a Lifestyle pilot to investigate the current provision for
participation in physical activity within Glasgow City Council for individuals with
a physical impairment and to make some suggestions as to how this could be
improved to increase opportunities if required.

e Audit the cquipment currently provided within Glasgow Cily Council facilities in
relation to inclusive fitness standards to establish if recommendations could be
made which might provide more scope for those with physical impairments and the

wider disabled community to participate in physical activity within Glasgow.

Methodology

Glasgow City Council Leisure facilities can be accessed by disabled people and thus
individuals with a physical impairment will be able to parlicipate in some of the
activitics/classes/opportunitics/clubs run within thesc [acilities. However in terms of

classes and gym inductions, the ideal of being completely inclusive is not yet a reality.

2 A web search was carried out to establish the existence of any organisations that provided accessible physical activity
equipment for disabled people or guidance on standards for facilities equipment. The search led to an organisation known
as the Inclusive Fitness Initiative (www.inclusivelitness.org). The information regarding the organisation was taken from
the 1F1 website and from information sent to me by email trom the organisation’s regional co-ordinator after a request for
further details on their work.
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Many of the classes currently provided as part of the programme run within Glasgow Club
facilities are ‘Body System’ classes. These follow a set routine and therefore there is little
scope to offer alternatives or adaptations for those with a physical impairment. Therefore
when investigating what opportunities were currently available to individuals with a
physical impairment in Glasgow City Council, it was decided to investigate only those
programmes that were specifically designed to accommodate individuals with this type of
impairment. The data was examined purely in terms of provision for adults as the ‘Adopt a
Lifestyle’ pilot evaluation also had an adult focus. Similarly because the ‘Adopt a
Lifestyle’ pilot was about incrcasing bealth and fitness opportunities within mainstream
facilities rather than increasing access to structured sporting activities, it was the current

provision of health and fitness programmes that were examined.

Across Glasgow City Council, the G.C.V.S (Glasgow City Voluntary Sector) Sports Team
in conjunction with Glasgow City Council Culture and Leisure Services deliver a citywide
sports equality programme. The team is responsible for all the physical activity
opportunities provided to disabled people inciuding those with physical impairments. The
tcam currently consists of 4 contracted coaches, 2 of whom work 28 hours a week, the
remaining 2 work 25 hours a week. In addition there are 10 sessional coaches who
contribute 1 or two hours a week to the programme. In order to establish the current
provision for individuals with physical impairments, the team was contacted to provide a

copy of thelr current timetable.

Some of the key recommendations arising from the ‘Adopt a Lifestyle’ pilot related to the
[requency and location of the sessions. The Adopt a Lifestyle pilot was run once a week in
one location in the city, at one time. It was suggcested that to improve access to physical
activity opportunities there should be more sessions run at different times of the week, in a
variety of locations. Thercfore when analysing the sporls equalily programme the

information was analysed in terms of the following:

e The variety of activities on offer
e The frequency of the activities provided
e The location of the provision

¢ The timings of the provision.
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By mapping the provision it was anticipated that it might be possible to identify any gaps
in the current provision. Glasgow City Council’s website, ‘Active Glasgow’

(www.activeglasgow.com), is the umbrella initiative for all sports and physical activilies

organised by Glasgow City Council and was used to establish background information on
the location of the Council’s Leisure facilities and what they had on ofter. Additionally
Glasgow City Council’s Culture and Leisure services department had recently published
their best value review of youth scrvices and this was searched for background information

into the council’s leisure services.

Whilst class based programmes allow far more opportunity for social interaction, one of
the key advantages of offering gym inductions is that gym based programmes do not
depend on the suitability of the location, timing or frequency of classes. Potentially as long
as the right facilities exist, gym programmes can be carricd out at any time and as often as
one would like. However, the gym within the facility used for the ‘adopt a lifestyle’ pilot
was, for some, identified as being problematic as the equipment was either inappropriate
or, beecause of the physical layout of the gym, was inaccessible. If this were to be replicated
across the city, then the opportunities available for individuals with physical impatrments
to exercise independenily are more limited and there would be a greater reliance on
services to provide structured programmes through which people could increase their

participation.

‘The fundamental requirement for the IFI is an identified range of equipment that provides
a total body workout for disabled people. Retrieved October 10, 2004 from

http://www.inclusivefitness.org

At present the IFT have accredited 91 picces of equipment from 15 different suppliers
(appendix 19), listed on their wehsite. The equipment accredited by the IFI is inclusive to
allow use by disabled and non-disabled people in the same environment; it doesn’t cost any
more than other cquipment on the market and is provided by many mainstrcam
manulacturcrs. Therefore there is little reason why facilities could not feasibly purchase
this equipment to ensure equity in the provision of equipment for disabled and non-

disabled people.
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The IFI appear to be the ‘standard’ in terms of disability inclusiveness within the fitness
industry and therefore it was decided that it would be useful to compare what was currently
available in Glasgow City Council facilities with the list of IFI accredited equipment.
Facilities [unded by (he [FI must have at least 6 pieces of IFT accrediied equipment, which
should include a treadmill, bikc, upper body ergometer, leg extension, leg curl and upper
body multistation. These 6 items of equipment were therefore chosen as the items within

Glasgow City Council facilities that should be examined with regards to the TFT list.

Information on accrediled equipment and inclusive equipment criteria were obtained from
the IFI website (www.inclusivefintessinitaitve.org). Information about the organisation

was also obtained through email correspondence with the regional co-ordinator.

In order to gain information about the equipment within Glasgow City Council gyms, each
facility was contacted by telephone. Those answering the phone at reception were asked
what range of cardiovascular (CV) and resistance machines were stocked within the
facility. The manufacturers were compared to those on the IFI accredited list. If the
relevant manufacturer was found on the list for either the CV or resistance machines then
the facility was contacted again and gym staff asked if they could indicate the relevant

model. This information was then compared to the list {o see if the specific item was listed.

In addition, all facilities were contacted to establish whether the facility bad a pool hoist or
chair. This equipment enables those with a physical impairment to access the pool more

easily, thus potentially increasing physical activity opportunitics.

Results

After examining the information provided by the G.C.V.S sports team, the following data
was extracted in relation to individuals with a physical impairment. Within the Glasgow
City Council sports equality programme there are 120 weekly physical activity
opportunities. These opportunities are available to a variety of individuals including those
with learning difficallies and those from minority ethnic backgrounds. Of the 120
oppottunities, 16 are available to adults with a physical impairment. All 16 are delivered in
conjunction with either older adulls or individuals with learning difficulties. No specific

sessions are run purely for individuals with a physical impairment.
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Types and frequencvy of activities

Bach programume was examined firstly in terms of the range of activities available to
individuals with a physical impairment and the frequency of their provision. Table 4.1

outlines how the 16 scssions were comprised:

Table 4.1: Outline of the 16 sessions provided as part of the sports equalities

programime
Type of activity Number of opportunitfés in a week
(Frequency)

Swimming 6

Gym based programme 4

Circuits/Aerobics 3

 Multisport 1

f.ine Dancing - 1

Tennis 1

Within the programme ¢ different activities were on offer, which would seem to give
people quite a reasonable level of choice. However there are discrepancies in how
frequently these opportunities are provided. Swimming is by far the most frequenily
provided activity, with 6 sessions per week whereas the multisports, line dancing and
tennis sessions are only provided once a week. This therefore does not allow much scope
for participation in the full range of activities particularly if the location and timing of the

opportunities do not suit.

Location of the activities

Glasgow City covers a geographic area of approximatoly 68 square miiles (17,730 hectares)
with a population of over 60, 000 people. In terms of culture and leisure services the city

is split into 8 geographical areas, which arc listed in table 4.2:
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Table 4.2 Geography of Glasgow City Council area teams

Area Team Geographical areas covered
1 Partick, Drumchapel, Summerhill, Drumry, Knightswood, Yoker,
Drumchapel and West | Annicsland, Jordanhill, Scotstoun and Whiteinch
2 Kelvindale, Hyndﬂiﬁd, ﬁiiilﬁeﬁd, Ké'l"w;ih',"}&nderston, Woodlands,
North West Summerston, Maryhill and Queens Cross |
3 ' vaan, Gorbals, Penilee, Cardonald, Pollockshiclds,
Govan, Penilee and Hutchesontown
Gorbals
4 Pollock. Mosspark, Crookston, Nitshill, Darnley, Carnwadric,
Greater Pollok and Strathbungo, Langside Pollokshaws ,
South Side
5 Milton, _Possilpark, Merchant City Royston, Springbwrn,
North Dennistoun, Robroyston
6 Carntyre, Queenslie, Greenfield, Barlanark, Gartjamlock, Ruhazie, |:
Greater Easterhouse and | Cranhill Easterhouse
North East
7 Bridgeton, Calton, Dalmatnock, Parkhead, Shettleston, Tolleross,
East End Mount Vernon, Garrowhill Ballieston
8 | Castlemilk, Govanhill, Cathcart, Mount Florida, Toryglen,
South East and Kingspark, Carmunnock Batileficld
Castlemilk

The distribution of the Glasgow Club facilities in relation to these geographic areas are

outlined in table 4.3.
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Table 4.3 Location of Glasgow City Council facilities by area team

Area Facility in that area
1 Donald Dewar Leisure Centre, Dromchapel Swhmniné Pool, Scotstoun
Leisure Centre, Yoker Sports Cenlre
2 North Woodside Leisure Centre, Kelvinhall International Sports Arena
3 Gorbals Leisure Cenire, Bellahouston Leisure Cenire
4 Pollok Leisure Centre
5 Springburn Leisure Centre, Whitehill Pool
6 Easterhouse Sports Centre, Easterhouse Swimming Pool
7 Tollcross Leisure Centre
8 Castlemilk Pool, Castlemilk Sports Centre, Holyrood Sports Centre

Each area has at least one of the Glasgow Club facility located within it. This means that
potentially there is the opportunity for access to a leisure facility for participation in somc
form of physical activity and for the sports equalities programme to offer specific

opportunities to individuals with physical impairments across the city.

However when the programme was examined in {erms of the geographic spread, of the 16
opportunitics currently available to thosc with a physical impairment, 50% of all
opportunities take place in area 1 (n=8), with all 8 being delivered at Scotstoun Leisure
Centre. In terms of provision this cquatcs to all of the swimming opportunities and 2 of the

4 gym sessions.

In area 2, three sessions are provided: one circuit/acrobics class, the weekly multisport
session and the weekly line dancing session. Two [facilities are used for the delivery of
these 3 sessions. The multisport session is delivered in the Kelvinhall ISA whilst the other
two sessions take place in a recreation centre in Wynford, near Maryhill. The latter of these

facilities is not part of the Glasgow Club.
The fourth of the 4 weekly gym sessions occurs in area 5 at Springburn Leisure Cenire

with Tollcross Leisure Centre in area 7 hosting the second of the weekly circuit/acrobics

classcs. There arc no scssions currently provided fo adults with a physical nnpairment in
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areas 4, 6 and 8. This means that currently anyone from these areas wishing to access one

of the sports equality programme opportunities would need to travel to another area.

Whilst there is a reasonable geographic coverage across the city, the density of activities
offered in certain areas means that the provision becomes more limited than it would at
Grst seem. As all the swimming sessions are delivered in area 1 anyone wishing to access
these sessions would need to travel to Scotstoun Leisure Cenire. For someone from
Shettleston who relics on public transpor( and wishes (o access the swimming programme
the distance may be a barrier to participation. The number 62 bus goes from Shettleston to
Scotstoun but it takes approximately 52 minutes either way which could prove too time
consuming, particularly iI the bus timetable does not fit with the session times.

Alternatively a taxi may prove too expensive. The results are outlined in table 4.4

Table 4.4 The leisuxe opportunities available in each geographic arca

Area Activities on offer
1 Swimming x 6, Gym scssion X 2,
2 Circuit/ Aerobics, Multi Sport, Line Dancing
3 Gym session, Circuit/aerobics Tennis -
4
5 ' Gym session
< .
7 Circuit/Aerabics
8

Days of the weck and timings of the sessions

Tn addition to the frequency and location of these activity opportunities, it was felt that it
was also important to cxamine the spread of activities available throughout the week and
the timings of these opportunities as these too may impact on an individual’s ability to

access the opportunities provided. Table 4.5 outlines the days of the week the opportunities

are available.
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Table 4.5 Available opportunities by days of the week

Day of the Opportunities Available
week
Monday Circuit/Aerobics, Gym
Tuesday Swimming x3, Circuits/aerobics x 2, Gym

Wednesday Tennis

Thursday Swimming x3, Multisport, I.ine Dancing, i
Friday Gym x2 |
Saturday
Sunday

Looking at the information in isolation there appear to be a number of opportunities
available to individuals with physical impairments throughout the week, although this
could be improved by having opportunities availablc at the weckend. However, when the
information is viewed in conjunction with all the information previously outlined, it
becomes apparent that people’s choices could be quite limited depending on where they
live, what access they have to transport, and the type of activities they want to participate

in. Table 4.6 outlines the timings of the available sessions.

Table 4.6 Timings of the weekly opportunities

Start time between Number of sessions

9am and 10am 0

10am and 11am

11am and 12 noon

12 noon and 1pm

Sl Ol &

1pm and 2pm

The majority of the sessions (1=10) are run before lunchtime, with the remaining 6
sessions taking place in the slot directly after lunch, starting sometime between 1pm and
2pm. The timing of the sessions may be based on user feedback and thus these could be the
time slots that most suited the majority of individuals, certainly the Ipm slotl had been
popular amongst those attending the “Adopt a Lifestyle pilot. However having sessions in

the early evening would give those who may be working or who rely on others for
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transport, greater flexibility and choice, particularly as there is currently no weekend

coverage.

Table 4.7 Sports equality programme for adults with a physical impairment

Day Venuc (area) Activity Time
Monday Tolleross {7) Circuit/Aerobics 11.00-12.00n00on
Gorbals (3) Gym 1.30-2.30pm
Tuesday Scotstoun (1) Swinming 10.00-10.40am

10.40-11.20am
11.20-12.00noon

Wrynford (2) Circuit/aerobics 10.30-11.30am

Springbuin (5) Gym 1.00-2.00pm

Gorbals (3) Circuit/aerobics 1.30-2.30pm

Wednesday Gorbals (3) Tennis | 11.00-12.00
Thursday Scotstoun (1) Swimming 10.00-10.40am

10.40-11.20am
11.20-12.00noon

Wynford (2) Line dancing 10.30-11.30am
Kelvinhall (2) Multisport 1.30-2.30pm
Friday Scotstoun (1) Gym 1.00-1.40
1.40-2.30

As a whole the sporls equality programme does offcr some specific opportunities for those
with a physical impairment to participate in physical activity and goes somc way (o
increasing opportunities for individuals to participate, However at present there are still 2
number of restrictions on what people can access, as the choice of activity is limited by the
location, timing and [requency of the sessions. More comprehensive coverage is needed in
order to widen access for those with physical impairments and ensure equity of opportunity

within Glasgow Cily Council.
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Gym Facilities

Of the 17 facilities, which together comprise the Glasgow Club, 14 have gym/fitness
facilities. One facility was undergoing refurbishment therefore information could not be
gathered aboul the equipment available within this facility. The remaining 13 Glasgow
Club facilities were contacted about the equipment available within their gyms. To give
disabled people a full body workout, the k1 recommend that there be a IFI accredited
treadmill, bike, upperbody ergometer, upper body multistation, leg curl and leg extension
machine. Therefore information was gathered for each of these pieces of equipment and

compared to that on the IFI accredited equipment list.

The IFT were asked if they could indicate whether certamn pieces of equipment had ‘failed’
to gain IFI accreditation to see if any of the pieces within Glasgow City Council facilities
had failed to gain inclusive accreditation. When asked, the 11 explained that they could
not indicate what products “failed’ to gain accreditation, as the process of gaining
accreditation was often ongoing. Many manufacturers would after a “failed’ submission be
given guidance on how to adapt their products to meet the IFI criteria and thus many

products were cutrently being adapted so that they could then be resubmitted.

Other than failing to be accredited, another reason certain picecs of cquipment may not be
on the Il website is that manufacturers may simply not have put forward particular pieces
for accreditation. It was therefore decided that the particular brands of equipment within
the Glasgow City Council facilitics not found on the IFI list would not be outlined.
Additionally it was felt that concluding statements could not be made as to the
inclusiveness of Glasgow City Council Facilitics. Rather it was decided that what could be
talked to was whether the pieces of equipment within the Glasgow City Council Glasgow
Club facilities were on the ITI list and thus, based on the current IFI criteria whether the
IFT would consider them an inclusive facility.

The results are tabled in 4.8
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Table 4.8 Presence of IFI equipment in each Glasgow Club facility

Name of Treadmi| Bike or | Upperbody | Upperbody = Leg | Leg

Facility 1 recumbe | ergometer | multistation | curl | exten
Y=Yes Y/N nt Y/N Y/N Y/N
N=No Y/N
Bellahouston N _ N N N N N
Castlemillk N N N N N N
Donald N N N N N N
Dewar
Easterhouse N N N N N N
Gorbals N N N N N N
Holyrood N N N N N N
Kelvinhall N N N N N N
(ISA)
North N N N N N N
Woodside
Pollok N N N N N N
Scotstoun N N N N N N
Springburn N N N N N N
Leisure
Centre
Tolleross Y Y N N N N

(Upright
&
Recumbe
nt)

Whitehill N N N N N
Pool
Yoker N N N N N
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Treadmills
The IFI currently have 9 acoredited treadmills made by 5 different manufacturers
recognised as being mclusive pieces of equipment. At present aonly 1 Glasgow City

Council facility stocks an IFI accredited treadmill.

Cycles
There are 9 recumbent cycles and a further 10 upright cycles that have been identified by

the ITI as suitable for use by both disabled and non disabled people. Of the Glasgow City
Council facilities examined, only 1 had IFI accredited cycles, both accredited upright and

recumbent cycles.

Upper Body ergometer

The IFI recommend that facilities have an upperbody ergometcr. There are 3 upperbody
ergometers on the market that have IFI accreditation and a further 11 with lower body
options. These ergometers are wheelchair accessible and thus ensure that individuals who
nse their wheelchair for mobility can derive a cardiovascular workout, They are however
are also suitable for non-disabled individuals. Not one of the Glasgow facilities currently
has an upper body ergometer as part of their equipment range. The lack of this piece of
cquipment could be limiting the opportunities for some individuals to derive a
cardiovascular workoul and the potential health bencfits that this type of workout could

bring.

Leg Curl & I.eg Extension
There are 6 leg curl and 6 leg cxtension picces of equipment accredited by the IFL. None of

the gyms currently stock a range that has thus far been given [IF1 accreditation.

Upper Body Multistation
34 upper body multistations have gained IFI accreditation. Not one facility reported having

an IFT accredited upperbody multistation.

Pool Hoists and Chairs

In addition, each of the 17 facilities within the Glasgow Chub were asked if they had a pool

hoist or chair, The results are tabled below in table 5.9.

109




Table 4.9 Presence of Pool Hoist or Pool Chair in each Glasgow club facility

Donald Dewar Leisure Centre

Easterhouse Pool

Name of Facility Pool Hoist/Chair
Bellahouston Sports Centre Yes
Castlemilk Pool Yes
Castlemillk Sports Centre No Pool
Drumchapel Swimming Pool Yes
No Pool

. Undergoing refurbishment

Easterhouse Sports Centre ~ No Pool
Gorbals Leisure Centre . Yes
Holyrood Sports Centre | Not currently
Kelvinhall International Sports Arena | No Pool
North Woodside Leisure Centre No

Pollok Leisure Centre

Pool Chairs- beach entry

Scotstoun Leisure Centre Yes

Springburn Leisure Centre Pool Chair R
Tollcross Leisure Centre Yes

Whitehill Pool Yes

Yoker Sports Centre No Pool

Of the 17 facilities, 12 had a pool within it. One of these 12 facilities was currently

undergoing refurbishment and therefore it was not possible to establish whether it had a

hoist or chair or if it were going to have one. Of the remaining 11 facilities with a pool 9

had either a hoist or chair by which those with a physical impairment could access the

pool, 2 facilities did not have a pool hoist or chair. Onc of these facilitics indicated that

they currently shared the pool with the local school and that they were investigating the

possibility of acquiring a hoist.
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Discussion

Lack of opportunity and lack of snitable equipment are often highlighted as a barrier to
physical activity participation amongst disabled people(Levins et al., 2004; Rimmer et al.,
2004). In Glasgow The ‘Adopt a Lifestyle’ pilot highlighted in chapter 3, evolved because
it was rccognized that there were relatively few opportunities available for those with a
physical impairment to participate in physical activity. The ‘Adopt a Lifestyle’ pilot was
relatively successful and did provide opportunities for those with a physical impairment to
engage in physical activity, however it was felt that were it to be rolled out there would
need to be greater flexibility in terms of location and frequency. Three years on the Sports
Equalities Programme has certainly increased the provision for this group of individuals
and covers a wider geographic area, however the opportunities available are still quite
limited.

As part of the Sports Bquality Programme there are 16 weekly opportunities for those with
a physical impairment to participate in physical activity. However, because there are a
number of different activities on offer, the frequency with which these can be provided is
quite limited. Additionally the frequency of provision varies considerably between
activitics, meaning the degree of choice is not consistent across the provision. Furthermore,
the provision is unequally spread across the city with certain activities only being offered
in certain areas, thereby the accessibility of this programme is decreased depending on

where people reside and their access to transport.

A programme covering every area, with multiple opportunities provided on a number of
occasions, at a variety of times would certainly increase provision. However, the capacity
to deliver a more extensive programme may currently be limited by the number of staff
available to deliver sessions spocifically for pcople with physical impairments. The sports
equality team currenfly delivers 120 sessions a week and consists of 4 contracted coaches,
2 of whom work 28 hours a week and 2 who work 24, although there arc some sessional

coaches who work a couple of sessions a week.

Training people to teachfinstruct disabled people in exercise/physical activity would

therefore seen one of the key ways to increasc provision. However, whilst hiring and
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training more staff to deliver an increased number of sessions as part of the sports
equalities progranune is one way the numbcer of opportunitics could be increased, there are
some points that should be considered:
e Is there the demand for an increased number of classes for individuals with a
physical impairment or indeed any impairment?

s Are the classes full enough to be economically viable?

If the numbers are relatively low then there should be assessment of whether putting on
more opportunities specifically for thosc with physical impairments is the most appropriate

approach,

An alternative option would be to train existing stall working in leisure facilities, who
teach/instruct within the mainstream programme. If these instructors were trained in
teaching exercise to disabled people, then rather than trying to expand the provision within
the sporls equalitics progranme, mainstream classes could be adapted if and when required
to accommodate all disabled people, thus increasing opportunities within the existing

provision.

Disabled people, or those with a physical impairment, are not currently exchuded from
mainsiream provision, however this {raining would increase staff confidence in adapting
their classes and thus the mainsiream sessions could be promoted more proactively to
disabled people. In the futurc it should be mandatory that in addition to basic gym and
aerobics qualifications, all staff teaching/instructing within Glasgow City Council facilities

be required to undergo an additional qualification around disability and exercise.

If the latter of these options were to be taken forward then leisure cenfres might need to
consider the types of classes being provided. Many of the Glasgow City Council facilities
offer Body System classes such as * Body in Balance’ ‘Body Step’ ‘Body Pump’. These
classes have sel routines and, whilst when contacted, the Body Training Systems company
indicated that some classes may be able to be adapted, these types of classes are perhaps
less easy to adapt than some others which are less rigidly structured. Facililies might
therefore want to consider devising class timetables that strike a balance between

commercial style classcs and those devised by the individual instructor.,
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Gym inductions and gym programmes would be another way of incrcasing programmes
These allow far more freedom for individuals, in terms of time, frequency and reliance on

a particular session being available. They also however require suifable cquipment.

During the ‘Adopt a Lifestyle’ pilot evaluation highlighted in chapter 3, one of the key
issues arising was the lack of suitable equipment within the pilot gym. During this study,
the equipment available across all of the Glasgow Club facilities was examined. The IT'T
inclusiveness standards were used as reference and whilst it could not be said that the
equipment was unusable by all people with a physical impairment or other disabled people,
it could be stated that Glasgow City Council facilities had very limited IFI accredited

equipment.

Not one facility had an upperbody ergometer, meaning that not one facility bad the three
key identilicd picces of cardiovascular equipment recommended by the IFL. One out of the
15 facilities had both an IFI accredited treadmill and bike. None of the facilities had an
accredited piece of muscle conditioning equipment, which could potentially enable

individuals to increase their strength.

One facility did have cardiovascular equipment designed specially for disabled people and
this is noteworthy. There may be facilities that have purchased pieces of equipment for
specific use by disabled people, and thus may be able to accommodate people with
particular impairments more readily than other facilities. The advantage with the IFI
equipment is that it has been considered for each impairment group, for example learning
difficulties, visually impaired, and for non-disabled users, and therefore is completely
inclusive, Specialised pieces of equipment may only be suitable for certain impairiments
and thus it could be quite a drain on resources and space to keep purchasing different
picces to accommodate a range of individuals. Additionally, buying individual pieces for
people with a particular impairment may also mean that there are only a limited number of

pieces available to that person.

Whilst it is perhaps cost effective to go with particular brands of equipment, those
purchasing equipment need to consider the guidance given by organisations like the IFT in

order to ensure that money is not being spent on equipment that then makes the gym less
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inclusive. Using the IFI guidlines, gyms would have a range of pieces that could be used to
give all individuals, whether they have an impairment or not, a full body workout and

would be much more in line with the DDA.

A complete refit of all facilities would be extremely costly to complete simultaneously,
however when equipment is being renewed, those refitting facilities should look to invest
in equipment aceredited by the IFI. Any new- built facility should also be encouraged to
invest in IFI accredited equipment as a means of increasing access to physical activity
opportunities for disabled people. Buying inclusive equipment, in conjunction with
enhanced staff training for those inducting disabled people on equipment use, should

increase the potential opportunities for participation among disabled people .

Conclusion

The Disability Discrimination Act addresscs inequalities faced by disabled people
relation to access to goods and services. This means that with regard to physical activity
disabled people shounld be enabled to have equitable opportunities to participate in relation
to non-disabled individuals. Previous research has shown that two of the key barriers to
participation for disabled people are often lack of suitable equipment and lack of available

opportunities both of which are rclatively casy to address.

The purpose of this study was to look at specific physical activity opportunities available to
those with physical impairments within Glasgow City and the equipment available within
the Glasgow City Council Glasgow Club facilities to see if recommendations could be
made as to how physical activity opportunities could be increased for these individuals,

Based on the findings the following are recommended:

1) Feasibilily and cost effectiveness of increasing the number of specific opportunities for
those with physical impairments needs to be examined and weighed against increasing

provision through mainstream programmes.

2) All staff working in gyms and teaching classes should be put through 4 formal exercise
and disability qualification upon appointment or be required to have it alongside any other

required qualification when applying for posts.
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3) Mainstream cxercise class programmes need to be examined with regards to the
commercially produced content of the classes. These classes may be less able to
incorporate those with disabilities and therefore need to be evenly weighted with classes
where teachers have more freedom o adapl their teaching. Alternalively consultation needs
to be carried out with commercial class providers such as Body Training Systems on ways

to adapt the classes on offer.

4) Gyms should look to carry the minimum 6 picces of IFI equipment required to ensure
disabled pcople have access to a full body workout. A staged approach counid be taken to
minimize expenditure however a deadline should be set for having this in place and all new
build facilities should purchase such equipment as standard. Contact should be made with

the IFT to keep up to date with any changes to their recommendations.
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Chapter 5

Survey of individuals with physical impairments and
parent/carers

Introduction

Two thirds of the European population is still not undertaking sufficient physical activity
to meet the current recommendations for health (Blamey & Mutrie, 2004). In order to
impact on the health of individuals and the nation as a whole, this paltern of scdentary
behaviour needs to be addressed. The challenge for exercise specialists is establishing how

best to do this effectively.

Part of the difficulty in establishing how best to increase physical activity levels according
to Blamey and Mutire (2004} is thal although there is evidence which highlights the
effectiveness of some physical activity interventions there are still gaps in the evidence
base which make it hard for practitoners and policy makers to know which interventions to
use when and where. Blamey and Mutrie state that more information is required in order to
understand how best to influence behaviour and recommend that new and more integrated

approaches to evaluation and practice are adopted.

Ag various rcscarch papers have outlined, the knowledge base for disabled people is
considerably less well established than that for the general population and so it can be
assumed that exercise professionals und policy makers are even less well informed about
developing strategics and intcrventions which might effectively increase the participation
for specific populations such as those with physical impairments. Before interventions can
be designed or tested for disabled people much more information is required to gain an

understanding of the issues they face.

In 2001 sportscotland commissioned research from Scot Porter Research and Marketing
Litd as a means of providing sportscotland and others with some dircction for increasing
access to sport among disabled people living in Scotland (Scot Porter Research and

Marketing Ltd, 2001). What this research aimed to do was gain an understanding of the
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barriers faced by disabled people with rcgards to participation in sport and come up with

an actionable strategy to tackle these.

The research established that there were three Key attitudinal or behavioural types based on
the individuals® level of self confidence and their underlying attitude to their impairment
(Scot Porter Research and Marketing Lid, 2001). They found that in relation to physical
activity participation it was these underlying factors that determined the attitudes,
hehaviour and barriers faced rather than the naturc of the impairment itself. Through their
research they found that individuals faced slightly different barriers to physical activity,
depending on the stage of behaviour change these individuals were at and also the
individuals’ atitudinal type for examplc precontemplators faced different barriers to

preparcrs.

In addition to providing a framework for the way forward, another key objective of the
study was to provide guidance on future research needs. The recommendations included
the need to examine:

» Perceived value of participation in sport

» Reasons for non participation

* Levels of awareness of what is available and perceived appropriateness of this

» Levels of participation broken down by variables such as age; gender; social class;

urban V’s rural; and type and severity of disability.
e Types of sport the target group are taking part in
» Where they are taking part.

Guidance was also provided on the most appropriate methodologies and also the

compostition of the desired sample.

Whilst the sportscotland research is extremely useful and could be used t, it is Scotland
wide and therefore does not perhaps reflect issues experienced locally. Additionally it is
centred on disabled people as a whole and does not extrapolate kcy issues for people with
specific impairments. Blamey and Mutrie state that one of the limitations of current
research is that whilst it highlights the effectiveness ol intervention in ccrtain groups and

setting there is a lack of knowledge about the transferability of many of these
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interventions. In which case althongh the samiple within the sportscotland report may have
included individuals from Glasgow 1t may not be appropriate to use the information
gathered nationally to develop a localized strategy/interveniion (o increase physical activity

amongst a specific disabled population.

The purpose of this study was therefore to adapt some of the recommendations for future

research outlined by sportscotland and establish:

s What the beliefs are of those living in Glasgow with a physical
impairment with regards to physical activity

e What the current level of the physical activity is being undertaken by
those with physical impairments living in Glasgow

® What barriers they experienced locally with regards to physical activity
participation

® What individuals with physical impairments think would help increase
physical activity participation in Glasgow

® The views of parcntsi/carers and the training needs of staff working in

Glasgow City Council leisure facilities.

It was anticipated that this information could be used to develop recommendations that
would provide those working in health, leisure and planning with a baseline from which
future plans to increase participation amongst those with a physical impairment living in

Greater Glasgow could be formed or from which future research could be developed.

Methodology

Ethical Approval
An application for ethical approval was submitted to the University of Glasgow ethics
committee for non-clinical research involving human subjects. This study was given

approval on the 21% of June 2004 (Appendix 3),

Participants
Three key groups of individuals were largeted to participate in this study, The three groups

chosen were:
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Individuals with a phvsical impairment

As the purpose of the study was to look at ways of increasing physical activity
participation among those with physical impairments it was vital that the information

gathered reflect their views, beliefs and behaviours.

Parents/carers of individuals with a physical impairment

In 2002 Heller et al showed that the likelihood of individuals with cerebral palsy
participating in physical activity was influenccd by their parent/carer’s belief about the
benefits of individuals taking part (Heller et al., 2002). Therefore it was [elt important 1o
examine the views of parents and carers to see what impact they may have on activity
levels amongst those with a physical impairment and their views of currenil provision.
Additionally within sportscotland’s repott they recommended that when carrying out future

research around disability and sport, the views of parents and carers also be examined.

Individuals working within Glasgoew City Council Leisure Facilities

The views of this group were included becaunse barriers commonly cited by disabled peoplc
include:

e Attitudes of others (Scot Porter Research and Marketing Ltd, 2001)

e DPerceived lack of knowledge among staff about how to cater to their needs

(Froehlich, Nary, & White, 2002; Rimmer et al., 2004)

Therefore it was decided that it was important to ask staff working in leisure facilities
about the training they had had in relation to disability, any self perceived {raining needs
and their awareness about what physical activity opportunities and facilities were available

to disabled people.

Research Tool

The guidance given by sportscotland on the methodology for future research clearly
outlined that a qualitative approach would be the most appropriate. Within the report it
states that this type of approach would ‘provide (he opportunity to target a wide audience
in order (o provide a robust measurement of attitudinal and behavioural patterns.” Several

methods could have been chosen as a means of collecting the required data and indeed the
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sportscotland report recommends using a mixed methodology including self-completion

questionnaires and face-to-face interviews.

This study was being carried out on a part time basis and therefore the method of data
collection chosen had to manageable in terms of time and capacity. Given that information
for this study was being sought from three different groups within a relalively short
timeframe, it was decided to use one methodology (a sclf~completion questionnaire), Self
administered questionnaires are advantageous because they can be sent to large segments
of the population with relative ease, and therefore have the potential to produce large data
sets at little cost. The downside is however that quostionnaires can often produce low
return rates and the information provided can be affected by personal interpretation of the

questions and respondent bias.

Questionnaire desien

Three separate questionnaires (appendices 20, 21 and 22} were created for this study as the
focus for each group differed slightly. Each questionnaire was designed to be completely
anonymous. Although some demographic information was requested, there was no way of

identifying individuals from their responses.

Where there were different sections, different coloured paper was used to distinguish
between the two, and at the end of each section participants were thanked for their
participation. Most questions were designed to be tick hox questions to make completion

casicr.

People with a physical impairment

The sportscotland report ouflined a number of key areas they were important for future
research. The questionnaire for those with a physical impairment was not designed to
answer all of these but did attempt to address some of them at a local level. The
questionnaire was therefore designed to try and establish the following:
o  Whether individuals with a physical impairment living in Glasgow were currently
active or inactive.
e The types and frequencies of physical activity participation individuals with a

physical impairment living in Glasgow were involved in.
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o Whether individuals perceived there to be any value in participating in physical
activity and what this value might be.

¢ Reasons for non-participation.

s Individuals’ perception of the currcnt provision.

e What individuals themselves think is required to enable people with a physical

impairment to become more active.

Parents and Carers

Because the beliefs of significant others can somectimes influence health behaviours,
parents and carers were asked specific questions outlining their own levels of participation,
how highly they would rate physical activity in relation lo improving health, and their

beliefs aboul the benefits of participation for the individual they support.

Staff working within Glasgow City Council Leisure facilities

As stall knowledge has been identified as a potential barrier to disabled people (Levins et
al., 2004), this questionnaire included questions about what type of training staff had had,
when it took place, who had dclivered it, whether it had been adequate and if they would
like further training. It was anticipated that this would to give a clear picture of where there
may be iraining gaps that could be addressed in order to tackle this perceived barrier.
Additionally staft were asked about their knowledge of provision within the centre for
disabled people. The questionnaire was targeted at reception, gym and pool staff, in order
to get a range of views within the Icisure industry. Those who were directly involved in
physical activily delivery to those with a physical impairment were asked additional
qucstions about the training they had had for this role and about any difficulties they had

experienced.

Participants and Distribution

The sportscotland research report recommends that distribution should be through a range
of channels including both disability organisations and more general channels such as
schools. Because ethical approval was gained through the University of Glasgow ethics
committee and not that which governs the NIIS, no participants could be targeted through

NHS organisalions or facilities. Several web searches were thercfore carried out on the
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Internet to identify disability and carer organisations within Greater Glasgow and contact
was initially made by telephone. Each organisation was given a brief overview of the study
and asked if they would be interested in receiving and distributing the appropriate
questionnaire. Those organisations agreeing to be involved were asked how many
questionnaires they feasibly thought they could distribute in the time frame, which was
approximately one month. Each organisation was then sent the following:

e A covering letter addressed to the manager or key contact reminding them of the
initial contact; outlining the purpose of the study and giving contact details for any
questions or queries they may have had.

¢ The questionnaire and information sheet to be disiributed to participants (either
people with a physical impairment or parents/carers)

s Stamped addressed envelopes for the return of completed questionnaires.

Several organisations felt the return ratc would be better il they used their own self-
addressed envelopes. Once a number of questionnaires had been returned they agreed that
they would make contact and arrange for returned questionnaires to be collected. Because
the focus of this study was adults with physical impairments the questionnaire was not sent

to anyonc under the age of 16.

In order to target those staff working within Glasgow City Council Leisure facilities,
contact was initially made with the overall facilities manager. They were asked if they
would be willing to support this research and allow the questionnaire {o be distributed
within each of the facilities. Glasgow City Council, and NHS Greater Glasgow’s physical
activity team within Health Promotion were in the process of investigating courses for
leisure staff around disability and were therefore supportive of this work. The overall
facilities manager olfered to co-ordinate the distribution through the operational managers
within each facility, who would be responsible for ensuring it was given to each staff
member within the threc key groups: gym, pool and reception staff, Unfortunately this
agreement was not adhered to and despite every effort to liaise with this member of staff

the questionnaires were not administered to Glasgow City Council leisure staff.
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Data Storage

All the data collected during this study was stored anonymously either on a computer file
or in a locked filling cabinet. The only person with access to the information was the

researclier.

Data Analysis

The data collected was entered into SPSS vorsion 11. Because the number of responses
was relatively low, frequency calculations were used to present the data. Where possible
chi-square tests were performed to determine if there were significant differences in the

distribution of variables.

Results

The resunlts are outlined firstly for individuals with physical impairments and then

subsequently for parents/carers.

Individuals with a physical impairment- Return Rate

In total 123 questiommaires were distributed to interested organisations. Assuming that ail
123 were administered, the return rate was 30% (0=36). 2 questionnaires were rejected as
one individual stated they had difficulties with their mental health rather than a physical
impairment and one questionnaire was incomplete. The return rate was therefore 28%
(n=34) although this may be an underestimation as some organisations were unable to say
how many of the batch they actually distributed. Although the return rate was reasonable
for a postal questionnaire, the results generated should be viewed with caution as they
reflect a relatively small number of individuals. The data for some questions was

incomplete.

31 respondents identified their gender, of which 17(58.8%) were male and 14(41.2%) were
female. There was little difference in the age groups of those responding with 17.2% of
respondents indicating that they were in the under 25 bracket, 20.7%, in the 25-34 age
group and, 24.1%, 20.7% and 17.2% in the 35-44, 45-54 and over 55 brackets respectively,
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Eleven people (35.5%) reporied having a physical impairment other than those listed.
However the range of impairments within the ‘other’ category varied considerably and thus

the most commonly rcported collective impairment was cerebral palsy (25.8%, n=8).

44.1% of respondents (n=15) were wheelchair users, the majority of whom used manual
chairs (73.3%). In terms of employment status 62.5% (n=20) were unemployed with a
further 6 (18.8%) in retirement. Only 6 individuals stated they were employed (18.8%).

Activity slatus

The majority (65.6%, n=21) of respondents categorised themselves as being inactive. Only
34.4% (n=11) said that they were active. To gauge how long individuals were cngaged in
sedentary activities they were asked how many hours a day they spent sitting or lying

down excluding sleep. Of the 27 respondents the average time indicated was 7.6 hours,

although the range was from 1-24 hours.

Activity status by gender

Of the 17 males who answered the questionnaire about activity status, 9 (52.9%) were
inactive and 8 (47.1%) were active. With regards to female rcspondents, 9 of the 14
respondents (64.3%) were inactive, 2 (14.3%) were active and 2 (14.3%) chose not to
answer the question. These findings would correspond with findings among the general
populaticn that women are generally lcss likely to be involved in physical activity than
males although no significant difference was found in relation to gender and activity status
(p=0.208) in this study. The results are tabled in 5.1,

Table 5.1 Activity status by gender

What sex are you

Malc Female Total

How would Inactive 9 9 18
you describe  Active
8 3 11
yoursell?
Total 17 12 29
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Activity status by age

The majority of those who identified themselves as being active were in the age brackets
35-44 (71.4%) and 45-54 (66.7%). Nobody in the under 25 age bracket or the over 55 age
bracket identificd themselves as being active with only one 25-34 vear old stating that they
were currently involved in activity. When a chi-square test was performed there were
significant differences found in the age groups of thosc who wore active and inactive
{(p=0.021). This was also the case when the data was collapsed W compare those under 35,
those 35-54 and those 55 and over (p=0.004 but 66.7% of cells had an expected count of
less than 5). However in order to state conclusively that there was a significant difference,
25% or less of the cells would need to have an expected count of less than 5 which was not
the case in either of these tests. Therefore there was no significant difference between
individual’s activity status and their age. Table 5.2 highlights the number of active and

inactive people in each age group. Figure 5.1 illustrates activity status by age and gender.

Table 5.2 Activity status by age

What age group are you in Total

" Over
Under25 125-34 |35-44 45-54 55

How would

you describe Inactive |5 S 2 2 3 17

yoursclf? ?
Active |0 1 5 4 L0 10
Total 5 6 7 6 3 27
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Figure 5.1 Illustration of activity status by gender and age

Activity status by gender and age
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Activity status by wheelchair use and employment

A higher number of wheelchair users reported being inactive than active (10 (75%) v’s 5
(25%) but this difference was not significant (p=0.545). The majority of those respondents

using wheelchairs reported using manual chairs (73.3%).

In terms of employment there was no significant difference (p=0.250) between those who
were active and inactive. Of those who were employed 2 people indicated that they did
some physical activity as part of their journey to work, three said they did not and one
person chose not to answer. Figure 5.2 illustrates the activity status of those using

wheelchairs and their employment status.
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Figure 5.2 Illustration of the activity status of respondents using a wheelchair and

their employment status
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Benefit of physical activity

Individuals were asked to indicate whether they thought they could benefit from
participation in physical activity. The majority of respondents said that they thought they
could benefit (78.8% n=26). The other 21.2% said they were not sure. No one indicated
that they thought they would not benefit from participation, even though the majority of

individuals indicated that they were currently inactive.

Those who were inactive seemed more likely to report that they were unsure if they could
benefit from physical activity than in the active group (23.8% v’s 10%). However people’s
beliefs about whether or not physical activity could benefit them did not differ significantly
according to their activity status (p=0.350)

Perception of the benefits that could be derived from participation

The 78.8% (n=26) who indicated they thought they could benefit from participation, were
asked to indicate what benefits they thought could be derived. One person chose not to

answer this question. The results for the remaining 25 are shown in table 5.3:
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Table 5.3: Perceived benefits that could be derived from physical activity

participation
Perceived benefit from participation in Percentage (%) Frequency
physical activity (n=)

Improve my fitness 84.6 22
Opportunity to meet new people 52.0 13

Feel good about myself |40 16

Improve my strength 68.0 17
Improve/maintain ability to carry out day 640 16

to day tasks

Help to maintain or lose weight 76 19

Improved fitness and weight maintenance/loss were identified most often. Improved
strength, ability lo maintain daily activities and feel good about onesclf were also highly
rated, with differences in actual numbers corresponding Lo one or two people. When. chi-
square tests were carried out on the data no significant differences were found in relation to
the perceived benefits amongst those who were active and those who were inactive. The

results are shown in table 5.4

Table 5.4 Perceived benefits of participation in physical activity in relation to current

activity status and statistical difference.

Perceived benefit from | Active respondcnts Inactive p-value
participation in physical activity | (n=number) respondents
{n=number)
Improved fitness 7 15 0.249
Opportunily to meet new people 3 11 0.089
Feel good about myself 4 13 0.070
Improve my strongth 7 10 0.437
Improve/maintain my ability to |6 11 0.563
perform day to day tasks
Help to maintain or lose wéight s 14 0.204
Other 0 2 0.387
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How people became involved in phvsical activity

The 11 people who were currently active were asked to identify how they had become
involved in physical activity. Nine people answered, the majority of whom said that they
had become active because they wanted to (50% n=3), although this was often stated in
conjunction with other reasons such as their parent/carer encouraged them or their doctor

had advised them to. The responses are tabled in 5.5

Table 5.5 Ways in which individnals identified they had become involved in physical

activity

How became involved Frequency (n=)

Necided [ wanted to

Parent/carer

Doctor advised me

Leisure centre advertisement
Through school

Through Friends
Other

——oow?-b;-bm

The remarks made in the ‘other’ response included ‘always been sporty’.

Reasons for nonpariicipation

Those individuals who said that they were not currently active and had no intention of
becoming active and those who said they were not currently active but had been thinking
about it were asked to cite why they were not involved in physical activity. The highest
responses were that it was ‘too expensive’ and that they ‘don’t know what to do’ although
this corresponded to only 5 individuals respectively (29.4%). There was little difference

between the number of responses for cach reason.
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Figure 5.3 Reasons individuals identified for non participation in physical activity

Reasons for non participation
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Physical activity behaviour

Based on the PADS questionnaire, those who said they were currently active and involved
in structured activity were asked a series of questions about the types, frequency and
duration of physical activities they were involved in. The data for those who had indicated
that they were involved in more leisure type activities (n=2) was incomplete and is
therefore not reported. The results for people involved in structured activities are tabled in
tables 5.6 - 5.9.
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Table 5.6 Type of activity individuals identified that they were involved in

Respondent Composition of their activity programme -
Aerobic Strength Flcx1b111ty_
2 v v
3 | — v
4 v v )
s %
6 Y
7 ‘ v’
g v v
9 v

Eight of the nine respondents (88.9%) were doing some form of aerobic activity, 4 were

doing strength (50%) and 1 was doing flexibility (12.5%). With rcgards to the actual

aclivities being undertaken within each of these types of activity, the range was quite

divarse. Table 5.7 oullines the actual activities individuals were participating in.

Table 5.7 The actual activities individuals identified that they were involved in by

type
Respondent . Actual activity within their prdgi’éﬁlme
’ Aerobic Strength Flexibility
1 “Walking -
2 Swimming Cardiac Rehab o
3 Biking and Rowing machines Training machines |
4 ' Swimming Movement Therapy
5 Biking
c —
7 Walking
8 Gynvbike/crosstrainer/rowing Taichi
0 -
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[n order to gauge how regularly individuals were participating in the above activities,
individuals were also asked to indicale how many times a week they were participating in
the activity they had previously indicated. Table 5.8 outlines the frequency of individuals’

participation.

Table 5.8 The number of sessions individunals identified participating in per week

Respondent Composition of their activity programme
{n= number of sessions)
Aerobic Strength Flexibility
] - .
2 5 3
3 6 (3+3) 3
4 4 ‘ 1
5 3
6 1
7 -
8 1 1
9 5
Average number of | 2.5 3 1 -
sessions per week

On average those who had given frequencies and were participating in aerobic activity did
so approximately 3 times a week. Those who were participating in strengih activities
averaged approximately 3 times a week. Only 1 person indicated that they participated in

flexibility activities and this was carried out once a week.
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Table 5.9 How long individuals spent per session participating in activity

Respondent Duration of time spent participating in activity
programme (n=number of minutes)
 Aerobic Strength Flexibility

4 -

2 30 60

3 20+15 20

4 45 20

5 30

6 30

7 30
8 20 25

9 30

Average duration of | 32 33 25

participation

(rounded up to

nearest minute) i

With regards to the time spent participating in physical activity, those participating in
aerobic activity did so on average for 33 minutes a day. Those taking part in strength
activity on average spent 33 minutes a day participating, with the only person who

identified themselves as doing flexibility work spending 25 minutes a day doing so.

Of those participating in physical activity, 62.5% (n=5) identified their programme as
being of moderate intensity i.e. where you breathe a little harder and may possibly sweat.
The remaining 37.5% (0=3) said their programme was light. No one ideniified his or her

programme as being of a vigorous intensity.
Four respondents stated that they had been participating in physical activity for more than a

year with 3 stating that their participation in activity had been for less than 1 year. Two

people chose not to answer this question.

133



Other activities.

Individuals were asked several questions taken from the PADS tool, the first of which

related to household chores.

Household chores

Individuals were asked to indicate whether their household chores were done by
themselves or someone else. Approximately 56% (n=15) of those who responded said that
someone else did their household chores for them. Of these 15 respondents the majority
were currently inactive (60%). Of the 12 respondents who did their own household

activities, 8 identified themselves as being inactive and 3 were active, 1 did not answer.

Looking at these figures proportionally, a higher percentage of the inactive group
compared to the active group were performing household activities for themselves (47.1%

v’s 33.3), although no significant difference was found (p=0.402).

Although collectively the majority of individuals had their household activities done for
them, what these findings do indicate is that a number of individuals who identified
themselves as being inactive were actually getting some physical activity through
household activities.

Figure 5.4 Illustration of who performed household chores by activity status
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Activities of daily living

In addition to questions about household chores, individuals were also asked about
activities of daily living such as dressing and bathing and whether these activities were
performed without assistance, with some assistance or with full assistance. Fifty-three
percent (n=18) of respondents said they performed activities of daily living with no
assistance, 23.5% (n=8) said they required some and 23.5% (n= 8) said they required full

assistance.

Of those who were active 45.5% (n=5) said they required no assistance, 36.4% (n=4) said
they required some and 18.2% (n=2) said they required full assistance. Of those who were
inactive 57.1% (n=12) said they required no assistance, 14.3(n=3) said they required some
and 28.6(n=6) required full assistance. Higher proportions of those in the inactive stages
required no assistance and full assistance than in the active stages, but the difference was

found not to be significant (p=0.349).

Figure 5.5 Illustration of the degree of support required when performing activities of

daily living by activity status
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Similar to the findings relating to household chores, the results of this questionshow that
otherwise inactive individuals were getting some activity through other means, in this case

activities of daily living.

Difficulties/ Barriers

32 individuals answered the question asking if they had ever experienced any problems or
difficulties which had stopped them doing physical activity. 25 individuals answered yes
(78.1%). When asked to identify key barriers in relation to physical activity the responses
are shown in figure 5.6 collectively and then separately for those who were active and

inactive.

Figure 5.6 Illustration of the barriers experienced by inactive and active individuals

collectively
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Looking at the results collectively the top 4 barriers for individuals relate to design of
facilities, travel, lack of equipment and lack of staff knowledge. When the barriers were

looked at in terms of people’s activity status, the barriers were as shown in figure 5.7

Figure 5.7 Illustration of barriers experienced by activity status
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Barriers

For those who were inactive, lack of own knowledge about what to do appeared to be the
most commonly experienced barrier alongside travel difficulties. For those who were
active, poorly designed facilities was the most frequently reported barrier followed by lack

of equipment and lack of staff knowledge.

Current opportunities

When asked about the current opportunities available to disabled people the majority
(48.5%) said that there were some, but not as many as for non-disabled people. Eight
people stated that there were definitely not sufficient opportunities for disabled people to
take part in physical activity (24.2%) and 8 said they did not know (24.2%). Only 1

individual felt there were the same opportunities as for non-disabled people (3%).
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Looking at these views in terms of activity status, there were no significant differences in
the views of those who were active and those who were inactive (p= 0.229). More of those
who were active than inactive felt that they did not know if there were enough

opportunities to take part in physical activity than in the inactive group.

Figure 5.8 Illustrations of individual’s perception of the available opportunities in

Glasgow by activity status
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Increase physical activity participation

97% of respondents said that more could be done to enable those with a physical
impairment to participate in physical activity. Only 1 person said no (3%). Figure 5.9

illustrates what people indicated they thought was needed.
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Figure 5.9 Illustration of what individuals identified as being required to increase

participation in physical activity amongst those with a physical impairment in

Glasgow.
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Collectively (active and inactive) respondents felt that suitable equipment; better trained
staff and specific classes were the three main things that would enable people to become
more active. Those who were active most commonly identified better trained staff, suitable
equipment and reduced costs, whilst those who were inactive said specific classes, suitable

equipment and better trained staff.

Parents and Carers - Return rate

A total of 140 questionnaires were sent to organisations to be distributed. Of the 140
questionnaires, a total of 46 were returned. Three questionnaires were rejected for the
following reasons: two did not fit the inclusion criteria as the person being cared for did
not have a physical impairment, the other was blank and with a covering note explaining
that they were unable to complete it due to recent bereavement. 43 questionnaires were
included yielding a 30.7% return rate. Although the return rate was reasonable for a postal
questionnaire, the following results should be viewed with caution as they reflect a

relatively small number of individuals.
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Respondents

Of the 42 respondents who identified their gender (97.7%), 81% were female (n=35) and
16.3% were male (n=7), perhaps reflecting gender differences with regards to ‘caring’
roles. In terms of age the majority of respondents (51.2%) were over 55 (n= 22) with 75%
of males (n=3) and 54.3% of females (n=19) identifying themselves as being in this age
range. No one identified himself or herself as being younger than 25 with only 2
individuals responding to being in the 25-34 age bracket. Three males and 1 female chose

not to identity their age.

Table 5.10:Table outlining the age of the respondents

Age of respondents Number of respondents
25-34 2

35-44 6

45-54 8

Over 55 22

Person they care for

In terms of gender there was virtually a 50:50 split. Just under half (48.8%) of the
individuals being supported were male (n=21) and just over half (51.2%) were female. The
majority of respondents (72.1%) were supporting someone over the age of 45 with 9.3%
(n=4), 4.7% (n=2) and 9.3%(n=4) supporting individuals in the 35-44, 25-34 and under 16

brackets respectively.

The individual respondents supported generally (42%) had an impairment other than was
listed on the questionnaire. Within the category ‘other’ there were a range of impairments
with not everyone listing what this other impairment was. Therefore collectively the most
commonly reported impairment (32.6%) was stroke (n=14). This would seem apt given the
age of those being supported. Cerebral palsy was the next most common impairment

(9.3%, n=4), with those individuals with cerebral palsy comprising the younger age of the
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spectrum. 50% (n=2) of those who had cerebral palsy were under 25 and the other 50%

were under 16.

Activity Status

Of the 41 parents/carers who responded to the question about their own activity status, 21
were inactive (51.2%) and 20 were active (48.8%). Six of the 7 males (85.7%) and 14 of
the 33 women (42.4%) responding to this question identified themselves as being inactive.
There were no significant differences between the gender of respondents and their activity
status. Although the p value was less than 0.05, which would suggest statistical
significance (p=0.046), more than 25% of cells had an expected count of less than 5 which
means that any statistical difference found was not valid due to small sample size. There
was no significant difference between the age of respondents and their activity status

(p=0.609).

Figure 5.10 Illustration of the activity status of those parents/carers responding

according to their gender and age.

Activity status by age and gender
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How highlv parents and carers rate phvsical activity as a roeans of health improvement

On a scale of 1-10 individuals were asked to indicate how highly they rated physical
activity as a means of health improvement. Eighty-eight percent of respondents rated
physical activity above 5 with 73.6% of individuals (n=28) giving it a rating of 8 or higher.
This would suggest that those responding to the questionnaire felt that physical activity had
an important role to play in improving health. There was no significant difference between

how highly people rated physical activity status and their ewn behaviour (p=0.115),

Benelits of physical activity for the person they care for

Although the vast majority of individuals rated physical activity as being highly important
in terms of health improvement, over half (51.2% n=21) of those answering the question

felt that the person they cared for would not benefit from participation in physical activity.

The majority of those parent/carers who felt that physical activity would not benefit the
person they cared for, were themselves inactive (69.2%) although no significant difference
was found between parcnt/carcr behaviour and the belicl about the benefit of physical
activity for the person they cared for (p=0.102). Table 5.11 details the benefits those
parents/carers who felt there were benefits believed the person they cared for could derive

from participation,
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Table 5.11 The benefits parents/carers perceive the persom they care for could

derived from participation in physical activity

‘Benefit Number of parent/carers | Frequency (%)

responding (n=)

Improved fitness 8 48%
Opportunity to meet new | 7 36.8%
people

Improved confidence and | 10 52.6%
self esieem

Improved sirength 6 31.6%
Improved/maintained 7 36.8%
ability to perform day to

day tasks

Weight loss/ maintenance | S 26.3%

Improved confidence and self-esteem, was the most commonly cited benefit, followed by

improved fitness.

Activity status of son/daughter/person they care for

The majority of respondents (76.7%) said that the person they cared for was not currently
active (n= 33). There was no significant difference in terms of gender (p=0.608) or age
between thosc who were active and those who were not (p=0.608). This data relating to

gender is illusirated in figure 5.11 and for age is tabled in 5.12
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Figure 5.11 1llustration of the activity status of those people being cared for by the

respondents collectively (males and females) and by separate gender.

Activity status of individuals people care for collectively and

by gender

Number of respondents

Collectively

Gender collectively and seperately
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Activity
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Table 5.12: Age of those who were reported by their parent/carers as being inactive

and active
Does your son/daughter/person you
care for do any activity at the moment
Yes No
Age — son/daughter | Under 16 0 4
/person you care for | 16-25 2
35-44 1 3
45 and over 6 25

None of those under 16 were active, whereas both individuals between 16 and 25 were

active. The majority of those between 35 and 44 (75%) and those 45 and over (80.6%)

were inactive.

144




Activity status of son/daupghter/person they cared versus their own behaviour

Just over 55% (55.6%) of parents and careers who supported someone who was involved
in physical activity were active themselves. The reversal was frue of those parent/carers
who supported someone who was inactive, with 51.5% of thosc who supported someone
who was inactive doing no activity. Despite this finding, parent/carer behaviour did not

appear to be a significant predictor of the behaviour of the person they cared for (p=0.466).

Physical activity behaviour of the people the respondents care for

Of the 9 individuals who answered this question, 8 identified that the person they cared for
took part in some form of aerobic activity, 2 people indicated that the person they
supported took part in strength training. In terms of actual type of activity the activities
listed included:

1) Swimming 2) Bowling 3) Walking

4) Gym work (strength training) 5) Physiotherapy 6) Keepfit

With regards to the frequency of sessions and duration of the sessions, the responses are
tabled below in table 5.13 and 5.14
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Table 5.13 ¥Frequency individuals were involved im activity on a weekly basis as

identified by parents/carers

h ﬁcspondent Composition of their activity programme
(n= number of sessions)
- Aerobic Strength Flexibility
: 5 |
2 S 3
3 2
4 N . -
5 2
6 1
7 1
8 - -
9 3
10 1 i
Average number of 3 3 1
sessions
(roundedup)
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Table 5.14 How long individuals spent per session participating in activity as

identified by parents/carers

o Respondent Composition of their activity programme
(n= number of minntes)
Aerobic Strength Flexibility
1 S0
2 30 60
3 5
4 - -
5 -
6 30
7 B 1
g - -
9 5
10 30
Average duration |32 60 30
per session g
(rounded up)

Those participating in aerobic activity did so on average twice a week although the range
varied from 1 -3 times a week, for a duration of 32 minutes with a range of 5-90 minutes.
Two people indicated the individuals they cared for performed strength training 2-3 times a
week, however only 1 individual gave an indication of duration which was 60 minutes.
One person thought the person they cared for was participating in flexibility work for 30
minutes, in actual fact the aclivity indicated would appear to be more aerobic in nature e.g.
keepfit. However it was feclt more appropriate to reflect what the individual had indicated

and it was put in the flexibility column.

Parents and carers were asked to identify where the person they cared for participated in

their physical activity, 30% (n=3), 10% (n=1), 10% (n=1), 50% (n=5) responded local
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leisure centre, community centre, hospital and other respectively. Other included outdoors
and bowling green.

Reasons for non participation

For those who said the person they cared for was currently inactive, the question was
firstly posed as to whether they had cver participated in physical activity. Of the 33
respondents, 17 (51.5%) replied yes they had and 16 (48.5%) said no they had not. A
supplementary guestion tried to establish why the person they cared for was not currently
active. Parents and carers were given a list of suggestions including a space for any reason

that may not have been listed. The results are tabled in 5.15.

Table 5.15 Reasons parents and carers gave for the person they cared for not being

involved in physical activity

Reason Percentage (%) | Frequency
(n=)

. Their impairment/disability prevents it 96.6 28
“There are few opportunities in our area 6.9 2

The timings of the opportunities don’t suit 34 1

Other 34 1

They chose not to be 0 0

They used to be but stopped as an adult 0 0

T have never considered it an option for them 0 0

They used to be but stopped as an adult 0 0

[ have never considered it an option for them 0 0

The vast majority of parent and carers attributed the reason for non-participation to the
individual’s impairment. Only 2 people said that there were few opportunities in the area,
with one person identifying that the timings were not suitable. The other reason identified
by one parent/carer was that they had only recently moved to the area and were still trying

to work out what was available.
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Barriers/difficulties

Those parents and carers who cared for someone who was inactive were asked whether the
person they cared for had experienced any barriers to physical activity participation. Of the
33 individuals who cared for someone who was inactive, 28 chose to answer the question.

Eight (28.6%) said yes, 71.4% (n=20) said no.

‘Those who said yes were then asked to identify what these barriers were. Although only 8
people said yes the person they cared for had experienced barmriers, 10 individuals actually
identified barriers. Travel was identified by the majority of respondents as something that
was problematic to those with a physical impairment,

Parents and carers of active individuals were asked what they felt were the key barriers to
participation for those who had a physical impairment. Of the 9 (90%) who answered, the

most commaonly identified barriers were lack of knowledge as what to do and travel,

Among respondents supporting someone who was inactive, pain was ranked higher than
among those supporling someone who was active. Lack of knowledge about what to do
and what was available was again ranked highly perhaps indicating the need for greater

awareness raising among disabled people and parents/carers.

The views of parents and carers are graphically illustrated collectively and then separately

for those who support someone who is active and someone who is inactive in figure 5.12
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Figure 5.12 Illustration of perceived barriers to participation for the person they

cared for by activity status

Number of respondents

W Active 1
M Inactive
OCollective ||

Bemdectatis deedidad

Facilities

When asked how well they thought leisure facilities are designed to accommodate the
needs of people with a physical impairment/disability 62.8% (n=27) said they did not know
as they hadn’t been in one recently. Just over 25% (25.6%, n=11) said reasonably well,
9.3% (n=4) said not well at all, with the remaining 2.3% (n=1) saying very well. All of
those parent/carers who replied not well at all, supported someone who was currently

active.

Staff
The vast majority of parent/care said that they had too little experience to comment

(53.8%, n=21) on the knowledge and understanding of staff with regards disability. Some
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(28.2%) said they felt individuals had a general understanding (n==11), with 7.7% (n=3)
saying they felt staff were well informed and accommodating. Four respondents (10.3%)

believed that staff needed more training.

Current opportunities
The majority of respondents (57.1%, n=24) said that they were not sure if there were

currently enough opportunities for disabled people to take part in physical activity. Ten
individuals said there were some but that more was needed (23.8%) and 5 said there were
insufficient opportunities available (11.9%). Only 7.1% of respondents (n=3) felt that there
were currently the same opportunities available for disabled people as for non disabled
people.

Increasing participation
Nintey-five percent of individuals (n=38) felt that more was needed to increase physical

activity participation amongst disabled people. Specific classes for those with a physical
impairment and more information for individuals and their parents and carers were the two
most commonly identified requirements. There were few differences between the
remainder of suggestions. Assistance with transport, suitable equipment, reduced cost,
exercise consultations and better trained staff were all clearly identified as being beneficial

in enabling people to become more active.

Figure 5.13 Illustration of what parents and carers identified as being needed to

enable those with physical impairments to become more active.
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When the data was examined in more depth, there were no significant diffcrenccs in terms
of what parents who supported somconc who was active, and those who supported
someonc who was not, felt was required. What the data did show was that active
parent/carers were more likely to think that staff required more training than those
parent/carers who were inactive (p=0.018). Additionally those parents/carers who were
active but supported someone who was inactive were more likely to think that there was a
need for more information than those parents/carers who were inactive and supported

someone who was inactive (p—~0.038).

Discussion

As has been outlined previously the benefits of physical activity participation are well
documented and local and national policies have been established to encourage concerted
and coordinated action to increase physical activity levels as a means of improving
individual and societal health (Glasgow Healthy City Partnership Physical Activity Forum,
2004; Scoftish Executive, 1999¢, 2003b; Surgeon General, 1996). Whereas much research
has been carricd out with the general population there is limited information available with
regards to disabled people and physical activity participation making planning appropriate
interventions difficuli{Heath & Fentem, 1997). The purposc of this study was to gather
information with regards to the following areas in order to form recommendations, which
could better inform planners and exercise professionals as to what is needed for those with

physical impairments:

What the beliefs are of those living in Glasgow with a physical

impairment with regards to physical activity

*®

What the current level of the physical activity is amongst those with

physical impairments living in Glasgow

‘What barriers they experienced locally with regards to physical activity

participation

What individuals with physical impairments think would help increase

physical activity participation in Glasgow

Views of parents/carers and the training needs of staff working in

Glasgow City Council leisure facilities.
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Perceived value in participation and activity status

As outlined in the literature review in Chapter 2, the process of behaviour change is
complex (Naidoo & Wills, 1994). Individuals do not tend to move simply from one
behaviour to another (Naidoo & Wills, 2000; Scot Portcr Rescarch and Marketing Litd,
2001). Behaviour change is often influenced by a variety of factors, not least the personal
beliefs of the individual about the particular behaviour and also other people’s perceptions
of that behaviour (Naidoo & Wills, 2000; Scot Porter Research and Marketing Ltd, 2001).
In this study what was encouraging was that the majority of individuals did actually
believe that they could personally derive some benefit from physical activity namely with
regards to their fitncss lovels, which would perhaps suggest that they would be open to the
possibility of participation. Interestingly despite many parcnts identifying (hat they thought
physical activity was very important in terms of health improvement the majority did not
think that the person they cared for could benefit; those that did thought these would be
inrclation to sclf esteem and confidence. Most of whom said they did not believe there
were bhenefits to be derived were inactive themselves, although no statistical difterence was
found between parental belief and their own physical activily behaviour; the lack of
significant difference perhaps implying that their less positive belicl for the person they
support was due to some other factor. Cerlainly when those who supported someone who
was Inaclive were asked why the person they supported did nol participate the majority

indicated that their disability prevented it.

What these findings do suggest is that there are individuals in Glasgow who are supporting
individuals with physical impairment who may not recognise that physical activity may be
of benefit to the person they support and therefore may not actively be cncouraging or
supporting their pariicipation. In chapter 2 reference was made to the study by Heller
(2002) who suggested that parcntal/carer behaviours/beliefs may have an affcct on the
behaviour of the person they support (Heller et al., 2002). In this study when examining the
data generated from the parent/carers questionnaire this did not appear to be the case
although many were supporting someone of a similar age and these individuals were often
within the older age hrackets perhaps suggesting a spousal or sibling relationship, which
may have had an affect on the findings. Parents/carers were however in addition to GPs
mentioned within the questionnaire for those with physical impairments as being
influential in their participation in physical activity implying that education with
parcnts/carcrs may help to address any ncgative beliefs and encourage them to promotc
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activity to the individuals they support. Given that if is likely that many individuals may be
in contact with their GP on a fairly regular basis GPs may also be another means through
which to actively encourage those with physical impairments to uptake and adhere to

physical activity.

Activity status

The research that does exist around disabled people and physical activity would suggest
that they are lcss active than non disabled people (C. P. a. K. Coyle, W.B., 1990; Ng &
Kent-Braun, 1997; Rimmer, Rubin et al., 1999, Seefeldt et al., 2002). Whilst in this study it
was not possible to draw comparisons between those taking part i this study and the
general population of Glasgow as a whole, as with the general population, despite
believing that there was some benefit to be derived from participation, the majority of
respondents with physical impairments who responded to the questionnaire indicated that
they that they were not currently active. The numbers responding to the questionnaire were
small, and thercforc pcrhaps not reflective of the behaviours of all those living in Glasgow
with a physical impairment, However parents/carers also reported high levels of inactivity
among the people they cared for and even as a snapshot, it docs suggest that there are a
number of individuals living with a physical impairment who are not involved in physical
activity, which may have implications for their immediate and long term health. The
challenge for exercise professionals in establishing what may be preventing participation
given that the underlying fecling is that participation would and could benefit those

individuals with physical impairments who responded.

Differcnces in activity status related to age and gender were examined during this study as
research within the general population would suggest that on the whole women tend to be
less active than men and that activity levels often decrease with age(Scottish Executive,
2003b). In this sludy there were a larger percentage of females than malcs who wcre
inactive but the difference was not found to be significant differences although as with
much of the analysis the findings are likely to have been affected by the small sample and

the even smaller numbers o[ individuals actuaily reporting to being active.

Research indicaies that whilst many people in lower socioeconomic groups mect the

minimum recommended levels of physical activity for health gain through manuai labour
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and becausc of low car ownership, the proportion that are sedentary is far greater than
amongst those who are more affluent (Scottish Executive Health Department, 1998). To
assess whether this may also be the case amongst those with physical impairments
individuals were asked to identify the first part of their postcode, which would have
identified the deprivation band of thc arca in which they lived. Onlv 1 person chose to do

so and therefore no analysis could be done to establish if there was a link.

Individuals were also askcd a scrics of questions about employment to establish whether
they may be getting some activity through their place of work and also to see if
participation in physical activity was in any way linked to employment status. Disabled
people are generally in lower income jobs than many non-disabled individuals or are
unemployed (Scottish Executive, 1999¢c). The Scottish Houschold Survey reported that
40% of all disabled people live in poverty which may impact on their ability to participate
in physical activity due to lower disposable incomes and indeed cost of activity has been
cited in several studies as a barrier to participation (Messent et al., 1999a). In this study
however those who were employed were no more likely to be active or inactive than those
who were retired or unemployed, although again the numbers who were aclive were small
as were the number of individuals who were employed making it difficult to draw firm
conclusions. Of those who were employed some did appear Lo be gelting some activity as

part of their journey to work.

The question, relating (o employment was taken from the Physical Activity and Disability
Survey, and failed to ask whether people were in further education, Although the inclusion
of this category would probably have had little impact in terms of the findings with regards
to activity status, it would have been more fitting, in line with the guestion, to have
included it. Ethnicity was not included which was an oversight as this would have allowed
analysis to be carried out fo see whether there were differences in aclivity status based on
ethnicity, which like age and gender has been shown 1o have relevance to activity levels.
However, given that the majority of individuals were inactive it is unlikely that this

analysis would have concluded any significant results.

Types and frequency of participation
Most of the tools that have been used to measure activity levels have mainly been

developed and validated with non-disabled people and therefore until recently there has
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been limiled scope to assess the levels of activity being undertaken amongst disabled
people and make comparisons between the levels undertaken by disabled and nondisabled
people and make specific recommendations for this population. It was therefore felt
important to try and gauge the types and frequencies of activity individuals with physical
impairments living in Glasgow were participating in including less structured activities
such as activities of daily living and household chores. This was assessed by adapting

questions from Rimmers validated PADS tool and inserting them into the questionnaires.

Those individuals with physical Impairments, who were active, were participating in
physical activity on average 3 times a week in a variety of activities for just over 30
minutes cach session. Of those answering the questionnaire for people with a physical
impairment most said that their programme was of a moderate intensity, but as this study
was purely qualitative there is no way to accuratcly validate this. Parents and carers also
reported similar levels of activity amongst the people they cared, hut this data should be
viewed with a degree of caution because the information docs not come from the people in
question themselves. With regards to whether these individnals would be deriving any
significant health benefits, it is difficult to say given the lack of research info the levels of

activity required to bring about health benefits among disabled peopie.

Although the majority of individuals with physical impairments reported being inactive,
the questionnaire was able to gather some information that would suggest that some
othcrwise ‘inactive’ individuals were deriving activity [rom less structured, lower intensity
activities such as household chores, and activitics of daily living. Just under 50% of
respondents with a physical impairment used a wheelchair, the majority of whom uscd
manual wheelchairs. It could therefore be surmised that some respondents might be getting
some activity through manual wheelchair use. Although an attempt was made to quaniify
how long individuals spent manually pushing themselvcs on a daily basis no one chose to
complete this question, which in hindsight would have been of limited benefit anyway
given that there 1s no way to quantify whether the amount and intensity of activity would

be sufficient to elicit any health benefits.

Individuals were asked to indicate how long they spent sitting or lying down excluding

sleep to gauge how long they were engaged in sedentary activities. This question was part
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of the PADS tool, which if used in its entirety would have given an indication of how
active individuals were. In this study only certain questions were used because it was felt
that the inclusion of every question would have made the postal gquestionnaire too long. In
addition activeness was only one aspect of what was being investigated. However this
question on its own is of limited use as there is no way to compare it to nondisabled people
to say whether individuals in this study spent more or less time sitting or lying down than
nondisabled people in Glasgow. Additionally the question fails to acknowledge that people

may be active during that time.

Reasons for nenparticipation

Individuals with physical impairments indicated that the main reasons for nonparticipation
was cost and nol knowing what to do both of which have been cited as barriers in other
studies with disabled people (Frochlich et al., 2002; Rimmer et al., 2004; Rimmer et al.,
2000). Tt should be noted that due to the design of the questionnaire this study did not
include the views of those people who had previously been active but were not longer
active. In contrast to the parent/carer questionnaire, impairment and disability were listed
much finther down by thosce with physical impairments as reasons for nonparticipation.
However the majority of the individuals the parents/carers were supporting did tend to be
older than those individuals with a physical impairment who answered the questionnaire,
which may help to explain the discrepancies. Additionally, it is hard to draw comparisons
as the downside of asking parents/carers questions is that, unless the questions are also
posed to the individual they support, there is no way of validating what is being said and is
a potential drawback of this study. Because of the way the questionnaircs were distributed
this could not be helped but it would be recommended in future that any rcscarch done
with parents and carers that includes questions about the beliefs/behaviours of the person

they support, is validated with thal person also.

Barriers to participation

Tdentifying and removing obstacles is an effective way of enabling people to adopt more
physically active lifestyles. Those studies that have examined barriers within the disabled
community have found barriers to participation that are often external to the individuals
themselves and are more societal for example physical access, lack of suitable equipment;

opportunities; fransport; knowledge and cost (Levins et al., 2004; Rimmer et al., 2004;
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Rimmer ct al, 2000). In this small study many of the individuals with physical
mmpatments responding to the questionnaire had experienced some form of
difficulty/barrier that had stopped them from participating in physical activity. Poorly
designed facilities, ftravel, lack of appropriate equipment, lack of own
knowledge/information and lack of information among staff were commonly cited barriers,
which very much support the findings from elsewhere (Froehlich et al., 2002; Rimmer ¢t
al., 2000).

What the qucstionnaire for individuals with physical impairments failed to do adequately
was ask about more internalised barriers such as pain, health and sclf-consciousness.
Although these are often less commonly reported in other studies than external barriers
these elements were included in both sections of the parent/carer questionnaire where pain
was the third most commonly reported barrier. The data produced from the parent/carer
questionnaire cannot be used conclusively to represent the experiences of people with
physical impairments as the information did not come from the person with the impairnment
himsclf or hersclf, However, it does suggest that pain, health and self-conscionsncss may
well be significant barriers for somc people. By excluding these barriers from the
questionnaire for individuals with physical impairments there is no way to reliably
conclude that social factors play more of a role than internal barriers for those with
physical impairments who took part. Not including these barriers was an oversight but had
they been rated highly little that could be done to address these issues in terms of making
recommendations to policy and planning groups, other than 1o be aware that they may play

a role.

Given the lack of appropriate guidelines for people with a physical impairment (Rimmer,
Braddock et al., 1999)it is not surprising that lack of knowledge about what to do was the
most commenly cited barrier amongst those with a physical impairment who were inactive.
Both those with physical impairments and parent/carers cited more Information as

something that would enable disabled people to become more aclive.

In terms of how information/education sessions could be disseminated, in 2003 Hughes et
al (2003) demonstrated the value in using peer educators to educate women with

disabilitics about hcalth promoting behaviours. Although ITughes’s study focused on
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women and therefore the findings may not be applicablc to a wider andience, it may be a
potential strategy worth further investigation for increasing awareness amongst those with
a physical impairment. NHS Greater Glasgow and NHS Argyll and Clyde developed a
physical activity training pack called ‘A Little Physical Activity Means a Lot’ which is
designed to enable professionals to educate people about the benefits of physical activity.
Those wishing to use the pack can attend a ‘train the trainers course’ and a potential
mechanism for establishing a peer education programme would be to have someone with a
physical impairment attend the course and become a physical activity trainer. Although
those attending the course are required to have a degree of physical activity knowledge
before going on the course, if the disabled trainer did not have this a possible strategy
would be to co-deliver the sessions to people with physical impairments with someone

who had more specialist physical activity knowledge.

Cwrrent Provision

Lack of opportunities is often cited as a barrier to participation among disabled people and
this was the main reason that in chapter 3 the ‘adopt a lifestyle’ pilot was established.
Although m chapter 4 the critique of current provision in Glasgow suggests provision for
those with physical impairments in Glasgow may have improved since the ‘adopt a
lifestyle’ pilot, in this study individuals and parents/carers believe more is needed to ensure
equity of opportunity. Additionally those opportunities that are currently available should
be more widely promoted as many individuals and parents/carer seemed unsure about the

provision within Glasgow.

What is needed to enable those with physical impairment to become more active

Ninety-five percent of the responding parents/carers and 97% of the responding individuals
with a physical impairment indicated that more was needed to enable individuals with a
physical impairment to become more active. Individuals with physical impairments cited
suitable equipment, specific classes and better trained staff as their top 3 facilitators, which
ties in well with some of the commonly experienced barriers which could be changed
through policy and planning. Assistance with transport had the lowest number of responses
Irom individuals with physical impairments despite transport being identified as the most
common barrier and this requires further investigation in order to gain a clearer

understanding ol iransport issues and how addressing them could benefit individuals in
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terms of activity participation. In addition to more information, parents and carers
commonly cited specific provision as something that would enable people to become more
active, aithough this would need to be considered in line with the recommendations from
the adopt a lifestyle evaluation and the recommendations with regards {o increasing

specific provision outlined in chapter 4.

Study design

The rationale behind constructing this study was sound. However, the tools used in this
research were poorly constructed and in places flawed, meaning that although some degree
of useful information was derived, the mformation was not as robust as it should have
been. The inclusion of the questions from the Physical Activity and Disability survey
{PADS) had limitcd benefits, The included questions enabled more in depth information
about the types of activities people were involved in to be gathered but because it was not
used in 1ts entirety, conclusions could not be made as to the activeness of individuals.
However it was felt that it was not appropriate to use it in its entirety, as it would have

lengthened the questionnaire considerably which may have affected return rates.

The only methodology used in this study was the distribution of self-administered
questionnaires. Questionnaires such as the ones used in this study one often fail to capture
the essence of many of the issues raised, and although tick boxes makc a questionnaire
easier to complete, they do restrict the rangc of answers available and perhaps preempt
people’s thoughts. In agreement with the report published by sportscotland studies such as
this one require both the use of questionnaires and qualitative interviews (Scot Porter
Research and Marketing Ltd, 2001). Dual methodologies allow validation of the answers
provided in the questionnaire and more in depth insight into the issues arising [rom the
questionnaire, Whilst the views of parents and carers are important, it is worth
remembering the limits of data relating to behaviours of the person they care for unless it is
validated by the person they care for. It is recommended that future methodologies include
surveying schools, leisure clubs and that ethical approval be gained from the NHS in order
to link with physiotherapists and other NHS services and staff who may be in contact with

disabled people in oxder to reach a wider audience.
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Additionally this study had originally set out to explore the training needs of staff working
in leisure facilities. Although this was not possible, lack of staff knowledge has been
identified clearly as a barrier to participation for those with physical impairments and other
disabled individuals within this study and also in other studies. (Rimmer et al,, 2004).
Given that 1t is relatively easy to address and that better trained staff was identificd within
this study as something that would enable thosc with a physical impairment to become
more active, a study of the training needs of staff around disability and physical activity is

recommended and should take place as a maller of priority.
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Conclusion

The information surrounding physical activity and those with particular impairments is
sparse and much more is research is needed in order to establish evidence from which
interventions and recommendations can be made(Heath & Fentem, 1997). The purpose of
this study was to gather some baseline information that might he useful to practitioners and
planners in developing strategies to increasc the levels of physical activity participation

amongst adults with physical impairments.

Although the number of people participating in this study was relatively small and
therefore the findings should be viewed with a degree of caution it appears that despite
believing that there are benefits that they could derive, many individuals with physical
impairments are not participating in physical aclivity and that often the main reasons for
this are cost and lack of knowledge about what to do. Most had experienced barricrs to
particpation, which could on thc whole be addressed by those working within health and
leisure such as lack of suitable equipment, lack of staff knowledge, poorly designed
facilities and lack of own knowledge. Travel was also a commonly cited barrier but this
again could to an extent be addressed through more diverse service provision. Very few
people thought that disabled people had equity of opportunity to participate in physical
activity within Glasgow and said that more was needed to enable them to become more
active, namely better designed facilities, suitable equipment, better trained staff and
specific opportunities. Although from analyzing thc parent/carer questionnaires their
behaviour and beliefs did not appear to be linked to the behaviour of the person they
supported, those individuals with physical impairmenis who were active commonly cited
parents/carers as bemg instrumental in them becoming involved and they may therefore
have a significant role to play. In light of the data generated from this study the following
are recommended as @ way forward for those involved in health and leisure policy and

planning.

Increase access to information/educaiion

Those who were inactive most commonly cited lack of own knowledge about what to do as
a key barrier to participation and both parents/carers and individuals felt that more

mformation would be useful.

102




¢ Information and education should be appropriate for the audience and should highlight
the benefits of physical activity as well as what to do, where to go and what is available,
This information should be widely available and be disseminated in parinership with those

in regular contact with those with physical impairments and those who support them.

® The feasibility of using peer educators for those with physical impairments should be

investigated,

¢ Parents/carers, Gps, practice murses, physiotherapists and others who may be in contact
with those with physical impairments on a regular basis should be given educational inputs

around the benefits of physical activity for the person they support.

Reduce the number of external barriers and pnromote facilitaling faciors

¢ Suitable equipment should be purchased for all facilities in Glasgow in line with the
recommendations made in the previous chapters i.e. purchasing equipment that meets

industry standards with regards to inclusiveness.

¢ Resecarch should be carried out to establish the training needs of those who may deliver
to those with physical impairments and other disabled individuals. In addition investigatc
how to address the perception amongst those with a physical impairment that staff have
limited knowledge about physical activity for disabled people. Gym staff and those
involved in physical activity delivery should be required to have some level of disability

teaching qualification.

* Look at ways of addressing transport issues. Although lravel was a common barrier,
assistance with transport was not highly rates as something that would enable them to
become more active, therefore it may be about ensuring sufficient provision of

opportunities across the city or taking physical aciivity to individuals.

¢ Tnvestigate the possibility of specific classes/opportunities for those with physical

impairments in line with the recommendations produced in chapters 3 and 4 of this thesis.
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s Given thal several people indicated that they thought an exercise consultation would
cnable them to become more active, the Live Active Scheme should look to encourage
referral for those with physical impairments through existing links to GPs, Practice Nurses
and cstablishing links with those working specifically with individuals for examplc

Multiple Sclerosis Units or within Community Disability Teams.
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Chapter 6

Conclusions

The benefits of physical activily parlicipation are well documented, however it is
acknowledged that despite this, the wvast majority of individuals in Scotland are
insufficiently active to experience health gains. Although there is a need to increase
physical aclivily participation generally, recent policy documents around physical activity
have noted that specific work is needed to address the inequalities in participation that also

exist within Scottish society.

Disabled people are one group who generally experience social exclusion and tilt fairly
recently have been neglected in terms of health improvement interventions. Although the
research is still considerably less well developed than amongst the general population,
there is some evidence (o suggest that disabled people can also benefit from physical
aclivity participation. However, whilst the Disability Discrimination Act has gonc somc
way to working toward a more equitable society for disabled people and tackling some of
the injustices they have faced, the barriers for disabled people are far greater than for non
disabled individuals often making participation in physical activity and other areas of life

more difficult.

The purpose of this research was to explore ways in which physical opportunities for those
living in Glasgow with a physical impairment could be incrcased. This was carried out
through three separate studies, which within them tried to establish:

® What the current level of physical activily was amongst those with physical impairments
living in Glasgow

¢ What barriers those with physical impatrments in Glasgow faced in relation to physical
activity

¢ What might enable those with physical impairments in Glasgow to become more active

Activity lcvels of those living in Glasgow with a physical impairment

Having looked at the findings of this research, it would certainly seem that its purpose was

justified, Of those who took part in the questionnaire study, the vast majority of individuals
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considered themselves generally inactive and the exercise histories of those in the “adopt a
lifestyle’ pilot would suggest that a number of these individuals also were not participating
regularly in activity. Although the numbers taking part in both these studics were relatively
small, if the findings were generally reflective of the physically impaired population {iving
in Glasgow then it would reiterate research findings from elsewhere suggesting there is a

need to increase participation amongst those with physical impairments,

Barriers expericneed by those with physical impairments and facilitators to participation

People did appear to be experiencing, and had experienced, barriers to physical activity
participation the key ones being poorly designed facilities, transport, lack of suitable
equipment and lack of own knowledge. Given that one of the keys to behaviour change is
removing bacricrs for individuals it is important that these barriers which ave external e.g.

not attributable to the individuals be addressed.

‘The equipment issue was raised in the ‘adopt a lifestyle’ pilot. Inappropriate positioning of
equipment, pieces that did not accommodatc wheoclchairs and the lack of an arm ergometer
made it difficult for those taking part to utilise the offer of a gym induction. n England the
Inclusive Fitness Imitiative is working with gyms to cnsure that they are inclusive for
disabled and non-disabled people alike. They have produced a list of accredited equipment
and recommend that a minimum of ¢ different pieces are bought to enable disabled pcople
to get an allover body workout. Whilst it 18 not to say that the equipment currently within
Glasgow is inappropriate or could not be used, it would seem good practice to minimize
barriers for individuals by referring to these standard and purchasing these pieces of

equipment for each facilily in Glasgow.

Although many individuals seemed to believe they could derive benelits of activity and
indeed when knowledge was tested amongst those in the ‘adopt a lifestyle’ pilot many
seemed knowledgeable about physical activity and the benefits it could bring, those
answering the questionuaire identified that their own lack of knowlcdge about what to do
was a barrier and both parents/carers and individuals themselves seemed a little unsure
about what activities were available. Unfortunately as with other studies individuals with
physical Impairments in Glasgow did not scem o think that staff had much knowledge
either about physical activity for disabled people and this too needs to be addressed. While
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this study did seek to address training nceds among staff it was not possible and therefore
this should be pushed for, as trained staff are key to increasing the provision within

Glasgow for this group of individuals.

Specific classes were highlighted, as something individuals felt would enable them to
become more active. The ‘adopt a lifestyle’ pilot was an attempt to provide such a thing
and seemed to be well received although as already mentionsd equipment was one arca
that was felt would need to be addressed before it could be replicated. Individuals also said
that they would have liked it to be provided in a variety of locations across the city and af
various times and of those who didn’t adhere to the 8 week programme individuals did say
that they would have attended had it been closer to their home. Three years on the
provision and available opportunities for those with physical impairments seems to have
increased through the sports equalities programme, although it becomes fairly limited
when cxamined by the geography of the provision, the timings and the frequency of the
activities on offer. The feasibility of running more of this specific provision may not be
cost effective and therefore whilst more trained staff would allow motre specific provision,
trained gym staff and aerobics teachers would enable those with physical impairments to

participate within mainstream provision which may be economically more viable.

‘Whilst there are opportunities available to those with physical impairments {o participate in
physical activity, there are definite steps that can be taken by service providers, those in
health promotion, disability organisations and planning to enable those with physical
impairments to become more active and increase opportunitics for them. From the indings

of this research the following are suggestions as to how thns could be achieved.

Information and Education

¢ Information materials should be developed outlining what opportunities are
available for people with physical impairments and widely promoted to disabled
people and paren/carcrs through disability organisations, parent/carer
organisations, the NHS, schools, local authority leisurc facilities and other
community venues.

s The effectiveness of a peer education program around the benefits of physical

activity should be investigated.
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Parents/carers, Gps, practice nurses, physiotherapists and others who may be in
contact with thosc with physical impairments on a regular basis should be given
educational inputs around the benefits of physical activity for the person they

support. Links should be made into the Live Active Scheme where appropriate.

Staff Training

A training needs assessment should be carried out and gaps in knowledge

addressed. Frontline staff such as receptionists should be included in such research.

Key staff providing advice on physical activity e.g. gym staif and aerobics tecachers
should be sent on training such as the YMCA course for professionals teaching
exercise to disabled people. This could be a staged approach e.g. gym managers
[ollowed by other gym staff. There should be at least one member of gym staff and
one aerobics teacher in overy centre with a specific qualification for teaching to
disabled users.

Staff attending courses such as the YMCA exercise to music for disabled people or
the gym qualification for working with disabled people should be given the
opportunity to shadow other members of staff working with disabied people such
as the sports equality team both during the course and after to better facilitate their
learning.

Opportunities for shared training and learning should be explored e.g. between

physiotherapists and exercise referral staff.

Equipment

Each facility should aim to havc the minimum six pieces of equipment
recommended by the Inclusive Fitness Initiative (IF1).

When a new facilily is developed or every time new cquipment is purchased; IFI
recommended cquipment should be purchased as a matter of course.

Consuitation should be carried out with disabled users as to where and how

equipment should be placed to make it accessible.
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Provision

The opportunities for those with physical impairments should be increased through
a combination of specific classes and tailoring of the existing mcainstream
provision. Increasing the number of traincd staff working within leisure services
could increase capacity for this.

A cost analysis should be done to see how many classcs could be provided through
the sports cqualities programme and weighed against the costs and implications of

making the current mainstream provision more accessible.

Future Research

Chapter 5 should be used as the basis for a more robust study that investigates the
issues raised in more depth.

Any future research into the belicfs and behaviours of people with physical
impairments should include dual methodologies such as questionnaires and focus
groups.

A wider range of organisations for example colleges, the NEHS and social work

should be targeted (o recyuit the study population.
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Appendices

APPENDIX 1 - Adopt a lifestyle flyer
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more active? f yau are, take partin an exercise & health pilot project.
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APPENDIX 2 - List of most common physical impairments

Most Common Physical Impairments:
Cerebal Palsy,

Spina Bifida,

Spinal Cord Injurics

Amputations,

Neurological conditions

Strokes
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APPENDIX 3 - Letters of ethical approval
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Ms Julie Cratk,
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(58] 3BX

Dear Mg Craik

FBLS Eihies Commitiee for Non Cliniexl Resesreh Envolving Human Subjects:
FILS 0405 - Increasing Physical Activity Lavels of disahied people in Glasgow
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Trhics Committes far considerstion, 1 am pleased 1o let you know that the Commirtee has

given its approval without qualification. Please retain this letizr as formal recopnition of tie
epproval,

Yours sincerely,

Dr Pepay Skelboucns
Depute Chair, FBLS Bthics Commities

D FF Shelboums BSa PhL
. Arderson Co{Mge
\ X Univarsity of Glaagow
’ &116NY

tel: 0141 330 6200
Fax ¢141 330 4478
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APPENDIX 4 - PAR Q Form

Glasgow Council for the Voluntary Sector- Sports Unit

In conjunction with

Glasgow City Council- Culture and Leisure Services

Greater Glasgow Health Board & The Community Physical Disability Team

HEATLTH SCREENING QUESTIONNAIRE

Please complete ALL questions in order to provide the coaches with information regarding

your ability to exercise. All details are treated with the strictest of confidence.

What is your disability?

Do you have a history of heart discase, angina or any other
heart related disease?

If yes please provide details

Do you suffer from high blood pressurc?

1f yes please provide details

Do you suffer from any chest complaints ¢.g. bronchitis,

Asthma, emphyscma?

If yes please provide details

Do you suffer from any muscle, joint or back disorder
Which may be aggravated by physical exercise?

If yes please provide details

Are you recovering from recent surgery (i.e. within the last 3 months)

YES

NO
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If yes please provide details

Do you suffer from diabetes?
Do you suffer from epilepsy |:| I:l
Do you have any other physical limitations which may affect your !_I I:l

ability to do some forms of exereise

If yes please provide details

Are you currently taking medication? I:I |:|

If yes please provide details

Are you pregnant or have you given birth to a child in the last 3 months? D EI

If you have answered YES to any of the above questions or if you have not undertaken regular
cxercise in the past year, it is STRONGLY RECOMMENDED that you consult your doctor
and obtain their professional opinion in writing of your suitability to participate in an exercise

programine,

I declare that my participation in the exercise/physical activity classes for which I have
complete the above questions is totally voluntary and I am aware that if I have answered YES

to any of the questions I should seek medical advice.

Signed

Print name

Date




APPENIDX 5 - Participants information sheet

An evaluation of the 'Adopt a Lifestyle project’

Glasgow City Council in conjunction with Glasgow Council for the Voluntary scetor (see
foolnote) have devised a project that aims to increase opportunities and access (o physical
activity and health education for people with physical disabilities.

In order to judge the success of the project the interagency planning group approached stalf
at the University of Glasgow to help in the organisation of the project and asked them to
carry out research to evaluate the scheme and make recommendations to ensure its
continuation.

We would like your help with this task and invite you to take part in our project.

Should you be interested in helping us with our evaluation you will be asked to fill in a
variely of questionnaires and a record sheet telling us what you thought of the activities
provided. At the end of the 10-week slot we may ask you to attend an interview asking for
your views on the project,

At any point you are free to withdraw from the evaluation should you not wish to continue.
All information collected will be dealt with in the strictest confidence. All information,
which you provide, will remain anonymous and details will not be passed on to any other
organisation. Data may be used anonymously for research and teaching purposes.
Participation is entirely voluntary. If you should wish to work with us then I would be
obliged if you could complete the consent form enclosed. Please foel [ree Lo contact me at
any time with questions you may have.

[ would like to thank you in advance for your help.

Yours sincerely

Tulie L. Craik Professor Nanette Mutrie
Principal researcher Project Supcrvisor

64 Qakfield Avenuce 4 Lilybank Guardens
University of Glasgow University of Glasgow

0141 3398855 extension 4027 Telephone: 0141 357 7563
e-mail I.Craik@admin.gla.ac.uk e-mail n.mutric@bio.gla.ac.uk

Interagencics= Glasgow City Council, the Community Physical Disability Team, Greater
Glasgow Primary Care Trust and the Greater Glasgow Ilealth Board Health Promotions
Depariment.

183



mailto:J.Craik@admin.gla.ac.uk
mailto:n.mutrie@bio.gla.ac.uk

APPENDIX 6 - Participants consent form

Consent Form

Would/Would not(delete as appropriate)like to be included
in the 'adopt a lifestyle' project evaluation.
[ have been given the opportunity to ask questions and I am aware

[ am free to withdraw at any time.

1l Mkt e s e e e e S e S e e 2 44 o Y Y Y T T A il 48 AR Ml e bk b ok e e e s e e e 8 PR e ok e e o o P

Telephone --- S— ———— e

Please sign and complete this form.

Thank you for your support
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APPENDIX 7 - Interview questions for multiagency group

Questions for multiagency group

*

Could yon briefly outline what your profcssional position is and what this role
imvolves?

Why did you feel there was a need for this pilot project?

What do you feel are the main objectives of this project?

How does this programme differ from services that are already available to those
with physical disabilities?

Could you briefly outline the processes by which this pilot project was developed
and implemented?

What difficulties if any have you incurred whilst trying to devise this project?

Was there an inclusion/exclusion criteria for participation and if so how was this
determined?

After the initial 8 week period how would you like to see this project developing?
Does your organisation conlribuie any money to this programume?

If so do you consider it value for money compared to other programmes which

your orgdanisations supports?




APPENDIX 8 — Interview transcripts for multiagency group

Transcripts for members of various agencies

Code: MA1(Multiagency1)

Could you briefly outline what your professional position is and what this role involves?

My professional position, as a recreational supervisor?

Yeah

The sort of remit that [ have is to set up programmes for people with disabilities within the
city. Having worked in this area for quite a substantial number of years there has always
been a lack of provision for disabled people who have a physical disability so that was
really one reasons we started this programme in production with other agencies. Cause we
knew this sort of project wasn't just for one agency, so it’s a kind of..my professional role

18 to individnally develop provision but also in conjunction with other agencies.

What do you feel are the main objectives of the project?

Main objectives are to give people who have a physical disability the opportunity to
participate in an exercise programmec. Also there is nothing there available for disabled
people, with the main objective to establish that and to analyse for the future what kind of

provision is indeed required.

This question may be a bit pointless if there isn't anything already set up but how does this
programme differ from services already available to those with physical disabilities?

Em it differs because it is very much an interagency programme with the promotions,
Glasgow Council for the Voluntary Scetor, Physical Disability Tcam and Cultural and
Leisure Services and this is the first programme that has been truly, broadly interagency,
¢h the programmes for people with physical disabilities presently, we work in partnership
with Glasgow Council for the Voluntary Sector, so its good to have other partners who

have clients who can be referred to these things.

Okay, could you briefly outlinc the processes by which the pilot project was developed and

implemented?

186




Em 1 think initially it was recognised that there was a very great need for this kind of
programme and it was really Jean Alexander from the Communily Physical Disability
Team who had eh ah spoken with us on a number of occasions and with Promotions on a
number of occasions to cstablish this sort of provision in the city. We all realised that no
one agency could do it on their own and that we would, require to work together, so what
we did was we initially met and draughted up a proposal and outline of what was intended,
what as required for example we knew that we would have to train new people to deliver
this kind of programme and so we wanted to find some new training for them and em

implement this...I've lost the question.

That's alright. What difficullies if any have you incurred whilst trying to devise this
project?

Em lack of resources and time..eh there is a series of checklists that you have to go
through, such as with the publicity for the programme, the design of all that and checking
out that it was alright for each agency, that they were happy with that for example that took
up a substantial amount of time and then the distribution of the publicity material and em
what actually happened was a lot of it was distributed to people that we had on the
databasc or that community physical disability had knowledge of and we worked through

them but..again I forgot the question...was it processes?

No it was what difficulties might you have incurred.
Yeah I think that the main difficuity was that the information didn't go to as many people

as it could have, if there had been more people involved in that distribution.
How far in advance of the closing date was the material given out?
Probably just a..a week al the most, although obviously we accepted late applications and

we had a process within our publicity by which we deleted closing date.

In terms of cost, how much was it for the leaflets?

The leaflets. ....probably about three-four hundred pounds altogether.

Where did the funding come from for the project?

Through the Cultural and T.eisure services marketing
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As a whole, for the whole project including stafl training ele where did the funding come
from?

Em Health promotions paid for the coaches

How much was that roughly?

Eh for each candidate it was in the region of aboul £220, there was tutors fees, probably
you're talking about 14 times £220 that was paid by Health Promotions, you've also got
facility hire and tutor coming up so his fee as well, I would estimate, though Kcvin

Lafferty would be able to tell you better, about two and a half thousand.

Emm was there an inclusion/exclusion criteria for participation?

Other than people with, we said, we always statced that the person we were targetting would
have a physical disability and physical disability not including complex disability so yes
there was a kind of T feel that or a recognition that this was a programme for adults with a
physical disability. We have lots of other programmes for adults with learning disabilities,
so this particular programme we identified as being for people with a physical disability
and this is why we went to both the Communily Physical Disability Team and Health
Promotions because they are key partners becausc thoy do exercise prescriptions, its
difficult for them to identify an exit route, so that again was part of all our remiis Lo

provide a service for these people.

How would you like to see the project developing?

I think that we would obviously listen to the participants comments, find out what's good
what's bad, take on bhoard aspects such as transportation and my gut feeling is that quite a
lot of people might participate locally in a programme like that but to have to continue to
travel across the city for it is costly in terms of transport, care and in terms of finance. I
think my initial thought would be that it's slightly shorter programme consisting of an
exercise element and a workshop element. It would be a sort of rolling circle of different
workshops, that would be kind of blocked in 8 week blocks with some sort of maintenance

programme as I think that’s one of the most important things.

Okay thanks very much for your time.
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Code: MA2 (Multiagency 2)

Could you briefly outline what your professional position is and what this role involves?

Okay no problem. My position is the Senmior Health Promotion Officer for physical activity
and that’s a Glasgow wide remit so basically its looking to develop opportunities and try to
increase participation in physical activity across the whole output of Glasgow. In a snap
shot it’s a combination of policy work and project based work actually work on the ground

and trying to identify best practice or modcls of best practice .

Why did you feel there was a need for this pilot project?

1 think obviously there was a gap, a gap in terms of service provision both in terms of
mainstream facilities, a lack of people accessing those mainstream facilities by pcople who
have a physical disability and I feel its an arca that has not received the same level of
attention in relation to the mainstream population so I think we should be trying to
dcercase the barriers and increase the opportunitics for people with physical disabilities to

use local facilities and take part in sport and exercise or physical activity.

So what do you think were the main objectives of the project?

Well probably a couple of main things were what the people themselves say, what would
make it easier for people to access the facilities, 1s it because of the way they're set up is it
because of the environment, is it because of the reception they receive, is it to do with cost,
travel, want to find out what are the barriers for people and what would metivatc people to
become more active, is it because of the benefits physically, or is it social benefits, there's a
number of benefits but rather than just quess or base it on what we already know to
actually do that pilot or ask people themselves what are the issucs. So its to actually inform
what we try and do in the future and actually (ind out what people do want and what would

help them or able them to become more active.

How does this programme diffcr form services that are already available to those with
physical disabilities?

I think there is a dilference becausc I think there's a couple of elements to the pilot
programme and that’s obviously there's an cducational component to the project, there's a

chance to be more social, there's opportunities to take part in a range of activities and for
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people to have a cholce there, gencrally it’s a class or a number of set games which can be
quite limiting for people, what we've tried to do is offer a range of activities and to offcr a
choice and actually find out what they want to do themselves so [ think the most important
thing is offering choice and then actually letting people direct it from what service there is

and what we provide,

Could you briefly outline the processes by which this pilot was developed and
implemernited?

Okay wecll I think initially if [ can remember that far back it was an initial idea that came
from a number of people's thinking. Obviously there is a disability team over at Shettleston
Heallh Cenire who had a number of clients that they felt could benefit from being more
active and obviously in a mainstrcam sctting, getling people to access existing facilities
and get away from being dependent upon a medical setting, so that’s what somc of the
initial interest came. There was also interest from GCVS, the sports unit up there, interest
through Cultural and Leisure who have a couple of staff members who have a remit for
working in this area and Glasgow's Physical Activity Forum, where we had identified eh
obviously physical people, people with a physical disability and learning difficulties as
areas we'd prioritise and areas where threre is a need for more research and more provision
but its provision where there is a demand, people are actually getting what they want,

rather getting something put on that’s not what people want and doesn't get used.

What difficultics if any have you incurred whilst trying to devise this project?

I think there has been a number of wee teething problems just with everything, 1 think
obvicusly identifying research tools and everything, finding appropriate means of
evaluating the pilot and obviousty with the small numbers involved its hard in terms of
validating what the pilots got to say. So I think it’s the concentration of trying to use the
qualitative stuff to actually tease out the issues, but knowing that it still gives you a hard
case to argue to if you're taking this to a wider audience because it is RCT, it is a study but
I think it gives us a feel for where we need to take action or further research or actually
provision on the ground and whal we're hoping to do is make sue that that’s appropriate
and that we've actually done a bit of consultation into what pcople want and ils not just
plucking it form the sky, we're actually trying to direct it and make sure its what pcoplec

want.
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In terms of cost how much did it sort of cost to fund the project?

There was a couple of elements of cost. There was obviously the training for the YMCA
disability module that we put some of the staff on, obviously there was a couple of them
involved in the pilot who attended the training. In terms of budget allocation 1 had put
about two thousand two hundred towards that course, all be it not all of those monies were
attached to the pilot because there were other people in the GP exercise referral scheme
and cxternal people on that course so I mean in terms o core cost you're looking between 2-
3 thousand pounds, and 1 could get you an accurate figure if you want. In terms of my
allocation of budget I've put in about £2200 and then obviously jusl my time and things in
that sense, The other partners have covered stalfing costs, some of the vemnue costs were
being slightly subsidiscd and obvionsly from some of the budgets other officers have

within Cultural and Leisure. So it has been done in partnership.

How does investment in this programme compare 1o other physical activity programmes?

I think it terms of other pilots we do its probably quite comparable, maybe a little bit more
investment in terms of the initial training because there is probably a lack of appropriate
training out there eh but there is a need for existing staff who work in mainstream settings
to enhance their qualifications so that they feel more confident and that they actually do
some of the qualifications that are industry recognised. So I think that’s where there has
been slightly increased costs but if I were to compare it to another pilot em its hard to say
on that scale but I mean pilot project can range anywhere from £500 to £15000 or more so
its I'd say in the lower bracket.

Okay thanks very much for your time
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APPENDIX 9 — Participants questionnaire

Participants Questionnaire

Date

Please answer the following questions relating to the exercise session at Tollcross

Leisure Centre by ticking the most appropriate box and including additional

information where applicable.

Thank you very much for your time and co-operation

Exercise History

1) Hovw many_fimes a week were you exercising prior to this pilot project?

Didn't Exercise C Once

Twice G More than twice C

1b) What types of exercise have you participated in previously? (Please specify)

Exercise Sessions

1) Was the duration of each exercise session: (please tick one box)

Too long O About right [ Too short [J

If too long or too short, please say what duration would

better

2) Was one exercise session per week: (please tick one hox)
Aboutright C Too few C

If too few, please say how many sessions vou wounld have preferred

be
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3) Was the intensity of the exercise: (please tick one box)

Too hard O About right Tooeasy O

4) Did you take advantagce of the gym inductions that were on offer?
Yes [ No 0O
If not why?

5} Did you enjoy the resistance part (circuit exercises) of the cxcrcise sessions?
(please tick one box)
Very much U Somewhat | Not at all r

If somewhat ox not at all, please say what could be improved

6) What other activities might you have liked to participate in?

7) Did you find the times of the exercise sessions suitable? (tick one box)
Very suitable © Acceptable O Unsuitable C
If unsuitable, please say which days of the week and or times of the day would you

prefer
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8) Did the exercise sessions take place in a comfortable environment?(please tick one
box
Very comfortable [ Acceptable O Uncomfortable [

If uncomfortable please state why

0) Were the staff helpful? (please tick one box}
Very helpful [ Quite helpful O Unhelpful G

10) Would you have liked your family or friends ta join in the exercise sessions?
Yes O No 0O

11) Are there any other areas you would have liked included in the programme?
Yes [ Noe O

If yes tick which of the following:
a) Advice on stopping smoking
b) Stress management Techniques

¢) More information on the benefiis of exercise

O O O 3

d) Information on other health topics

e) Other(please specify)

Travel

1) Was the travel time fo the Sports Centyre: (please tick one box)

Too long ] Acceptable O

2)Was it easy to get to the Sports Centre by public transpori(if applicable)?
Easy r Acceptable 0O Difficult D

2a) If a transport system were available would you use it?
Yes M No D

If yes where from
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3) Was the cost of travel to the sports centre:

‘Too expensive [ Acceptable 0 Tess than thought O

Changes
1) Do you feel that your fitness has changed over the 8 week period? (please tick one
box)

Increased O No change ]

Decreased [J

2) Has your self confidence changed over the 8 week period? (please tick one box)
Increased r No change O

Decreased O

3) Has your anxiety level changed over the 8 week period? (please tick one box)
More anxious G No change ]

Less anxious U

4) Do you intend to continue exercising over the next 6 months? (please tick one box)
Fully intend to cC Maybe intend to r

Do not intend to W

I you fully intend to continune exercising over the mext 6 months, please disregard

question 5
5) Do you think that a longer programme {(i.e. longer than 8 weeks) would have made
you more likely to continue exercising over the next 6 months? (please tick one box)

Yes O No 0

If ves how long should the programme be?




Finally, please use the following space if you wish to make any further comments on any
aspect of the exercise programnic and return this guestionnaire in the envelope provided.

Thank you for your help in this evaluation,
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APPENIDX 10 — Interview questions for participants

Participants Interview Questions

How did you hear about the project?

Have you enjoyed participating in the project?

What benefits if any have you gained from participating in the scssions?
What did you like /dislike ahout the sessions

Did you find the workshops useful/informative

‘What would you like {0 have scen more/lcss of?

How did you find the exercise sessions?

Did you experience any difficulties whilst performing the exercises?
Did youn experionce any injuries/pain as a result of the exercises?

What was your opinion of the staff involved in mnning the sessions?
How easy did you find it to get to Tollcross?

Did you think the sessions were value for mongy?

In terms of access and services for people with disabilities how did you find the
centre?

If the sessions are to be continued, do you see your self participating in the fulure?
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APPENDIX 11 — Interview transcripts for participants
Participants Transcripts

(P1=Participant 1)

How did you here ahout the project?

It was through my occupational therapist at Stobhill. I have been attending, em because of

radial nerve damage.

Uh hu

So and she spoke to the GP exercise referral scheme

Right

And it all seems to have happened through that

Through GP referral

Yes this came up out of the blue so it must have been them who referred me

Okay so have you enjoyed participating?

Thoroughly enjoyed it

Thoroughly enjoyed it, feel free to tell me anything negative as well

No no as [ said, the first day [ came I fell as through [ shouldn’t have been here cause I said
when I looked and cveryone was in wheelchairs and Tt was only my arm that made me
think, but very quickly as other people came in I realised what it was all about and I was
ok.

So you have enjoyed it?

Yes I’ve enjoyed it. I think getting out, something to get out for, to get out of the house.

What sort of benefits if any do you thinks you have gained from participating?

Eh physical, well I do think I'm a wee but more, I’ve benefited from the exercise
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Uh hu
Ever so slightly cause I think I should be doing more throughout the week not just the once
a week, when I walked up the hill, I've got a hill when I come out of my street and I don’t

feel so out of breath, so obviously it must have helped in some way...em also socially and

with my confidence.

Which arca do you think if has improved the most? I mean is it more the confidence and
social aspects or the physical?

I think it is more the social, although I certainly feel that a bit....exercise has done me but
probably should be doing more throughout the week to gain maximum benefits from it.

Probably the exercise doing in therc..if iried doing in house throughout the week I wounld

have gained move from it,

You went for a gym induction, did you feel it was useful?

Yes, it was last week so I haven’t tried it yet

Do you think you will try it?
I think I'll give it a go

Are you comfortable going in now you have been round?

I think T am a wee bit more confident about going into it now. I’ve never been into gym in
my life even before I had this so eh I think now I've seen around and T eh think that having
someonc you know has made a big difference showing you round and explaining and

knowing your limitations.

Do you think that was useful?
Useful yeah

Do you think having & member of the project helped or do you think you would have been
able to come in and book a consultation with a member of the centres staff?
No

No you don’t think you would be able to do that?
No
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Right
I think it certainly makes a big difference that you’ve got to know that staff. I think that’s a

big thing, for me personally becausec my confidence has gone completely since I've not

been well.

Was there anything you liked/disliked about the sessions as a whole?

Well I've got to be honest [ feel, the exercise class I felt like oh no never and there were
times when 1 was ready to give up but you’re encouraged 1o go on and that’s fine. I'm not
at all keen on the first half, the Boccia, that’s me personally, I’ve not got great skills that

way but as I say as the weeks have gone on I’ve kinda got more used to that as well.

Was it the length of the time or the activity itsclf?
Activity itself

Were there any other activities you would have liked to have done in that hour?
No as I say I can see the benefit of it and appreciate it but me personally just don’t have

any game scruff

Well you saw me try this afternoon!
Yeah you can have a laugh at it, you don’t feel....., if 1 were doing that anywhere else [

wouldn’{ want to do it,....if that makes sense to you

Yeah....the setting?

The setting does make a difference because [ don’t feel.....okay we have a laugh about it
but you don’t fccl like you have to throw the ball straight of whatever. Whereas I feel any
other classes you go to cause I've been to other classes before [ had this even and 1 gave

them up so I think that’s a personal thing.

What did you think of the workshops that were carried out?
Ithink they were very useful. The relaxation and aromatherapy last week very good, giving
you techniques. I’ve donc things like that before, not aromatherapy but the

relaxation...when [ was working in adult education...but eh it just brought back to mind
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and that’s something I'm not good at just now and that helped making a

difference....caring for all wellbeing.

Do you find yourself quite stressed?

Yeah it’s terrible just now, but it helped me Lo switch off.

Do you think the relaxation helped with that?

Yes, cause you’re too busy to think about what to do, co-ordinate your legs with your
arms...but as [ say you haven’t time...your mind can’t wander. [’ve been told to lose
weight that’s one thing I haven’t done here, though I guess I should be doing more cause I
haven’t lost weight, it’s the exact same as when I started....but that’s obviously something

I’'m doing wrong and will need to work on.

It’s not necessarily something you’re doing wrong, just takes a little bit of time and maybe
as you say the sessions aren’t long enough or you need to do a bit more throughout the

week. May if you start to use the CV equipment that will help

Is there anything you would like to have seen a bit more of or less of?
More time in the exercises and yct I don’t know how that would work as I’m knackered
after the hour.....don’t know how to fit it in....maybe if I did some in the gym and then

came to the talks.

How did you find the exercise sessions? Did you have any problems performing the
exercises?

Yeah I can’t hold the weights.....not that I can’t hold them but I can’t guarantee they’ll still
be in my hand due to radial nerve damage....but thal was adapted and I like the idea of
that. Weights with elastic round them.....that way you still got the resistance , but can’t use

the other ones.
Did you feel there were enough alternatives given?

Ul hu,.....thought that was good, adapted for everyone....all disabilities, given

alternatives, tough basically the same exercises....thought that was realty good.
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Any other difficulties?

No just the hand weights, although one time my back was sore...enx ...but what.....the
staff quickly identified the pain and that there was something wrong and I thought that was
really spot on and gave me confidence...that they could recognise something was wrong

and say to you to slow down., ...not stop completely but adapted that.

Adapted the exercise

Yeah

Did you experience any pain/injuries as a result of the excreise?
Some weeks ves. In my back, my arm and shoulder but I’ve got pain anyway and last week

see niy legs....but that’s from not using them.

Did the pain stop you from doing normal activities or was it.....

The next day it cased off a bit.

Was it stiffness?
Yeah stiff, that may not have been from this....I was up early and had done some
housework before I came out so I think maybe I had just done a bit much and it wasn’t

necessarily [rom in here.....1 was off my head, I shouldn’t have done housework as well.

Do you think you have enough information on stretching so that you are not sore
afterwards?
Yes

What was your opinion of the staff?

Friendly. They made you feel quite at ease. That’s quite important when you are coming
along to something like this, no matter what your disability or whatever is. Able to have a
laugh, able to at any point too much I could say to them and you didn’t feel ...,. and {
thought that was important. I really feel they were on top of what they were doing as I said

they were able to identifly when 1 wasn’t right and sort it out.
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How easy did you find it to get to Tollcross?
Well because of this I’ve lost my confidence in driving. I'm able but I’ve not got a car just
now because of finance, I'm afraid, got my danghtcrs car....my husband’s been running

me ever sinec, not very easy I have to say.

Where do you stay?
Muirhead. Near Cumbernauld, between Glasgow and Cumbernauld. No direct bus route,
need to go into town. Personally I don’t know, I “ve only been on the bus twicc since this

and I fell....it would take me all day to get so I would say that’s my biggest stumbling
block.

Are there any other centres within Glasgow that are closer to you?

No not really

This one’s closest to you.

There is one in Casterhouse but il’s jusl us awkward to get to. It’s not any easier. That’s the
one I've been referred to through GP cxcrcise referral. I’ve got to go to that next
Wednesday....she was going to come out here to see me today bul [’m going there next
week. I would say that’s my biggest stumbling block for me and getting motivated to go
oul but I’'m not (inding that a chore....that [ have a go. I look forward to going and I didn’t

think so in the beginning.

Do you think the sessions were value for money?

Definitely. ..no way you would get that anywhere
Inn terms of access and facilities for people with disabilities, how did you ding the centre?
Seems to be all right apart from the gym.....I heard some of the exercise things were

upstairs,

Yeah we were lalking aboul that

The doors sometimes [or people in wheelchairs having to hold them open.
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What about you have you experienced any difficulties?
I went into the disabled toilet and got stuck getting the door open. That’s why I go to the

other one now....J don’t know if it is just me?

No no there is a problem with it

Yeah I couldn’t pull it across but as I say it might just be me

No not at all

If all the sessions were to continue do you see yourself participating?

Yes I’d like to keep going

Is there any time that suits you better? Is 1 o’clock suitable?

Doesn’t matter

Doesn’t matter you’d attend regardless?
That’s right at the moment, presuming that the car’s there, my daughtcr got a new job,
she’s just graduated but 1t’s in Glasgow and she ‘s going to take the bus anyway so I

should have the care, short term anyway. Definitely looking forward to it.

One last question. How did you find the questionnaire?
All right

Feel free to say whatever
No, they were okay. I liked the idea that they didn’t require much writing because [or me

writing can be a nightmare.
Anything else you’d like to mention

No, I don’t think so Julie

Okay. Thank you for your time.
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Interview 2 (P2)

How did you find out about the project?

Actually found out through....1 attend Fernand Street complex two days a week bul its an
early day service in the mornings, we just popped in and saw the poster. I thought it would
be quite good and asked for some more information, unfortunately they couldn’t give any
posters away, they didn’t have any. As I say we were just going for a walk in the part and

popped in and just saw it by accident.

Do you think that if you’d had posters you might have been able to get more people
interested?

Eh yeah possibly

Flave you enjoyed participating?

Yip

What benefits if any do you think you have gained?

Em meeting new people and friends. Having time on my own. Fills up the afternoon. . .its

been good.

What have you liked/disliked about the sessions
Nothing I disliked. I liked ihe talks.

You enjoyed the educational talks
Yeah

Do you feel they were of benefit?

Yes somethings you know, somethings you kinow nothing at all.
Which particular talks did you find beneficial

Don’t know possibly the stress management. Nutrition talks were a good reminder but

mainly common sense.
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Do you feel stressed?
Eh don’t know if stressed but you just go through your routine and forget about relaxing

and that is an important part of life as well....or it should be....to take time out, relax and

do nothing really.

‘What would you have liked to have seen more of or less of?
Eh nothing really. I think sometimes it goes quite quickly, you are just gefting into your

stride and then away. Other than that quite happy.

How did you find the exercise session?

Do you mean the dance class?

Yes

Quite good I've done a lol of that before at the health centre with Capability Scotland.
Quite good fun. Using muscles you don’t normally think of moving, gelting motivated and
training the brain to exercise. It"s like driving, you have to refrain the palate....it’s the samc

with exercise. Easier to do in this setting....in a class environment.

Did you experience any difficuities whilst doing the exercise?

No not really, perhaps with one side being weaker than the other.

Did you expertence any pain or injuries?

No, anything [ couldn’t manage, [ just didn’t do. I did all upper body work.

Now feel free to answer as bluntly as you like but how did you find the staff?
Very friendly...just getling {0 know them and now there is a break. Very nice. Very
informal.

How easy did you find it to get to Tollcross?

Very easy. Only 5-10 minutes. Get a taxi or walk. It was easy for myself but it would

depend on where you live whether it’s difficult or not.
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In terms of access and services, how did you find the centre?

Okay. I think most people would find the disabled toilet ver very stiff. I said to the
manager and for some reason they said that for fire regulations it has to be that heavy, but
there is no way I could open it. Now I just use the toilets in the swimming pool which are

gasier o access.

Yeah alot of people have had problems with the toilet.

1t’s really heavy, one of the staff attendants heard me shouting, as I couldn’t even bang on
the door. He got the centre manager who cxplained that causc of fire regulations that
stipulate the door has to be that heavy. He said he’d put a smoother runner on it but

whether he has T don’t know but that the only problem.
Would you be interested in using the gym?
Depends on the apparatus, causc all my strength is in my arms. Certainly be interested, I've

used weights before.

What about CV equipment?

I can’t manage that cause I can’t stand

You can get the arm cranking machines. Would they be of interest?

Oh yes definitely

Do you think the sessions were value for money?

Yes especially with the passporl card. ....even without it.

1T the sessions were continued would you participate?

Yes definitely

How did you tind the questionnaires that were handed out?

Kind of repetitive

Any other views you would like to share?

No quite happy Okay thanks for your help
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Interview 3 (P3)

How did you hear about the project?

T attend physical at the Nuffield every 2 weeks and she suggested that I attend here

Have you cnjoyed participating?

Found it very tiring, the thing is that I wish it was going on all the time. I feel like all the
effort I put into the exercise has been wasted because I am not able to come lo the class
during the summer. [ don’t know after that ....it’s so far to come..I'd like to go to an

excreisc class like this but near me.

You are {rom Knightswood aren’t you?

Bit nearcr than that.. .. Partick

So where is the nearest centre to you?
Kelvinhall

Kelvinhall or Scotstoun

Yes or Scotstoun

If the classes were available in centres closer to you would you attend?

Yes [ would....if they were for disabled people

What benefits if any do vou think that you have gained?

Well 1 like being with disabled people. [’'m quite paranoid about people looking at me, so
it’s refreshing to be with other people who might feel the same....I don’t know I haven’t
talked to anyone about that, but I know with my own disability we have meetings and
people [eel the exact same as me. When you are walking along the road and you can’t walk

properly people coming towards you , you just shy away or feel awkward and some other

people do feel that.

Do you think then that you have gained more confidence?

A wee hit perhaps




Any other benefits?
Sight of the swimming pool made me interested in swimming again. I've filled in an
application form for Scotstoun. It looks like something out of the Mediterranean with the

water lapping on the shore and has renewed my interest.

What have you liked/disliked about the sessions?

Not surc, the whole place has meant quite a lot to me. Like I was saying about the
swimming pool, it was just beautiful, very struck with the place. I've been asking if
Scotstoun is like it and I’'m interested in what places like this have to offer in terms of

exercise. So it has made me interested in that.

The sessions we’ve had like Bocela and. ...

I like that. I told you that I was terribly competitive, my face has been terribly competitive,

So you enjoyed the games?
Yes

What about the exercise?

Too much, exhausting, utterly exhausting.

Uh hu
Shows how weak T have become. T used to dance and be able to dance for ages and ages

and now T get all muddles up with my arms and legs.

Do you think that exercise has helped any?

Hasn’t been for long enough or frequent cnough.

You don’t feel that once a week is cnough?

That’s what I wonder
Have you cxperienced any difficulties whilst performing any of the exercises?

Uncorodinated. No apart from being tired. I can’t think of anything else. Tust weary. Do

you remember least week you said fo someone knackered?
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I said to you that you were knackered?
No you said it to one of the other instructors. They came over to see how I was doing and

you replied knackered.

What was your opinion af the staff?

{(Instructor 1) bit of a2 muffin you can’t tell what he’s thinking. (Instructor 2) is fiiendly all
the time. (Instructor 1) comes and goes, sometimes friendly, nice as others but can’t tell
what is going on in his head. Big guy in there

Instructor 37

Yeah first {ime I don’t know if why maybe because I wasn’t feeling much confidence. This

big giant I was petrified.

Did you feel that the sessions were value for money?

Oh yes absolutely, pity I had to pay £20 for my taxi.

In terms of access and facilities in the building, how did vou find it to get about?

T.earned to get about

Is there anything the centre could have done to make it easier for you?

For me, I'm pretty much the same as anyone else.

If the sessions were to be continues do you sec yoursclf continning?

Not way over here, but if you had one at Scofstoun

How did you find the questionnaires that wers handed out?
Alright not that bad. I know one was personal, one factual. I may have something

wrong....maybe not.

Is there anything clse you would like to say?

I think it has been a very good idea and thank you very much.

Interview 4 (P4)
So how did you hear about the project?

1t was Iain who told me
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Tain is your carer?

Yeah

Have you enjoyed participating?
Yeah

What benefits do you think you have gained from participating?
A lot if'it getting out, getting out of bed

Getting out of bed
Yeah

How have you found the sessions? Have you enjoyed them?
Yeah

What would you like to see more of/less of

More exercise

More of the thind class we do?

Yeah

Did you enjoy that?
Yecah enjoy to do that again

Anything you would like less of?
No

How did you find the talks that we did?
I found them alright

Were they useful?

They were quite good
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‘Was there any that you found particularly useful?

The diet, you know the eating one, cause I’m a diabetic.

So you found that useful

Yeah telling me what to eat and what to keep away from kinda thing

When you were doing the exercise sessions did you experience any difficultics performing
the exercises?

No

Any injuries or pain?

No

How easy did you {ind it to get to the centre?

Got a car so it’s easy.

Interms of cost, do you think the sessions were value for money?
Alright

In terms of access, how easy was it to get atound the centre?

Okay for people in wheelchairs
Did you use the gym?
No not used it causc the only thing T could use, the recumbent cycle was upstairs which

wasn’t good.

How were the staff?

Good, very helpful

Anything clse you would like to say
Nothing that I can think about,

Do you intend to come to the classes over the summer?Yeah




Interview 5 (P5)
How did you find out about the session

Instructor 1 and Instructor 2 told me about it

So through GCVS
Ayc

So how have you found 1t?

Found it good, it keeps you going, gives you something to do

How did you find the sessions that we did?

I liked the exercise to music class

You liked the class we did to music?

Aye

What benefits if any do you think you have gained from coming over the past eight weeks?

Make you more getting to know people more than anything else. Helps that way.

Have you got any physical benefits from coming

Go swimming and that anyway

So you are active anyway?

Ayc

Ts there anything you would have liked to have seen more of or less of?

No I think the times were about right

Was there anything you disliked about the sessions

Nup

The workshops that we did how did you find those?
Yeuh
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Which ones did you like the best?

I'he woman one

Was that the food one or the relaxation one?
The food one

The food one

Yeah

How easy did you find it to get to Tollcross?

Getting a taxi here and back

And do you have to pay for the taxi?

No it’s on account anyway

On account anyway
Yeah

What did you think about the price of the classes? Did vou feel they were value for
money?

Yeah

Okay if we were to continue the classes would you continue to come?
Yeah

When you were doing the classes did you experience any problems?
No

Any injuries or pain?

No

How did you ding the questionnaire that were handed out?

Quitc easy. Can I get one to take away?
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A questionnaire?

Yeah to practice

Yes no problem, you can have a questionnaire to practice

Is there anything else you’d like to say about the project?

No. Can I listen to that

Yes of course you can and thank you for your help
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APPENDIX 12 — Interview questions for insfructors

Instructors Interview Questions

Did you enjoy participating in this project?
What do you feel are the main objectives of the programme
What were your views on the training that you received prior to the project?
Do you feel that it prepared you sufficiently to teach (o the participants?
What difficulties if any did you experience in preparing for each session
...... during each session
...... after your sessions?
What feedback, if any, did you receive from participants?
Did you at any point have concerns regarding safety cither yours or the
participants?
Was there anything that could have been done to make your teaching either easier
or better too leading let them tell you
What improvements if any would you like to see if this project were to continue?
Do you feel that the project was worthwhile and what benefits do you think the

participants experienced?
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APPENDIX 13 — Interview transcripts for instructors

Instructors Transcripts

Code: It (Instructor 1)

What do you feel were Lhe main objectives of the programme?

To provide healthy lifestyles. To make adults with physical disabilities aware of what
facilities, what Tollcross Leisure centre has to offer. To try and get adults to come along

and improve their quality of life.

What were your views on the training that you received prior to the project? Do you feel
that it prepared you sufficiently to teach the participants?

Well having worked in the field of physical disabilities for fifieen years, I had and my staff
had good experience but I thoughl that the YMCA course was enjoyable. It freshened up

your ideas a bit so I think it was an excellent course for people going prior to the class.

For people who haven't any cxcpericnce do you think if was sufficient?
No, not a three day course. You need to pick it up from working with disabled adults
constantly, you were on the course yourself , certainly opened up their eyes and we counld

see that eh but the fact that quite a ot of people failed it proves that it wasn't sufficient,

What difficultics if any did you experience in preparing for each session?

At Tollcross?

Ayc

Not really, centre was okay, staff okay, we got things set up in time. Maybe the first week,
way it was organised, we could have organised it better, made sure we had all the forms,
all the coaches went over all the stuff prior to starting. First week we just sort of went in

and did it. We could certainly have looked at that but the facihities and that were finc.

Did you have any diflicultics during the sessions?
Myself personally no but I know there was a complaint from one of the women on board,

but having spoken to her myself , no matter what you'd have done for her she wouldn't
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have been happy. In this day and age there is always one person who won't be happy with

what you provide, so obviously there are problems with that.

What fcedback, if any did you receive from the participants?

Feedback I got was that the last class was the one that the Iiked the best, the exercise class.
Feedback was that some of the problems were the travelling and things, costing a lot, so if
we could set up in other areas that would be ideal for them.I think the ones that have been
coming were definitely on bored. They certainly enjoyed it , enjoyed the talks about the,
¢h, all the talks about the nuttrition and relaxation. 1 do think they have benefited from that,
they've said that and 1 think that if they provided it five days a week nearer their homes

then they'd come five days a week so it's certainly worthwhile.

Excellent. Did you at any point have concerns regarding the safety either yours or the
participants ?

Nup. Being quite honest, no. Where some of them. did want to go into the gym and the
exercise wasn't appropriate becanse of the equipment, we did have to say no to those folk.
So in that respect all under control. We said to the cenlre manager about moving

equipment, which still hasn't been done so ¢h no there wasn't any health and safety issues.

Was there anything that could have been done to make your teaching cither easier or
better?

Was there anything that could have been done to make your teaching either easier or
better. That’s a good gquestion. When doing the circuit class, could have taken more time
finding out each individuals own goals, eh we do the class together but you could break it
right down to each individual and what they want to get out of it i.e strength training or CV
training. Break it right down but cause of the nature of the class don't really do

that....something we could look at.
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Was there anything that could have been done in terms of equipment or, ..
Certainly if we had specialised equipment we could do so much more for all the adulis and
we spoke about thal. Certainly the gym's not appropriate so if we got in specialised

equipment we would open up loads of doors for loads of people.

What improvements if any would you like to see if the project were to continue?

Improvements would be if you could set it up in different areas in Glasgow, it's going to
reduce some barriers for certainly some of the adults who come to our class, get more
numbers coming along. Eh again if you had specialised equipment,em the amount of
people that came on the first day, if we had specialised equipment we could get them all
into the gym and that’s when it will be hugely advantageous to everyone concemed. Eh 1

know we've had talks like that and wc'll have discussions about that in the future. Emm

right

Do you feel that the project was worthwhile and what benefits if any do vou think the
participants have experienced?

Yip definitely worthwhile, eh just a pity we didn't get higher numbers.The benefits they've
excperienced is that they have been made aware of what they need to do to improve their
lifestyle, their health and fitness, em doing the talks as well as the exercise has certainly
opened up some of their eating habits and the exercise broken down into like how many
times a week and things like that. I'n sure going by the questionnaires they got stuff

wrong al first but get right now so I definitely think that they've learned things.

Fxcellent, Is there anything else you'd like to comment on?

Anything else I'd like to comment on. Emm it has been a worthwhile project, just a few
wee hitches and things. Emm T just think if'it's organised properly and targeted properly it
could be set up all over Glasgow, the money is going to be a big issue, getting specialised
equipment in for example an integrated centre but I think that's quite far down the line. T

think these are issues that will be discussed

Okay thank you very much

No problem
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Code: 12 (Instructor 2)

What do you feel were the main objectives of the programme?

To try and get people with physical disabilities into physical activity and get them active.

Okay, what were your views on the training you received prior to the project? Do you feel
it prepared you sufficiently lo teach the participants?
I didn't actually attend the YMCA cowmse but having spent many years working with

people with disabilities, felt I was more than sufficiently trained.

What difficulties if any did you experience in preparing for each session?
Possibly the different levels of disability. Quite a range of disabilities in there which was

sometimes quite hard.

Werc thoere any difficulties you experienced during cach session
No

And after your sessions
No

What feedback if any did you receive from the participants?
Most of them suid they really enjoyed it. Some of the more able-bodied participants (elt
(hat it was a bit too easy for them cause there was a lot of wheelchairs there so eh mainly

though they thoroughly enjoyed it and wanted il to be continued.

Did yon at any point have concerns regarding your safety or that of the participants?

No

Was there anything that could have been done fo make your teaching either easier or
better?
They could have taken a bit more time to look at the clients and work out the range of

disabilities
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What itnprovements if any would you like to see if the project were to continue?
I would like to see the first hour session continue rather than just focus on the fitness. I'd

like to see the gym side of it improved, get most people into the gym

Do you think the project was worthwhile and what benefits do you think the participants
experienced?

Oh it was definitely worthwhile. Benefits they experienced were in their fitness, you could

scc improvements in their [iiness

Okay thank you very much
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APPENDIX 14 — Non participants telephone interview

questionnaire

Non Participants Telephone Interview Questionnaire

Travel

1) How easy was it for you to get to Tollcross leisure centre

Very Easy D Relatively easy D Not easy at all D

2) Did the inconvenience of travel ie time, public fransport prevent you from

attending the programme?

Yes I:I No D

3) Did the cost of travel prevent you from attending?

Yes D No D

4) Would you have attended if 2 transport system had been available to you?

Yes I:I No D

If so where from

5) Would you have been willing to pay for this service?
Yes D No [—__l

Tolleross Leisure Centre

1) Were you put off by the sports centre environment?

Yes D No D

If yes why
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2) In terms of access how easy did you find it to get around the centre?

Easy l:] Reasonably easy D
Difficult D
1f difficult why?

Exercise Programme

1) Did you enjoy the activities that were on offer?
Yes (] No []

If not what activities might you have liked?

2) Were the times of the exercise class suitable?
Very suitable | | Acceptable [ ] Unsuitable [ ]

3) Was the duration of the sessions
Too long [:I About Right D Too short D

4) Would you have attended if family and friends could have joined in?
Yes D No D

5) Is there anything we could have done to make the sessions better for you?

6) Would you be interested im coming along if the project were to be run again?
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APPENDIX 15 - Exercise knowledge questionnaire

Test how much you know about how physical activity affects your heart. Mark each

question true or false,

| True  False

Regular physical activity can reduce your chances of getting hearfT F

disease.

Most people get enough physical activity from their normal dailyT

!

routine.

You don t have (o train like a marathon runnent

M

to become meore physically fit.

Excreisc programs do not require a fot of time to be very effective.

™ im

T
People who mneed to lose some weight are the only onesT

who will bencfit from regular physical activity.

All exercises give you the same benefits. T F
The older you are, the less active you need to be. T l_E
It doesn't take a lot of money or expensive equipment to becomel F

physically fit.

There are many risks and injuries that can occur with exercise.

T =
[ [N

You should always consult a doctor before starting a physical activity

program.

People who have had a heart attack should not start any physicalT

m

activity program.

T'o help stay physically active, include a variety of aclivilies.

—
T
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APPENDIX 16 — Phyiscal self percepiion profile

The Physical Self Perception Profile
WHAT AM I LIKE?

These are statements, which allow pcople to describe themselves. There are no right or

wrong answers as people differ a lot.

First, decide which of these two statements best describes you

Then, go for that side of the statement and decide if it is sort of true or really true

FOR YOU
REALLY SORT SORT REALL
TRUE FOR | OF BUY OF Y TRUE
ME TRUE TRUE FOR
TOR FOR ME
ME ME
Some people feel Others are not
extremely proud of quite so proud of
who they are and what who they are
they can do physically physically
Some  people  are Others always
somctimes  not  so feel happy about

happy with the way

they are or what they

can do physically

they

the kind of person

arc

physically

When it comes to the
physical side of
themsclves some
people don’t feel very

confident

Some people alwéx&*é

have a really positive

fecling  about  the
physical sideof
themselves

Others seem to
have a real scnsc
of confidence in
the physical side

of themselves

Others sometimes
do not feel
positive about the
physical side of

themselves
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Some people wish they
could have  more
respect for their

physical selves

Others always
have great respect
for their physical

selves

Some  people  feel
extremely satisfied
with the kind of person
they are physically

Others sometines
feel a  little
dissatisfied with
their physical

selves
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APPENDIX 17 — Adopt a lifestyle followup letter and questionnaire

Social and Public Health Sciences Unit
University of Glasgow

4 Lilybank Gardens

Glasgow

Date

Adopt a Lifestyle Followup

Physical activity programme for individuals with a physical impairment/disability

Dear Friend,

Several years ago you attended a pilot project called ‘Adopt a Lifestyle’ at
Tollcross Leisure Centre. The project looked to increase opportunitics for individuals with
physical impairments/disabilities to participate in physical activity and I was responsible
for evaluating the project. You may remember 1 spoke to you at the end of the pilot to find
out what you thought about the project and whether you had thought it was worthwhile or

not.

As part of my studies for University I am interested in contacting those who came along to
Tolleross Leisure centre for the pilot to find out:

e If they are still doing some type of physical activity.

» What type of activity they are doing.

s How often they are participating in physical activity.

s  Where they are doing their physical activity.

e Why thcy may have stopped.

As you were one of the people who came to Tollcross regularly for this project I would
like it if you or in conjunction with a support worker or someone else you could take the
time to fill in this short questionnaire 1o help me with my studies. It should take

approximatcly 10 minutes to complete.
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All information collected will be dealt with in the strictest of confidence. All information
provided would remain anonymous and details will not be passed onto any other

organisation. Data may be used anonymously for research and teaching purposes.

Participation is entirely voluntary and whilst it would be helpful if you and/or your support
worker could take the time 10 complete the enclosed questionnaire, you do not have to do
so. If you have any questions or concerns, please feel free to contact my supervisor or

myself using the contact details below.

T have enclosed a prepaid envelope that can be used to return the questionnaire if you
decide you would like to complete it. Returming the questionnaire will be taken as you
consenting to the information being used for this research. Questionnaire should be
returned no later than (Date to be added). If I do not hear from you within this timeframe 1
will send you one reminder. I you are not wishing to take part in the study, you do not
have to do anything and you should ignore the reminder. If you do not respond I will

assume that you do not wish to take part and I will not contact you again.

I would like to thank you in advance for your help

Yours Sincerely

Julie L. Craik Professor Nanette Mutrie
Principal Researcher Project Supervisor

4 Lilybank Gardens 4 Lilybank Gardens
University of Glasgow University of Glasgow
Email:j.craik1 @ntlworld.com Telephone 0141 357 7563

email:n.mutrie@bio.gla.ac.u




Participants Follow-Up Questionnaire
‘Adopt a Lifestyle’
Returning this questionnaire means you are consenting to the information being used for
the purpose of this rescarch. The questionnaire should take approximately 5-10 minutes to
complete. The questionnaire has two sections. There are 7 questions in section A and 6 in
section B. After the first question you will be required either to continue with section A or
to go to section B. You do not have to complete both sections. All information will remain
annonymous and confidential.
SECTION A

Q1) Since the ‘Adopt a Lifestyle Project’ have you continued to de some type of
physical activity?

Yes |:| Answer section A only

No D Go to section B (page 4)

Q2) What type of physical activity do youn do? (tick all those that apply)
. L)
Swimming

Water acrobics

Acerobics

1 O O

Boccia

D

Gym (Cardiovascular machines -+~ weights)

[]

Other

Plcasc speeify
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Q3) How otten do you take part in physical activity?

[]

Once a month or less

Once a week D
2-3 times a weck []
3-5 times a week ]

More than 5 times a week []

Q4) Where do you go to take part in physical activity? (Please specity)

QS5) Do you think there should be more opportunities for disabled people to do

physical activity?
Yes |:| No D

Q26) Do you think more needs to be done in order to make it easier for people with

physical impairments to become more active?
Yes [] Aunswer 6b

No D

Go to question 7
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Qo6b)Which of the following would help people with physical impairments become
mor¢ active? (Tick all that apply)

Equipment suitable for those with physical impairments [:]

within leisure facilities

L]

Better trained staff

Morc information available to individuals

[]

and parents/carers/support workers about the benefits

]

More projects like the “‘Adopt a Lifestyle’ class

Assistance with transport

(1

Reduced costs for physical activity

L]

Exercise consultation (one to one advice on physical

aclivily with a trained excreise counscllor)

None of the above

1

Other (please specify)

Q7) Did the ‘Adopt a Lifestyle’ project help you to become more active?
YES L] NO [ ]

TITANK YOU FOR YOUR HELP
Please return the questionnaire using the prepaid envelope by the (Pate). Thank you once
again
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SECTION B

Q1) How soon after the ‘adopt a lifestyle’ project ended did you stop doing physical

activity? (please tick)

Straight away

After about a month

3-6 months after

6-12 months afier

Can not rexnember

Q2) Why did you stop doing physical activity? (Please tick all that apply)

There were no opportunitics once the class cnded

1 lost interest

Transport to other centres/classes was too difficult

IR I

[]

Cost of doing activity was toe much

My parent/carer was unable to take me

Medical reasons

Other (please specify)

[

T I B R

O
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Q3) Would you be interested in becoming more active again?

Yes [:] No |:|

Q4) Do you think there should be more opportunitics for disabled people to do

physical activity?

Yes D

No D

Q5) Do you think more needs to be done in order to make it easier for people with

physical impairments to become more active?
Yes |:| Answer 5b

No I:l Go to question 6
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Q5b)Which of the following would help people with physical impairments become
more active? (Tick all that apply)

Equipment suitable for those with physical impairments

within leisurc facilitics

Better trained staff

More information available to individuals

and parents/carers/support workers about the benefits

More projects like the ‘Adopt a Lifestyle’ class

Assigtance with transport

Reduced costs for physical activity

Exercise consultation (one fo one advice on physical

activity with a trained exercise counsellor)

None of the above
Other (please specify)

N I T A A 0 A B

Q6) Did the ‘Adopt a Lilestyle’ project help you to become more active?

Yes D No D

THANK YOU FOR YOUR HELP
Please retumn the questionnaire using the prepaid envelope by the (Date). Thank you once

again
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APPENDIX 20 - Information sheet and questionnaire for people
with a physical impairment

Social and Public Health Sciences Unit
University of Glasgow

4 Lilybank Gardens

Glasgow

21/9/04

‘Increasing Physical Activity among Disabled People in Glasgow’
MSc Research Project
Information Sheet

Dear Friend,

Pcople in Glasgow are not currently doing enough physical activity to stay healthy. It is
important that we look al ways of encouraging people lo get more active, I am doing a
rescarch project at Glasgow University and intend to cxamine what the issues are for
disabled people in relation to physical activity and how we can make it easier for people

living in Glasgow with a physical impairment/disability to participate in physical activity.

This study would be greatly improved and far more useful if it were to include the views of
individuals living in Glasgow with a physical impairment/disability. 1 am hoping that this
information will help inform leisure and heaith providers about what is needed in Glasgow
and help to change things so that there are more opportunities for people with physical

impairments to take part in physical activity.

1 am therefore sending you a questionnaire, which [ would be grateful, if you, or you and
vour support worker could fill this in. This should take approximately 10 minutes to do.

The questionnaire is designed to ask you ahount:

Your views on physical activity
s What benefits if any you think physical activity may have

o« Whether or not you [cel there arc currently enough opportunities for you to do




physical activity in Glasgow.

All information collected will be dealt with in the strictest of confidence. All information
provided would remain anonymous and details will not be passed onto any other

organisation. Data may be used anonymously for research and teaching purposes.

Participation is entirely voluntary, you do not have to complete the form if you do not want
to. If you do choose to fill in the questionnaire, I will take this as your permission for the
information to be used in the study. If you have any questions or concerns, please fecl free
o contact my supervisor or myself using the contact details below. I have enclosed a
prepaid envelope that can be used to return the questionnaire if you decide you would like

to complete it.

I'would like lo thank you in advance for your help

Yours Sincerely

Julie L. Craik Professor Nanette Mutrie
Principal Researcher Project Supervisor

4 Lilybank Gardens 4 Lilybank Gardens
University of Glasgow University of Glasgow
Email:j.craik@ntlworld.com Telephonc 0141357 7563

email:n.mutrie@@bio.gla.ac.uk
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Increasing Physical Activity among Disabled People in Glasgow’

Questionnaire

This questionnaire is designed to ask you about:

Your vicws on physical activity

What benefits if any you think physical activity may have

Whether or not you feel there are currently enough opportunities for you to do physical

activity in Glasgow.

All data collected will remain anonymous and details will not be passed on to any other
organisation. After question 3 you will only have to answer the questions in section A or B.
This should take 5-10minutes to complete. If you return this questionnaire it will be taken

as you giving your permission for the information to be used in this study.

About you

T am

Male [:' Female D '

Under 25 D 25-34 D 35-44 D 45-54 D Over 55 D

Postcode (First part only required ¢.g. G61)

What is the nature of your impairment/disability?
Amputation [ ]  Spinal cord injury D Cerebral Palsy D
Stroke D Spina Bifida D Muscular Dystrophy []

Visual Impairment l:l Hearing impairment/deaf

Multiple Sclerosis [ | Other  (Plcase Specify) ||
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SECTION A
Do you think vou could benefit from increasing your levels of physical activity?

Not sure |:|

Yes D

No [ ] Pleasc explain

If yes what benefits do you think you could get from participating in physical
activity? (Tick all that apply)

Improve my fitness

Opportunity 1o meet new people

Feel good about myself

Improve my strength

Improve/maintain my ability to

perform day to day tasks

00 oy

ITelp to maintain or lose weight

Other (please specify)




Q3) Physical activity can be structured exercise such as an aerobics class or

swimming or it can be leisure activity such as walking, dancing or bowling.

‘Which of these statements best describes you at the moment

I am not currently doing any physical D Go to section B page 10

activity and don’t pian to
I am not currcently doing any physical D Go to section B page 10
activity but have been thinking about

doing some physical activity

I have just started doing some physical l:] Go to Q4

activity on a regular basis
I have been taking part in physical D Go to Q4

activity on a regular basis for more

than 6 months
In the last 6 months I have been I:l Go to Q4
regularly taking part in physical

activity but am not doing any at the

moment

Q4a) Which of these types of physical activity do you do? (tick all that apply)
Structured exercise e.g. asrobics class I:I Answer 4b,c.d
Leisure type activities e.g. boccia, horse riding D Answer 5

If yon have ticked hoth answer Q4b,c,d and Q5 hefore moving to Q6




Q4b) What type(s) of exercise do you do? (Enter as many activity types and activities as

relevant into the table. An example has been given in bold at the top of the table)

1= Aerobic activity: Activity that is sustained over a period of time and results in

mcreased heart rate and breathing e.g. walking, swimming, biking

2= Strength activity: Lifting weights or using clastic bands or weight training machines

3= Flexibility: Activitics that involve muscle stretching

Activity Type Type of activity Number of
(enter 1, 2 or 3) e.g. swimming days/week
1 Walking 3

Minutes per day

Q4¢) Have you been exercising for more than 1 year or less than 1 year

More

D Less

]
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Q4d) Which of these best deseribes the intensity of your exercise programme?
Light exercise program where you don't sweat :I

A moderate cxcreisc program where you breathe l:l

a little harder and may possibly sweat

A vigorous exercise program where you breathe
hard and sweat, I:I

Q5) What type(s) of leisure activity do you do?
List activities below that you do for leisure or recreation. These activities can be done on a
regular or irregular basis and may not necessarily result in sustained increases in heart rate

and breathing rate. Do not list activities here that you already listed under exercise.

Type of activity ¢.g. Dancing Number of days/week | Minutes per day
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Q6) How many waking hours a day do you spend in your home (Plcase tick)?

Less than 6 6-10 | More than 10

Monday - Friday

Saturday and Sunda);m D R

Q7)On average, how many hours a day do you?

Sleep including naps

Sit or lie down (excluding sleep)

Q8) Are most of your indoor household activities done by:
You |:] Answer 8b

Someone clse i:] Go to Question 9

Q8b) Please list all the household activities you do and the number of minutes a week

you spend on each activity.

Type of activity e.g. Dusting

Minutes per day
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Q9) Do you perform activities of daily living such as dressing and bathing:

Without assistance I:l
With some assistance [::l
With full assistance |
Q10a)Are you?

Employed |:| Answer 10b

Not employed D

Retired ]

Q10b) In your fransportation to and from work, do you get any physical activity e.g.

walking?

Yes |_—__] No D

Q11a) Do you use a wheelchair?
Yes |:| Answer 11hb, ¢, d

No [:J Go to Q12
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Q11b) During the time that you are awake, do you spend:

All of the day in your wheelchair El

]

Most of the day in your wheelchair
Just few hours a day in your wheelchair |:|

Q11c¢) Is your wheel chair manual or powered?

Manual i:l How many minutes a day would you say you push yourself

in your wheelchair

Powered |:|

Q12) How did you become invalved in physical activity?
Parent/carer/Support worker encouraged me

Through school

Through friends

Leisure centre advertisement

I decided I wanted to

Doctor/Physiotherapist advised me to

Other (please specify)

0 oot g
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Q13) Have you ever had problems/difficulties, which have stopped you doing physical

activity?

Yes |:| No |:|

1f yes which of the following have you had difficnlties with in the past or now? (Tick

all that apply)

Poarly designed facilities

Lack of appropriate equipment

Lack of knowledge among staff about cxercise and disabled pcople

Lack of knowledge about what to do/what availablc

Time

Cost

Health

Travel difficulties

Pain

Self Consciocusncss

Attitudes of those working within leisure facilities

Please specify

Other (please speceify)

I N N A N N

1 1]

1 [

277



Q14) How well do you think leisure facilitics are designed to meet the needs of people

with a physical impairment/disability?

Very well [:]
Reasonably well D
Not well at all D Explain

Q15) Do you think there are cnough chances for disabled people take part in physical

activity in Glasgow?

Yes disabled people have the same chances as non-disabled people

There are some but not as many as for other people

Definitely not

IR I I A

Do not know

278




Q16) Do you think morc is needed to enable people with physical

disabilities/impairments become more active?

Yes [ ] No [ ]

If yes which of these do you think would be useful?(tick all that apply)

Equipment suitable for those with physical impairments

within leisure facilities

Better trained staff

More information available to individuals and their

parents/carers about the benefits

Specific exercise classes for people with a physical

disability/impairment

Assistance with transport

Reduced costs for physical activity

Exercise consultation {One to one chat with a trained

physical activity counsellor)

Other suggestions

B

oo

TIIANK YOU FOR YOUR HELP

Please return the questionnaire using the prepaid envelopes by --- 2004

279




SECTION B

Q1) Why are you not currently doing any physical activity?(tick all that apply):

I don’t think T am able to

I have never thought about doing any

1 do not want to

Physical activity is not for disabled

people

I do not have the time

Too expensive

Do not know where to go

Do not know what to do

My disability/impairment makes

it too difficult at the moment

No-one o take me

WNone of the above

Other (please specify)

[ ]

J oo oo b
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Q2) Have you ever done physical activity in the past?
Yes E No l:]
If yes why have you now stopped doing physical activity?

Got bored with it

]

Transport difficulties

Costs too much

Impairment/disability got worse and

had to stop for a while

Had a break and never started again

Class, facility, group no longer exists

No-one to go with me

J U Uy

Other reason (pleasc specify)

Q3) How many waking hours a day do you spend in your home (Please tick)?

Less than 6 6-10 More than 10

Monday - Friday

Saturday and Sunday
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Q4)On average, how many hours a day do you?

Sleep including naps

Sit or lie down (excluding sleep)

Q5a) Are most of yonr indoor household activities done by:
You |:] Answer 5b
Someone else |:| Go to Question 6

Q5b) Please list all the household activities you do and the number of minutes a week

you spend on each activity.

Type of activity e.g. Dusting Minutes per day

Q6) Do you perform activities of daily living snch as dressing and bathing:

Without assistance | B
With some assistance |:|
With full assistance |:|




Q7) Are you?

Employed [:| Answer 7b

[ ]

Not employed

Retired ]:I

Q7b) In your transportation to and from work, do you get any physical activity e.g.

walking?

Yes D No ]

Q8a) Do you use a wheelchair?

Yes [ ]

Answer 8b, ¢, d

No Go to Question Y

Q8b) During the time that you are awake, do you spend:

All of the day in your wheelchair ] |

Most of the day in your wheelchair

U

Just few hours a day in your wheelchair
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Q8c) Is your wheel chair manual or powered?

Manual D How many minutes a day would you say you push yourselfin

your wheelchair

Powered ’:]

Q9) Have vou ever experienced any problems/difficulties, which have stopped you

doing physical activity?

Yes l__—J No E

Tf yes which of the following have you had difficulties with in the past

or now?

Poorly designed facilities

Lack of appropriate equipment

Lack of knowledge among staff

Own lack of knowledge about what to do/what available
Time

Cost

Relying on someone else for travel/support

Travel difficulties

Attitudes of others (please specify)

I

i

L
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Other (please specify) [::l
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(Q10) Do you think there are enough chances for disabled people fo take part in
physical activity in Glasgow?

Yes disabled people have the same chances as others

There are some but not as many as for other pcople

Definitely not

Not sure

0

1 U




Q11) Do you think more is needed to enable pcople with physical

disabilities/impairments become more active?
Yes D No D

If yes which of these do you think would be useful?(tick all that apply)

-

Equipment suilable for those with physical impairments

within leisure facilities

Better trained staff

More information available to individuals and their

U

parents/carers about the benefits

Specific exercise classes for pcople with a physical

disability/impairment

Assistance with transport

0 L

Reduced costs for physical activity

|

Bxercise consultation Onc to one chat with a trained

physical activity counsellor)

Other suggestions
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Q12) If yon were to become physically active, where would yon like your activity to

take place?

In local lgisure centres

At home

U4

In a leisure facility specifically designed for disabled people
only

]

Don’t know

i

Other (please specify)

Any other comments

THANK YOU FOR YOUR HELP

Please return the questionnaire nsing the prepaid envelope by ---—- 2004
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APPENDIX 21 — Information sheet and questionnaire for
parents/carers

Social and Public HealthSciences Unit
University of Glasgow

4 Titybank Gardens

(Glasgow

3/08/04

‘Increasing Physical Activity among Disabled ’cople 1o Glasgow’
MSc Research Project

Dear Friend,

Physical inactivity is a scrious public health issue for people in Scotland. Nearly two thirds
of the Scottish population are doing insufficient physical activity in order to benefit their
health. Whilst the research is less wcll documented, that which does exist suggests that
disabled people are less active than non-disabled people and therefore at greater risk of

cxpericncing the negative health outcomes that arise from physical inactivity.

1 am currently at Glasgow University and am doing a research projcet ¢xamining what the
issues arc for people with a physical impairments/disabilities in relation to physical activity
participation and examining what could potentially be done in Glasgow to improve levels

of participation.

I hope this may help to highlight particular issues in relation to physical activity
participation in Glasgow and by informing planning structures, increase the opportunities
available for disabled people to participate. 1 would like it if my study could reflect the
views and experiences of individuals with physical impairments/disabilities and also
parents/carers. In order to gather this information I am sending out questionnaires, which I
would be most grateful if you could take the time to complete. The questionnaire is

designed to ask you what your vicws are on a number of issues including:

e What you think about physical activity in relation to your son/daughter/person you

care for.
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»  What benelits if any you think physical activity may have for them.
e Whether or not you feel there arc currently enough opportunities for them to
participate in physical activity.

» What you would like to see happen in the future.

All information collected will be dealt with in the strictest of confidence. All information
provided will remain anonymous and detuils will not be passcd onto any other

organisation. Data may be uscd anonymously for research and teaching purposes.

Participation is entirely voluntary and whilst it would be helpful if you could take the time
to complete the enclosed questionnaire, you do not have to do so. If you choose to return
the questionnaire it will be assumed that you have given your consent for the information
to be used for the purpose of this research. If you have any questions or concerns, please
feel free to contact my supervisor or myself using the contact details below. I have
enclosed a prepaid envelope that can be used to return the questionnaire if you decide you
would like to complete it. I would ask that questionnaires are completed and returned by
the 30" of Scptember. The questionnaire should take approximately 10 minutes to

complete.
[ would like to thank you in advance for your help

Yours Sincerely

Julie L. Craik Professor Nanette Mutric
Principal Researcher Project Supervisor

4 Tilybank Gardens 4 Lilybank Gardens
University of Glasgow University of Glasgow
Email:j.craikl @ntlworld.com Telephone 0141357 7563




‘Increasing Physical Activity among Disabled People in Glasgow’

Questionnaire for Parents and Carers

This questionnaire is designed to find out what your thoughts and feelings are around
physical activity participation for your son/daughter/person you care for and any issues you
or they have incurred in the past.

All data collected will remain anonymous and details will not be passed on to any other
organisation. Participation is entirely voluntary. The questionnaire is in two parts;
depending on your answer to question 4 you will be asked to continue with section A or
move Lo section B. The questionnaire should take about 10 minutes to complete. Returning
the questionnaire using the prepaid envelope will be taken as you consenting to the
information being used as part of this research.

About vou

JTam

Male [ ] Female [ |

Under 25 I:I 25-34 D 35-44 :‘ 45.54 I:l Over 55 D

About vour son/daughter/person you care for

They are

Male D Female D
Under 16 I:] Under 25 [:l 25-34 D 35-44 D QOver 45 D

What is the nature of their impairment/disability?

Amputation ] Spinal cord injury [ | Cerebral Palsy [ ]
Strokc D Spina Bifida D Muscular Dystrophy D
Visual Impairment D Hearing impairment/deaf |:] Multiple Sclerosis D

Other D Please Specify)
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SECTION A

Q1) Which of these statements would you say most applies to you? (please tick)

I am not currently doing any physical activity and have no intention

of doing so

1 am not currently doing any physical activity but have been thinking

about becoming physically active

I have recently started doing some physical activity on a regular basis

[ have been participating in physical activity on a regular basis for more

than 6 months

I have been regularly active in the last 6 months but am not doing any

at the moment

L]

[

Q2) On a scale of 1-10 how important do you think physical activity is as a means of

improving health? (1 = not very important 10=Very important) (Please circle)

1 2 3 4 5 6 7 8 9 10

Q3) Do you think physical activity conld benefit your son/daunghter/person you care

for?

Yes D

No [ ] Ifnowhynot?




It yes what benefits do you think your son/daughter/person you carc for may gain
from participating in physical activity? (Tick all that apply)
Improved fitness

Opportunity to meet new people

Improved sell esteem and confidence

Improved strength

Improved/maintained ability to

perform day to day tasks

Weight loss/maintenance

U odoo

Other (please specify)

]

Q4) Does your son/danghter/person that you care for do any physical activity at the

moment?
Yes D Go to Q5
No D If no go to Section B on page 7
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Q35) What type(s) of physical activity do they do? (Enter as many activity types and
activities as relevant into the table. An example has been given in bold at the top of
the table)

1= Aerobic activity: Activity that is sustained over a period of fime and results in
increased heart rate and breathing e.g. walking, swimming, biking
2= Strength activity: Lifting weights or using elastic bands or weight training machines

3= Flexibility: Activities that involve muscle stretching

' Activity " Type | Type of activity | Number of | Minutes per day
(enter 1,2 or 3) e.g. swimming days/week '
1 Walking 3 20

Q6) Where do they go to take part in physical activity? (Please specify)

Local Leisure Centre D (Please specify)

Community Centre ] Church Hall [ | Hospital [ ]
Other | ]  (Please specify)
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Q7) What would you identify as the key barriers to participation in physical activity
for those with physical impairments in Glasgow? {Tick all that apply)

Poorly designed facilities

Lack of appropriate equipment

Lack of knowledge among staff about exercise and disabled people
Lack of knowledge about what to do/what available
Time

Cost

Health

Travel difficulties

Pain

Self Consciousncss

Attitudes of those working within leisure facilities

Please specify

O oodos oo b

Other (please specify)

Q8) How well do yon think leisure facilities are designed to accommodate the needs of

peaple with a physical impairment/disability?

Very well
Reasonably well
Don’t know I have not been in one recently

Not well at all

COoo U

Explain
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Q9) What is your perception of the level of understanding/training among staff
working in the leisure indusiry as to the needs of individuals with a physical

impairment/disability?

Staff in local leisure centres definitely need more training around issucs |:|

rclating to disabled people

Staff appear to have a general understanding but [ feel they could do more l:l
The staff I have experienced seem to be well informed and accommodating r:I
Have oo little experience to comment I:I

Q10) Do you think there are currenily enough opportunities for disabled people to

participate in physical activity in Glasgow?

Yes there are the same opportunities as for others I:]
There are some but more is needed to give disabled |:|
people the same opportunities as non disabled

individuals.

There are insufficient opportunities for disabled D
people in Glasgow
Not sure D
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Q11) Do vyou think more is needed in Glasgow to help people with physical

disabilities/impairments become more active?

Yes D No D

If yes which of these do you thiuk is required (tick all that apply)

Equipment suitable for those with physical impairments

within leisure facilities

Better trained staff

More information available to individuals and their
parents/carers about the benefits

Specific exercise classes for people with a physical
disability/impairment

Assistance with transport

Reduced costs for physical activity

Exercise consultation {one to one advice about physical activity)

None of the above

J00d O oUQd

Other suggestions

Any additional comments

THANK YOU FOR YOUR IIELP

Please return the questionnaire in the prepaid envelope by the

..........
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SECTION B
Q1) Has your son/daughter/person you care for, ever participated in physical activity?

Yes [ ] No ]

Q2) Which of the following if any are reasons why your son/daughter/person you carc for

is not involved in physical activity?
They chose not to be
They used to be but stopped as an adult
I have never considered it as an option for them
There are few opportunilies in our area
Their impairment/disability prevents it

Costs too much money

0 oo bun

The timings of the opportunities don’t suit

i

Other (please specify)

Q3) How well do yon think leisure facilities are designed to accommodate the needs of

people with a physical impairment/disability

Very well

Reasonahly well

Don’t know I have not been in one
recently

Not well at all

O OO

Explain
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Q4) Has your son/daughter/person you carcd for, cver expericneed any barricrs te

participation

Yes I:I

No D Go to Q35
If yes what barriers have they faced (tick all that apply)
Poorly designed facilities
Lack of appropriate equipment
Lack of knowledge among staff about exercise and disabled people
Lack of knowledge about what to do/what available
Time
Cost
Health
Travel difficulties
Pain
Self Consciousness

Attitudes of those working within leisure facilities

Please specify

Other (please specify)

O O0ud ood oo oo

[]
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Q5) What is your perception of the level of understanding/training among staff
working in the leisure indusiry as to the needs of individuals with a physical

impairment/disability?

Staff in local leisure centres definitely need more training around

i

issues relating to disabled people

Staff appear to have a general understanding but I feel they could do more

The stafl T have cxperienced seem to be well informed and acconmmodating

Have too liitle experience to comment

J o0

Q6) Do you think there are currently enough opportanitics for disabled people to

participate in physical activity in Glasgow?

[]

Yes there are the same opportunities as for other

There are some but more is needed to give disabled

peoplc the samc opportunitics as non disabled individuals.

There are insufficient opportunities for disabled People in Glasgow

o 4

Not sure
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Q7) Do you think more is needed to help people with physical

disabilities/impairments become more active?
Yes D No D
If yes which of these do you think is required (tick all that apply)

Equipment suitable for those with physical impairments

within leisure facilities
Better rained stall

More information available to individuals and their

parents/carers about the benefits

Specific exercise classes for people with a physical

disability/impairment
Assistauce with transport
Reduced costs for physical activity

Exercise consultation (one to one advice about physical activity)

Ju oo oo oo

None of the above

Other suggestions

Any other comments

THANK YOU FOR YOUR HELP

Please return the questionnaire in the prepaid envelope by the 30™ September
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APPENDIX 22 ~ Information sheet and questionnaire for Glasgow
City Council leisure staff

Social and Public Health Sciences Unit
University of Glasgow

4 Tilybank Gardens

Glasgow

Date

‘Increasing Physical Activity among Disabled People in Glasgow’
MSc Research Project

Leisure Staff Information Sheet
Dear Friend,

Physical inactivity is a serious public health issue for people in Scotland. Nearly two thirds
of the Scottish population are doing insufficient physical activity in order to benefit their
health. Whilst the research 1s less well documented, that which does exist suggests that
disabled people arc less active than non-disabled people and therefore at potentially greater

risk of experiencing the negative health outcomes that arise from physical inactivity.

[ am a part time student at Glasgow University and am currently doing an MSc by
research. My research looks to examine the issues facing disabled people in relation to
physical activity participation and highlight what is needed in Glasgow (o mncrease the
physical activity levels among disabled people, particularly those with a physical

disability.

Part of my research will examine the perceptions and experiences of individuals with
physical disabilities/impairments and parents/carers in relation to physical activity
participation. To complement this I would like to address the experiences, training needs
and views of staff currently working within local leisure facilities. I would therefore like to
take this opportunity to ask for your assistance and ask if you could take 5-10 minutes to

complete the enclosed questionnaire.
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All information collected will be dealt with in the strictest of confidence. All information

provided would remain anonymous and details will not be passed onto any other

organisation. Data may be used anonymously for research and teaching purposes.

Participation is euntirely voluntary. If you do choose to complete the questionnaire this will

be seen as you giving your consent for the information to be used as part of the study. If

you have any questions or concerns, please feel free to contact my supervisor or myself

using the contact details below. I have enclosed prepaid envelopes that can be used to

return the questionnaire. I would ask that questionnaires are returned by (date to be

decided)

T would like to thank you in advance for your help

Yours Sincerely

Julie L. Craik
Principal Researcher
4 Lilybank Gardens
University of Glasgow

Email:j.craikl@ntlworld.com

Professor Nanette Mutrie
Project Supervisor

4 Lilybank Gardens
University of Glasgow
Telephone 0141357 7563

email:n.mutriebio.gla.ac.uk
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Increasing Physical Actlivity among Disabled People in Glasgow’

Questionnaire for Staff

'This questionnaire has been designed to establish:

Your experience of dealing with disabled customers

What training you have had in the past

Any fraining needs you feel you have in relation to disabled people

How well you think existing facilities are designed to accommodate the needs of disabled

people in relation to physical activity participation.

This information will be used for the purpose of my study, however it is hoped that it may
be useful to leisure providers and identify what staff would like/need in relation to this

18506,

All data collected will remain anonymous and details will not be passed on to any other
organisation. Participation is voluntary. Please answer Q1-9. Section B, Q10- Q13 should
be answered by only those delivering physical activity sessions to individuals with a
physical disability/impairment. Returning this questionnaire using the prepaid envelope
will be taken as you giving consent to use the information. This questionnaire should take

5-10 minutes to complete.
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Section A

Q1) Which area of the facility do you work? (please tick)
Poolside ]

[]

Gym
Reception E‘
Other D (Please specify)

Q2) How often are you in contact (e.g. speaking to or dealing) with disabled

customers (tick only one)?

i ]
L

Daily (1 person or more on at least 4 days of the week)

]

Weekly (1 person or more on 1-3 days of the week)

L]

Monthly (1 person ot more at least once a month)

[

Not very often at all (less than 1 person a month)

Q3) Do you think disabled people can benefit from participation in physieal activity?

Yes [:I

No Please explain

¢) Don’t know D
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Q4) Have you ever undergone specific staff training around the issue of disability?

Yes D Please answer Q4b, Q4c and Q4d
No D Goto Q5
No but I have been offered it D Go to Q5

Can’t remember

Go to Q5

Q4b) What did your training cover (list topics or specific courses 1-2 examples)?

Q4¢) Who delivered the training?

i

Centre manager
Training officer within facility
Glasgow City Council disability sports team [:I

Outside Provider e.g. YMCA, Centre
for independent living [ ]

Please specify
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Q4d) When did you undergo this training?

Last 6 months

In the last year

Sometime in the past 2 years

More than 2 years ago

U ol

Can’t remember

Q5) Would you like more training around the issue of disability?
Yos :I

No |:| Go to Q6

It yes what form would this training take?

Disability equality training

Manual handling

Issues for specific impairments/disabilities

Physical activity for disabled people e.g. YMCA course

Other (please specify)

L]

U
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Q6) Do you know what facilities are available in the centre you work that can be

utilised by disabled people?

Yes |::| (Give 2 examples if possible)

No I::l

Q7) Do you know what activity programmes/sessions are available to disabled people

within the cenire you work?

Yes [:I Give 2 examples if possible)

No [:I

Q38) How well do you think the leisure facilities in which yon werk is designed to

accommodate the needs of disabled people?

Don’t know

Very well

Reasonably well

Not well at all

]

1 O

Explain
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Q9) Do you think there are currently enough opportunitics for disabled people to

participate in physical activity in Glasgow?
Yes there are the same opportunities as for others I:l
There are some but more is needed to give disabled D
people the same opportunities as non disabled

individunals.

There are insufficient opportunities for disabled

.

People in Glasgow

Don’t feel I know enough to answer [I

THANK YOU FOR YOUR HELP

Please return the questionnaire using the prepaid envelope by the (Dale (o be decided).

Thank you once again

If you deliver programmes to disabled people please answer Section B
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SECTION B
PLEASE ONLY ANSWER Q10-13 IF YOU ARE CURRENTLY INVOLVED IN
DELIVERING SESSIONS TO INDIVIDUALS WITH A PHYSICAL

DISABILITY/IMPAIRMENT

Q10) Please indicate what activities you deliver to individuals with a physical
disability?

Swimming programme

Gym programme (CV and MC)

Relaxation and stretching

10O O

Game based programme e.g. basketball, boccia

Other

Q11a) Have you undergone specific training course(s) around delivering these types

of programmes to disabled people?
Yes D Please answer 11b

No D Please answer 11d
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Q11b) Do you feel this training gave you adeguate knowledge and skills fo deliver

sessions to disabled individuals?
Yes D Please answer
No D Please answer 11c

In places D Please answer 11c

Q11¢) What would help you to feel more confident in delivering sessions to disabled

people/ someone with a specific impairment?

Q11d) Would you find a training course on this useful?

Yes [ ] No E‘
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Q12) Have you ever experienced any difficulties with the facility design or equipment

when delivering sessions?

Yes I:I Pleasc indicate what difficultics you have cxpericneed

No |:|

Q13) Have you ever experienced any other difficulties when delivering sessions?

Yos |:] Please indicate what difficulties you have experienced

No |:|

THANK YOU FOR YOUR HELP
Please return the questionnaire using the prepaid envelope by the (Date to be

decided). Thank you once again

i

v, b

v \]] a
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