D 5 B LIN Technological University Dub.lin
- ARROW@TU Dublin

Reports School of Civil and Structural Engineering

2016

The National Exercise Referral Framework

Catherine B. Woods
University of Limerick, catherine.woods@ul.ie

Noel McCaffrey
Dublin City University

Brona Furlong
Dublin City University

See next page for additional authors

Follow this and additional works at: https://arrow.tudublin.ie/engschcivrep

b Part of the Community Health and Preventive Medicine Commons, Environmental Public Health

Commons, and the Sports Sciences Commons

Recommended Citation
Woods C., McCaffrey N., & Furlong B. (2016). The National Exercise Referral Framework. Health and
Wellbeing Division, Health Service Executive. Dublin. Ireland.

This Report is brought to you for free and open access by
the School of Civil and Structural Engineering at
ARROW@TU Dublin. It has been accepted for inclusion in
Reports by an authorized administrator of ARROW@TU
Dublin. For more information, please contact
arrow.admin@tudublin.ie, aisling.coyne@tudublin.ie.

OLLSCOIL TEICNEOLAIOCHTA
BHAILE ATHA CLIATH

This work is licensed under a Creative Commons
Attribution-Noncommercial-Share Alike 4.0 License D u B L I N

Funder HSE UNIVERSITY DUBLIN















Foreword

The Healthy Ireland Survey 2015 identifies that 32% of the population are
considered to be highly active with men more likely to be highly active (40%) than
women (24%). This level of activity decreases with age with 46% of those aged
15-24 highly active compared to 15% of those aged 65 and over. International
evidence demonstrates that increased levels of physical activity play an important
role in attaining a 20-40% relative reduction in risk of all-cause mortality and
premature mortality from cardiovascular diseases, colon cancer, breast cancer, and
depression. It also plays an essential role in halting the rise in diabetes and obesity.
Guidelines on Physical Activity for Ireland recommend that adults should achieve
at least 30 minutes moderate activity on 5 days a week (or 150 minutes a week).
Studies have shown that the majority of adults do not achieve this level of activity.

In seeking to address the increasing prevalence of chronic disease, the World Health
Organisation is developing a European Physical Activity for Health Strategy; its
purpose is to inspire governments and stakeholders to work towards increasing
levels of physical activity among all citizens of the European region. Furthermore,
in early 2016 Ireland launched it’s first National Physical Activity Plan with a clear
vision to make Ireland a more active place to live.

A 2013 Review of the HSE funded GP Exercise Referral Programme (GPERP)
highlighted the need for a new National Exercise Referral Framework (NERF). The
evidence suggests that exercise referral is an effective targeted health intervention for
specific patients and with the increasing prevalence of chronic disease it is imperative
that we examine, design and progress the implementation of scalable, sustainable
evidence-based, interventions, integrated across the health system to improve the
health and wellbeing of the population.

The development of this proposed National Exercise Referral Framework,
commissioned by Health Promotion and Improvement, was led by DCU involving a
multi-disciplinary Working Group and supported by a HSE Cross-Divisional Group.
We are grateful to the Working Group and in particular to Dr Catherine Woods and
the team in DCU for their extensive work and commitment to this project.

There are a number of practical steps now required to determine the feasibility of
the proposed framework as a national model namely, identification of a sustainable
funding model; design and development of chronic disease care pathways and a
phased implementation plan that would build on the existing programmes. The
Health & Wellbeing Division of the HSE will lead the next phase of this project.

ey
S
Dr. Cate Hartigan,

Assistant National Director of Health Promotion and Improvement
Health & Wellbeing Division
Health Service Executive
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Executive Summary

The World Health Organisation published a European Physical Activity for Health
Strategy in 2015; its purpose is to inspire governments and stakeholders to work
towards increasing levels of physical activity among all citizens of the European
region. The vision of Ireland’s first National Physical Activity Plan, published in
early 2016, is to make Ireland a more active place to live. Both documents provide

a timely context for the development and publication of Ireland’s National Exercise
Referral Framework (NERF).

NERF’s vision is that those living with NCDs or mental illness will enjoy more
active and healthier lives.

Both documents emphasize the importance of embedding physical activity
promotion within the healthcare setting and each identifies this action as a priority
area particularly in addressing the prevention and control on non-communicable
diseases (NCDs). This emphasis is underpinned by high quality evidence supporting
the use of physical activity for health promotion and primary and secondary
prevention of several chronic conditions. A summary of this evidence is provided

in section 2. This demonstrates that increased levels of physical activity play an
important role in attaining a 20-40% relative reduction in risk of all-cause mortality
and premature mortality from cardiovascular diseases, colon cancer, breast cancer,
depression and dementia. It also plays an essential role in halting the rise in diabetes
and obesity.

Doctors and other healthcare professionals are important influencers of patient
behaviour and key initiators of NCD prevention actions within the healthcare
system. As such, they can influence large proportions of the population. The NERF
recognises this role, and advocates for the inclusion of physical activity as an explicit
element of regular behavioural risk factor screening for NCD prevention, patient
education and referral. Evidence supports the effectiveness of brief advice and brief
intervention by healthcare professionals to increase physical activity levels among
the general population, and in particular inactive adults !. Evidence suggests that
exercise referral is an effective targeted health intervention for specific patients 2,
but it has limited evidence as an effective intervention for the general population 3.
In order to outline the architecture for the adoption of the exercise referral
approach, the NERF adopts Physical Activity Pathways in Healthcare Model
(Figure 1), adpated from the physical activity care pathway model *°. A detailed
description of this model and its application within the Irish healthcare system,
along with evidence of factors that are associated with effective exercise referral
schemes are explained in section 2.




N

Screen Intervene
oBrief Advice
oBrief Intervention
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|

Active
Participation

Patient
Recruitment

Follow-up/
Review

Figure 1: The Physical Activity Pathways in Healthcare Model (PAPHM)

The NERF development is addressed in section 3, and section 4 explains its vision
and principles. The aim of NERF is to increase physical activity levels and improve
health in individuals living with an established NCD or mental illness. Its objectives
are i) to outline referral pathways to quality, safe and effective supervised physical
activity opportunities for individuals living with an established NCD or mental
illness; ii) to develop the knowledge, attitude and skills of health professionals and
physical activity service providers in relation to physical activity and its role for the
primary and secondary prevention of NCDs, and iii) to describe an appropriate
evaluation framework for the NERF.

The key stakeholders in NERF are outlined in section 5. There are four categories
of stakeholders in NERE These include the establishment of an Exercise Referral
Unit, which would be responsible for governance and management of the NEREF,
but it will also provide support for both referring practitioners and service providers.
The participants who can avail of the NERF are adults with an established NCD or
mental illness. NERF participants are categorized in category A, those who require
high levels of supervision and make up about 5-10% of the target population, and
category B, those who require medium levels of supervision approximately 90%-
95% of the target group. The referring practitioners are all appropriately trained
healthcare professionals from both primary and secondary care in both acute and
community settings. The service providers are all appropriately trained physical
activity professionals from both facility based (e.g. leisure centers) and community
located (e.g. local community or primary care centers) settings. Within this section
the potential demand for exercise referral by participants with established NCDs is
reviewed, the competency and training requirements for both referring practitioners
and service providers is detailed.

The participant pathways are explained in section 6. Guided by the Physical Activity
Pathways in Healthcare Model, the journey of the participant through each of the
five stages -recruitment, screening, intervention, active participation and review —

is explained in detail. This section covers both the infrastructural and personnel
requirements to run the NERFE, to integrate it within other healthcare pathways and
to provide a high quality service for active participation in physical activity to all
NEREF participants.

2
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The importance of continual monitoring and systematic evaluation of NERF

is emphasized. However, NERF also recommends that any evaluation must be
participant centered in order to ensure that the reasons for data collection are
understood by the participants. Section 7 provides detail on the NERF evaluation
framework. This comprises process and outcome evaluation measures. Information
on both a minimal and an optimal data set is provided in terms of i) the rationale
for each measure, ii) the time point at which each measure should be taken, iii)

the measures to be used, iv) the recommended method for measurement and v) the
personnel responsible for carrying out each assessment method.

A business model for NERF is provided in section 8. This details the value
proposition for NERF and proposes a hybrid business model is adopted. A hybrid
aligns both ‘health of the nation’ concepts and ‘commercial expectations’ in relation
to the quality of service provided to participants by both healthcare professionals
and service providers, and the efficiencies in operation within the NERE

In order to facilitate the establishment of the NERF the following action points for
the HSE and the Exercise Referral Unit are identified:

Health Services Executive Action Points

Adopt the NERF as the national framework

Identify a source of funding for the NERF

Appoint the NERF National Manager

Establish the NERF Exercise Referral Unit

Facilitate the integration of a NERF electronic referral system with Healthlink

Exercise Referral Unit Action Points

o Oversee the development, review, and delivery of training for service providers
and referring practitioners

o Recruit referring practitioners and service providers

© Assist primary care centres and academic institutions to establish NERF
centres

o Adapt existing evidence-based/informed self-directed programmes

o Compile and distribute NERF packs for referring practitioners and service
providers

o Use the business model to advance the business case for the NERF




This document concludes with recommendations for the future development of
NERE These recommendations include placing the NERF within the Physical
Activity Pathways in Healthcare model and using Brief Advice, Brief Intervention;
and conceptualizing of physical activity or exercise as a Vital Sign, similar to

blood pressure, for all healthcare professionals. Other recommendations include
expanding the NERF for the inclusion of children, tacking sedentary behaviour more
efficiently, developing our use of mobile technologies to support remote supervision
of participants, required pre-service training for all healthcare professionals in
relation to exercise referral, development of self-initiation of referral pathway for
participants and delivery on regular public awareness, education and communication
campaigns.

The NERF outlines a multi-disciplinary, multi-sectoral approach to increasing
physical activity levels and consequently improving the health in individuals living
with an established NCD or mental illness. In this way, healthcare professionals,
service providers and the participants themselves can work together to fully realize
Healthy Ireland’s potential to make Ireland a more active place to live.

let’s Get Ireland Activel




Background

Introduction

A recent review (2013) of the Health Service Executive (HSE) funded GP exercise
referral programme (GPERP) highlighted the need for a new National Exercise
Referral Framework (NERF). The development of NERF was overseen by a Working
Group based in Dublin City University with representation from key partners and a
Cross Divisional Group within the HSE. The purpose of this document is to present
i) the international and national context, ii) a summary of the literature on physical
activity and health, iii) a model of best practice for the inclusion of Physical Activity
Pathways in healthcare settings as part of routine and integrated care, and iv) NERF:
A detailed framework outlining the management; target population; roles and
responsibilities, competencies and training, infrastructure and resource requirements
of the referring practitioners and physical activity service providers; evaluation
framework; and business model.

The Context

Internationally, physical activity’s role in the prevention and control of non-
communicable diseases (NCDs) is recognised by the Council of the European
Union (2013) ¢, the World Health Assembly (2004, 2008) 7 and the United
Nations General Assembly (2011) °. Strategic and policy documents including
Health 2020: the European Policy for Health and Wellbeing '°, the Vienna
Declaration on Nutrition and NCDs (2013) ', and the European Physical Activity
Strategy (in development) all advocate for EU member states to have clear,
consistent physical activity policies that require physical activity targets, with
appropriate strategies and monitoring systems to address a 25% reduction in
premature mortality from NCDs and a 10% reduction in physical inactivity (those
not meeting physical activity guidelines) by 2025. Ireland, as a member state of the
EU, has signed up to these targets 2.

Nationally, Healthy Ireland has published the National Physical Activity Plan 3.
Healthy Ireland endorses a life course approach to health as an integrated
continuum rather than disconnected and unrelated stages. This is supported by
other Government strategies, policies, and frameworks including Get Active:
Physical Education, Physical Activity and Sport for Children and Young People:

A Guiding Framework '*; Better Outcomes, Brighter Futures: The national policy
framework for children and young people '*; Smarter Travel: A Sustainable
Transport Future '%; and the National Positive Aging Strategy '”. The National
Positive Ageing Strategy (2013) identified the achievement of lifelong good health,
with an increased disability-free life expectancy for the population. Physical activity
has a role to play in achieving this objective. Healthy Ireland advocates for delivery
of physical activity pathways within the healthcare setting.




The Health Service Executive (HSE) previously operated a general practitioner
exercise referral programme (GPERP) to support individuals to become more
physically active, providing a pathway to the prevention and management of chronic
disease. Patients were referred by their GP to a 12-week exercise programme run by
qualified local coordinators who have completed the HSE National Training Course.
A recent review (2013) of the programme identified both significant strengths and
weaknesses. Strengths of the programme included the multi-disciplinary nature of
the steering group, the partnership approach, the highly trained and motivated local
co-ordinators, and the programme promotional materials. Weaknesses were both
strategic and operational. Strategic weaknesses included the lack of an evidence-
base underpinning a national programme, the lack of importance placed on the

role of physical activity within the healthcare sector, the lack of evaluation of the
programme, and the lack of a financial model to ensure financial viability. All of
these factors ultimately contributed to a lack of buy-in by key partners. Operational
weaknesses included insufficient resources and support, uneven national roll-out,
inappropriate referrals, high staff turnover within the leisure sector, and training
programme difficulties. Ultimately, the review concluded that there was a need to
redevelop the national exercise referral programme. The review included a number
of opportunities and suggestions for future development. These involved the
broadening of the programme to encompass referrals from more health professionals
and to a broader range of physical activities options; enhancing the role of local
sports partnerships (LSPs), voluntary health advocacy bodies, and public leisure
centers; mainstreaming of a tiered training programme for exercise professionals;
introduction of health professional training; inclusion of participants with chronic
conditions; transferring the programme to clinical care; and costing in line with the
individual’s ability to pay.




Summary of Literature

Physical Activity and Health: The Evidence

Physical activity has both health promoting and disease prevention properties.
Regular physical activity can substantially increase the disability-free lifespan's.
It enhances wellbeing, physical and mental health, prevents disease, and provides
economic benefits to both the individual and the state. It contributes

to environmental sustainability, and improves social connectedness

and quality of life *°.

There is irrefutable evidence of the beneficial effects of regular physical activity

in both the primary and secondary prevention of several chronic conditions and
premature death. Since the seminal work of Morris in the 1950s 2° and the early
work of Paffenbarger and colleagues in the 1970s "2, numerous long-term
prospective trials have determined the relative risk of death from all cause and from
specific diseases associated with physical inactivity 232, Increased levels of physical
activity in both men and women is associated with a decreased relative risk of all-
cause mortality of 20-35% 2>%”. Even small improvements in physical activity or
physical fitness are associated with a significant reduction in risk. For example, an
increase in energy expenditure due to physical activity of ~1000 kcal per week or
an increase in physical fitness of 1 metabolic equivalent (MET) is associated with
reducing all-cause mortality by ~20% 28.

A clear causal relationship exists between the amount of physical activity people do
and all-cause mortality ?°. Adults achieving the current World Health Organisation
(WHO) physical activity guidelines (=150 minutes of moderate-intensity or =75
min of vigorous-intensity aerobic physical activity throughout the week) gain
considerable reduction in risk of over 20 chronic conditions °, for example up to
35% risk reduction for cardiovascular disease (CVD), 40% for diabetes, and up to
30% for depression (Table 1). Interestingly for CVD, individuals who are physically
fit yet have other risk factors appear to be at lower risk of premature death than
people who are physically inactive with no risk factors 3'. Independent of physical
activity, sedentary behaviour (i.e. activities that do not increase energy expenditure
substantially above the resting level such as sitting) has also been associated with the
prevalence of overweight and obesity, all-cause mortality, type 2 diabetes, metabolic
dysfunction, and some types of cancer *.




Table 1: Risk reduction amongst adults for specific chronic diseases as a result of
meeting the WHO recommendations for physical activity %°

Chronic condition Risk reduction
All-cause mortality 20-35%
Cardiovascular disease 20-35%
Diabetes 30-40%

Hip fractures 36-68%
Colon cancer 30%

Breast cancer 30%
Depression/dementia 20-30%

Loss of function 20%

The benefits of physical activity are evident, not only in healthy individuals but also
in those with established chronic illness. Observational and randomized trials have
demonstrated that regular physical activity is beneficial in the treatment of numerous
chronic diseases, including CVD (coronary artery disease, chronic heart failure,
peripheral arterial disease, and hypertension) 33-3¢; pulmonary disease 3’; metabolic
disorders (type 2 diabetes, dyslipidemia, obesity) 3% muscle, bone, and joint
diseases (osteoarthritis, rheumatoid arthritis, osteoporosis, fibromyalgia) #=4;

cancer *; and depression *.

Physical activity can act either as an alternative to drug or conventional treatment
or as a supplement. Physical activity is not associated with the side effects of drugs
and provides additional physical, mental, and social benefits +. Physical activity is
protective against depressive symptoms/distress in older adults irrespective of their
level of chronic pain *.

Despite these irrefutable benefits, a third of adults globally do not reach public
health guidelines for recommended levels of physical activity *°. Ireland is
comparably worse than the global picture, with recent surveillance data suggesting
that two thirds of the adult population in Ireland are physically inactive *°. Physical
inactivity is the fourth leading risk factor for mortality worldwide, behind high
blood pressure, tobacco use, and high blood glucose, and ahead of such risk factors
as overweight and obesity and high cholesterol *'. Physical inactivity accounts for
approximately 5.3 million (9%) deaths globally per year and it is estimated that if
physical inactivity was reduced by 10% or 25%, more than 533,000 and 1.3 million
deaths, respectively, could be averted annually *2. Physical inactivity is accountable
for 6-10% of NCDs globally 32, ~21-25% of the breast and colon cancer burden,
~27% of diabetes and ~30% of the ischaemic heart disease burden 3.
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In Ireland, the NCDs; CVD, cancer, chronic obstructive pulmonary disease (COPD),
and diabetes account for 76 % of all deaths 5*. The all-cause mortality rate associated
with physical inactivity is estimated at 14.2% 2. If physical inactivity were absent, it
is estimated that the occurrence of new coronary heart disease cases would reduce by
8.8%, new diabetes cases by 10.9%, breast cancer by 15.2%, and colon cancer by
15.7% 2. The life expectancy of the Irish population would be estimated to increase
by 0.87 years if physical inactivity was eliminated 2.

Physical Activity Pathways in Health:
A model of best practice

The Toronto Charter for Physical Activity (2010) * outlines the direct health benefits
and co-benefits of investing in policies and programmes to increase levels of physical
activity. Consistent with the WHO?’s Global Strategy for Diet and Physical Activity 7,
the Charter in extensive consultation with world-wide stakeholders makes a strong
case for increased action and greater investment in physical activity as part of a
comprehensive approach to the prevention of NCDs. One of its globally recognised
‘best investments’ for physical activity is:

“The integration of physical activity and NCD prevention into the primary
healthcare systems” >

Embedding physical activity in the healthcare setting

Doctors and health care professionals are important influencers of patient behaviour
and key initiators of NCD prevention actions within the healthcare system. As such,
they can influence large proportions of the population. Healthcare systems should
include physical activity as an explicit element of regular behavioural risk factor
screening for NCD prevention, patient education and referral *’.

Within primary care, integrated care pathways (ICPs) are instruments designed

to map out the direction of clinical and administrative activities for all healthcare
professionals working with NCD groups. Instead of reactive or crisis care, ICPs are
designed to provide improved service for both patients and carers through a more
proactive care planning approach *¢. Physical activity has a role to play within ICPs
in the primary and secondary prevention and management of NCDs.

Figure 1 outlines the Physical Activity Pathways in Healthcare Model (PAPHM).
This model, adapted from the physical activity care pathway model *3, outlines the
architecture for the adoption of population level evidence-based approaches for

the promotion of physical activity within the healthcare setting. It has five stages, i)
patient recruitment, ii) screen, iii) intervene, iv) active participation and v) review. In
stage one, the healthcare professional (i.e. referring practitioner) recruits the patient
either opportunistically or through targeted invitation to patients from a disease
register. They then screen (stage 2) the patient using the 3-item physical activity
screening questionnaire (Appendix C).




This assesses the patient’s current level of physical activity and their readiness to
change their behaviour. Based on the outcome of this screening stage, an appropriate
intervention is offered (stage 3). This intervention is one of the three physical
activity pathways described below. Following the intervention advice provided by
the healthcare professional, the patient engages in active participation (stage 4), and
then takes part in a structured routine follow-up or review (stage 5).

3
Intervene
*Brief Advice
*Brief Intervention
eExercise Referral

Patient
Recruitment

Active
Participation

Follow-up/
Review

Figure 1: The Physical Activity Pathways in Healthcare Model (PAPHM)

In stage 3 of the PAPHM, the healthcare professional offers the patient an
appropriate intervention. Three evidence-based delivery methods or physical

activity ‘pathways’ exist in the healthcare setting 7. These pathways, explained in
Table 2, are brief advice, brief intervention and exercise referral. Evidence supports
the effectiveness of brief advice and brief intervention by healthcare professionals

to increase physical activity levels among the general population, and in particular
inactive adults '. Evidence suggests that exercise referral is an effective targeted
health intervention for specific patients 2, but it has limited evidence as an effective
intervention for the general population 3. In 2014, the UK National Institute for
Health and Care Excellence (NICE) published guidelines recommending that for
people who are sedentary or inactive and have existing health conditions or other
factors that put them at increased risk of ill health, policy makers and commissioners
should fund exercise referral schemes (ERS) that incorporate behaviour change
techniques, collect a minimum set of evaluation data and make that data available to
inform future practice %,




—

Table 2: Three physical activity pathways in the healthcare setting +

Brief advice: Involves a short intervention (generally approx. 3 minutes) and
involves opportunistic advice to raise awareness of and assess a person’s
willingness to engage in further discussion about, healthy lifestyle issues. It
generally involves giving information about the importance of behaviour
change and simple advice to support this behaviour change.

Brief intervention: Involves opportunistic advice, discussion, negotiation or
encouragement. The intervention can vary from basic advice to more extended,
individually-focused attempts to identify and change factors that influence
activity levels.

Exercise referral: Involves the ‘referral of a patient by a healthcare professional
to a service offering an assessment of need, development of a tailored physical
activity programme, monitoring of progress and a follow-up. Service refers

to means i) a publically funded or privately operated service, which may

take place within a gym, leisure centre or at some other location; and/or ii)

an individual exercise professional operating an exercise referral service in a
variety of settings within the local community.

Factors Associated with Effective Exercise Referral Schemes

The Public Health Advisory Committee responsible for developing the NICE
guidelines for exercise referral acknowledged that a number of factors may influence
the effectiveness of ERS %°. In particular, the effectiveness of an ERS is ultimately
dependent upon uptake (the proportion of individuals referred within an ERS who
attend the initial consultation or exercise session) and adherence (the level and
duration of participation in ERS of those who take up the scheme) 2. Targeting the
factors that influence the uptake and adherence to ERS can guide the development
of more effective schemes. For example, older adults are more likely to take up
and adhere to ERS compared with younger adults >¢°. Women are more likely to
take up ERS compared with men, however men are more likely to adhere to ERS
than women ¢!, Qualitative analysis has identified elements of good practice for
enhancing ERS uptake and adherence which are outlined in Table 3.




Table 3: Factors that increase ERS uptake and adherence

Referral
Process

Referring practitioner fully explaining the process of referral ©
Minimal delay between referral and initial exercise
consultation ¢

Support from exercise professionals upon arrival to reduce
anxiety ¢

Referring practitioner expressing interest in participant
progress 3

Environment

Positive perception of the environment 3
Presence of parks and green spaces in the urban environment *
Environment conducive to changing physical activity levels *

Intervention

Participant-centred programming

Provision of classes specifically for ERS participants and
specific groups (e.g. obese, single-sex)

Interventions that target gradual small changes in PA levels,
rather than intensive exercise sessions °

Fidelity of the intervention 3

Support

Enhanced appreciation of participant needs
Providing an opportunity to develop social support networks®!
Use of motivational counselling and ongoing support *

Accessibility

Additional exercise sessions at times to suit the working day ¢
Reduced cost or free access, particularly in deprived
communities




Development of the NERF

The NERF has been developed using a rigorous and comprehensive process, which
included:

1. A review of literature

A review of the literature on the evidence for ERS was conducted. The review
included both peer-reviewed publications and published reports. The review
also identified the factors influencing the effectiveness of ERS, which was used
to generate a checklist for ERS good practice.

2. Learnings from the GPERP

Learnings from the GPERP were identified through review of the GPERP analysis
report, and consultation with the GPERP steering group and GPERP local
coordinators.

3. Consultation with an advisory panel

A small dynamic NERF advisory panel was identified and recruited. The panel
consisted of 56 representatives from both the health (e.g. HSE, Department of
Health, healthcare professional representative bodies) and non-health sector

(e.g. exercise professional representative body, local authorities, sport and
physical activity bodies, charities, academics) in Ireland, essential for the
successful implementation of the NERF (Appendix A). The advisory panel was
consulted throughout the process of developing the NERE, including consultation
on the Outline Concept, at the Expert Symposium and on Draft 1 and Draft 2 of
the NERFE.

4. Expert Symposium

An Expert Symposium was held in Dublin City University on June 19%, 2014.
Five international experts on physical activity and public health and exercise
referral, the advisory panel, and other guests were invited to attend the
symposium. The purpose of the symposium was to (i) have international experts
outline their country’s current practice in relation to exercise referral, and (ii)
advise on how Ireland can best develop a NERF, and (iii) consultation with the
advisory panel. Details of the symposium are outlined in Appendix D.




5. Consultation with an expert panel

Following the Expert Symposium, the international experts were invited to join
the working group to reflect on the symposium and using the feedback obtained,
begin to generate Draft 1 of the NERFE.

. Consultation with a business advisory group

A small expert business advisory group was identified and recruited to develop a
business model for the NERE

7. Public consultation

Draft 2 of the NERF was made available for a 5-week online public consultation.
A NERF website (www.exercisereferral.info) was developed, which contained
Draft 2 and the feedback form. The Advisory Panel was requested to distribute
the call for consultation as widely as possible through their organization and
networks. Other dissemination pathways included Twitter and the DCU School
of Health and Human Performance website. Feedback was received from 56
organisations/individuals, with a total of 480 comments regarding Draft 2.




Vision

Vision:

Those living with NCDs or mental illness will enjoy more active and healthier lives
Aim:

To increase physical activity levels and improve health in individuals living with an
established NCD or mental illness.

Obijectives:

1. To outline referral pathways to quality, safe and effective supervised physical
activity opportunities for individuals living with an established NCD or mental
illness.

2. To develop the knowledge, attitude and skills of health professionals and physical
activity service providers in relation to physical activity and its role for the
primary and secondary prevention of NCDs.

3. To describe an appropriate evaluation framework for the NERE.

Core Principles
The NERF is underpinned by a number of core principles, which include:

a. For structured exercise opportunities, the service provision should offer shared
common infrastructure, staff support and programme content (with appropriate
disease specific modifications) to all clinical groups

b. Lifestyle PA opportunities should be offered, these include individual’s choosing
their own activities

c. Staff involved in delivery should receive appropriate training and support

d. The service offered should be evidence-based and/or best practice

e. Evaluation should be built into the process and used to adapt and improve the
service offered

f. Service provision should primarily be community-based

g. Equality of access for all eligible patients




Key Stakeholders

Table 4 outlines the NERF key stakeholders. The details of each stakeholder are
presented within this section. Section 6 will outline the participant pathway through
the NERFE.

Table 4: NERF Stakeholders

Stakeholder | Criteria Purpose

Exercise National i. To manage the NERF

Referral Unit | Manager and |ii. To provide assistance to referring practitioners
support staff and service providers

Participants | Adults with To avail of the referral offered by the referring

an established | practitioner and the service offered by the service
NCD or mental | provider
illness

Referring Health care To offer referral to suitable patients
Practitioners | professionals

Service Physical To provide safe and effective supervised physical
Providers activity activity opportunities
providers

Exercise Referral Unit

The NERF will be governed by the ERU. The ERU will be a national structure under

the direction of and resourced by the HSE. The ERU should be headed by a part-time
national clinical lead with expertise in sports and exercise medicine. The ERU will also
include a full-time National Programme Manager and a recommended 2-3 full-time
support staff, depending on available resources and service demand. The unit will consist
of individuals with qualifications in exercise science, behaviour change psychology, and
physiotherapy. The establishment, development, and operation of the ERU will be guided
by consultation with key partners, including the Irish College of General Practitioners
(ICGP), Irish Society of Chartered Physiotherapists (ISCP), Exercise and Sports Science
Association of Ireland, Register of Exercise Professionals (REPs) Ireland etc. The ERU
will perform two main roles:

1. Manage the efficient implementation of the NERF

2. Provide assistance to NERF participants, referring practitioners, and service providers

16

D ——



—

Managing the NERF

The ERU will manage the implementation of the NERF including management

of the NERF national budget. The ERU will develop the NERF protocols and
procedures, including information and communication technology (ICT) and data
handling resources and procedures. The ERU will develop a NERF communication
strategy and oversee the development of referring practitioner and service provider
training. The ERU will put in place memorandums of understanding (MOU) with
referring practitioners and physical activity service providers to agree to implement
these NERF protocols and procedures. The ERU will monitor and evaluate the
NERF and drive future development. Detailed roles and responsibilites of the ERU
are described in Appendix E.

Assisting the NERF Stakeholders

The ERU will play an intermediary role and provide medical, exercise specific and
behaviour change expertise to referring practitioners, service providers and through
the referral process to NERF participants (Figure 2). The ERU will be a remote
resource and through the use of technology will:

i. be a source of advice and support to the referring practitioners to increase
capacity to make referrals

ii. in cases of uncertainty, to take referrals from the referring practitioner and match
the patient to a suitable local service provider

The ERU will also assist the referring practitioners and physical activity service
providers in complying with NERF protocols and procedures. Detailed roles and
responsibilities of the ERU are described in Appendix E.

Patient

Service
Provider

Referring
Practitioner

Figure 2: The Intermediary role of the Exercise Referral Unit




Participants

Evidence supports the effectiveness of exercise referral as a targeted health
intervention for individuals with existing health conditions 2. The number of
people living with NCDs in Ireland is substantial (Table 5). Over one third (38%)
of all Irish people and 62% of those over 65 years have a chronic illness . These
individuals are the target population for NERE.

Table 5:  Estimated prevalence of major chronic disease in Ireland **
NCD Estimated Comment
prevalence
CVD 250,000 Likely to be a substantial underestimate due to
- CHD 100,000 undiagnosed disease and unquantified prevalance of
- Stroke 30,000 peripheral artery disease.

- Heart failure | 90,000

Cancer 90,000 Based on people diagnosed with invasive cancer
(excluding non-melanoma skin cancer) between
1994 and 2008 who were still alive on 31
December 2008. Incidence of new cases diagnosed
each year is ~30,000.

COPD 440,000 No Irish prevalence data available. Estimated based
on international studies. 180,000 have moderate

to severe disease, with only 50% likely to be
diagnosed.

Diabetes 190,000 Based on National Diabetes Programme estimate
for 2015.

CHD, coronary heart disease; COPD, chronic obstructive pulmonary disease; CVD,
cardiovascular disease; NCD, non-communicable disease

Adults living with an established NCD or mental illness are classified as Category A
or Category B, depending on the level of supervision required during exercise (Table
6). The level of supervision required refers to the risk of an event during exercise,
and motivational and physical assistance requirements. The level of supervision
required for specific chronic conditions was determined through consultation with
medical specialists in each clinical area (Appendix B). The majority of the estimated
target population will be classified as Category B. It is estimated that 5-10% of the
target population will be classified as Category A? . The scheme aims to transition
Category A patients to Category B, i.e. to facilitate patients to become more
independent exercisers and reduce their supervision requirements.

2 This is based on observational evidence over a 7-year period in a community-based exercise
rehabilitation programme in Ireland
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Table 6: Patient categories

Category A

Adults with an established NCD or mental illness who would benefit from
regular physical activity and who for whatever reason require the supervision of
a physician or other appropriately trained healthcare professional (i.e. advanced
cardiac life support (ACLS) or equivalent) while undergoing a physical activity
programme.

Appendix F provides inclusion criteria guidelines. Examples include stable angina,
COPD GOLD Stage 3-4, established autonomic neuropathy.

Category B

Adults with an established NCD or mental illness who would benefit from regular
physical activity and who do not require the presence of a physician or other
appropriately trained healthcare professional (i.e. ACLS or equivalent) while
undergoing a supervised physical activity programme.

Appendix F provides inclusion criteria guidelines. Examples include post non-
recent (> 2 months) percutaneous coronary intervention, pulmonary disease
significantly affecting quality of life, pre-diabetes.

Category C

Adults who are inactive or sedentary or at risk of developing a NCD
and who would benefit from regular physical activity.

Patients who are inactive, sedentary or at risk of developing an NCD are categorised
as Category C in table 6. These individuals make up a significant proportion of

the adult population in Ireland (Table 7). As exercise referral is not evidence-based
as a population level physical activity intervention, Category C individuals are
recommended to use the evidence-based brief advice or brief intervention pathways
of PAPHM. These require low levels of supervision and Category C patients should
be signposted to a broad range of physical activity opportunities within a variety of
settings in their local community by their health professional. Figure 3 outlines how
Category A and B progress through PAPHM in comparison to Category C.




Table 7: Estimated prevalence of risk factors for NCDs in Irish adults **

Risk Factor Estimated Prevalence in Irish Adults
Overweight 37% (NANS®), 39% (SLAN®), 44% (TILDA®®)
Obesity 24% (NANS®), 25% (SLAN®), 34% (TILDA®®)
Sedentary 12% (ISM*7)
Physically inactive 68% (ISM?)
Tobacco use 29% (SLAN®), 22% (NTCO*%)
Hypertension 49% (TILDA®¢, aged =50 years),

60% (SLAN®, aged =45 years)
Hypercholesterolemia 75% (TILDA®, aged =50 years),

82% (SLAN®, aged =45 years)

Overweight, body mass index 25.0-29.9 kg/m?; Obesity, body mass index =30 kg/m?;
Sedentary, did not participate (20 min) in recreational activity during the previous 7 days
and does not cycle or walk regularly for transport; Physically inactive, not meeting the
National Physical Activity Guidelines (30 min of moderate physcial activity on =5 days
per week); Hypertension, blood pressure =140/90 mm Hg or taking anti-hypertensive
medication; Hypercholesterolemia, total serum cholesterol = 5Smmol/L.

ISM, Irish Sports Monitor; NANS, National Adult Nutrition Survey; NTCO, National
Tobacco Control Office; SLAN, Survey of Lifestyle, Attitudes and Nutrition; TILDA,
The Irish Longitudinal Study on Ageing.
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Figure 3: Physical Activity Pathways in Healthcare Model: A model of best practice.
* Note: Adapted from NHS Scotland, 2014 #72 Irish-PASQ in Appendix C




Referring Practitioners

The role of NERF referring practitioner is open to all healthcare professionals
from both primary and secondary care and in both acute and community settings.
Referring practitioners may include, but is not restricted to, the following:

General practitioners®

Hospital physicians and multidisciplinary colleagues
Primary care teams

Practice nurses and advanced nurse practitioners
Clinical nurses specialists

Physiotherapists

Allied health professionals

(e.g. occupational therapists, health promotion staff)
Community care personnel

(e.g. nurses, dietitians, pharmacists)

o Occupational health departments

© Mental health professionals

o Existing health service exercise rehabilitation programmes

Existing Health Service Exercise Rehabilitation Programmes

There are existing well-recognised, multi-disciplinary care pathways within
the health service for patients with certain chronic conditions, which include
an appropriately delivered physical activity component as well as other
preventive activities.

Cardiac rehabilitation is usually offered across 3 phases to patients recovering
from an acute cardiac event or procedure, with Phase 3 primarily delivered in an
out-patient setting. Cardiac rehabilitation units nationally catered for 4500
patients in 2012 ¢,

Pulmonary rehabilitation is a structured programme with multidisciplinary input
including a specified exercise component. It is recognised as a key component of
COPD care. Currently it is both under-resourced and under-developed in Ireland
compared with cardiac rehabilitation.

Physiotherapy-led programmes for a range of chronic disease groups exist within
primary, intermediate, and acute health settings. These include stroke units, falls
prevention programmes, and multiple sclerosis and Parkinson’s Disease programmes.

"The General Practitioner will be central to the work of the ERU as described the electronic
referral system section 6.
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Within the NERE, cardiac, pulmonary and physiotherapy-led rehabilitation services
will adopt the role of referring practitioner. These structures will continue to provide
their multicomponent services to the appropriate target patients. Upon completion
of these programmes, patients will be triaged into Category A or Category B and
referred to the appropriate NERF service. For these patients, NERF represents part
of the physical activity pathway downstream to these existing rehabilitation services.

Competencies and Training for Referring Practitioners

Referring practitioners must meet the standard requirements for registration to their
representative body. The key competencies recommended for referring practitioners
for the successful implementation of the NERF include:

© An understanding of the NERF protocols and procedures including the
screening process, the referral process, the service delivery options, and the
NERF core principles.

© An understanding of both the benefits and risks of physical activity and its place
in an integrated care plan for the patient.

o Training in brief advice/brief intervention to be able to determine the patient’s
stage of behaviour change and facilitate behaviour change of participants.

Training Delivery for Referring Practitioners

For the purposes of up-skilling an immediate workforce, access to an appropriate,
accredited interactive e-learning training module is recommended. Online training
in physical activity for health for healthcare professionals has been implemented
successfully in other countries® . The eLearning module entitled Promoting Physical
Activity was developed by HSE Physical Activity Coordinators, ICGP, Faculty of
Sport and Exercise Medicine (FSEM), Irish Practice Nurses Association (IPNA), and
ISCP. This module is already available to health professionals working in the HSE
via HSELand and is already accredited by various professional bodies for continuing
professional development (CPD), including ICGP, IPNA, Irish Nutrition and Dietetic
Institute (INDI), and An Bord Altranais. The module will need to be reviewed

and updated with NERF specific content. This should be done in collaboration

with the organisations that originally developed the module. It would also need to
become recognized by other representative bodies of health professionals identified
as referring practitioners under NERF and made accessible to health professionals
outside of the HSE. The HSE should co-ordinate and facilitate this process. Training
in brief advice/brief intervention may be completed as a core part of this programme
or as part of training in other lifestyle behaviours, e.g. smoking cessation etc.

¢E.g. www.help-theproject.eu (Healthcare English Language Programme), and
http://gpcpd.walesdeanery.org/index.php/welcome-to-motivate-2-move. These websites
provide publicly available information for healthcare professionals.




For upskilling the future workforce, training in exercise referral for new health
professionals should be integrated into the pre-service curriculum on any vocational
programme related to healthcare. This area is already identified for development

in Ireland’s National Physical Activity Plan under action area three - Health, and
specifically in Action Points 22, 23, 25 and 26 (Get Ireland Active! The National
Physical Activity Plan for Ireland, page 22) '3. The content of this training should be
developed in consultation with key partners, including the ICGP, ISCP, REPs Ireland etc.

Service Providers

The role of NERF service provider is open to all appropriately trained and qualified
service providers. Service providers may include, but is not restricted to, the
following;:

PA leaders (e.g. walking leaders)

Self-employed personal trainers

Appropriately qualified exercise facility staff

Graduate exercise specialists (exercise or sport scientists, physiotherapists)
Graduate specialists (occupational therapists, cardiac and pulmonary
rehabilitation nurses, other specialist nurses)

Competencies and Training for Service Providers

The training requirements for service providers are tiered and dependent upon the
participant category (A or B) they wish to provide service to. It is recommended that
the REPs Ireland be engaged by the ERU to develop or adapt existing international
clinical exercise / exercise referral standards for the NERF to deal specifically with
Category A and B participants. REPs Ireland will be supported by the ERU in the
development of these standards. It is recommended that REPs Ireland liaise with
the HSE and the Irish medical community, including national clinical programme
leads, and healthcare professional representative bodies (e.g. ICGP, ISCP etc.) to
increase confidence in referring practitioners. The development of service provider
standards will be subject to an external verification process directed by an academic
institution.

The lead service provider refers to the individual with primary responsibility for
NEREF participants within the service. Within a centre or facility this may refer to
the individual with overall responsibility for the content and supervision of the
class. In a community-based programme, the lead service provider may refer to

the individual responsible for the organization and delivery of the programme or
multiple programmes. It is reccommended that NERF standards for the lead service
provider for Category A patients be set at European Qualification Framework (EQF)
level 7 or above [National Framework of Qualifications (NFQ) level 9 or above]
qualification in exercise science, physiotherapy, nursing, NCD management or a
related topic or an EQF level 6 (NFQ Level 8) with additional clinical experience
and other appropriate training, e.g. ACLS. The lead service provider for Category
B participants should have an EQF level 6 or above (NFQ level 7/8 or above)
appropriate qualification. It may be possible to incorporate other awards into these
standards, for example the ACLS qualification.
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For service providers who offer structured exercise classes (e.g. circuits, exercise to
music etc), a European Health and Fitness Association (EHFA) level 3 basic fitness
instructor qualification or equivalent is recommended to the requisite exercise class
leadership skills. It is recommended that the REPs Ireland is engaged to develop or
adapt an existing international set of standards for PA leaders to deal specifically
with B participants. It is envisaged that the PA leader training would be at a basic
level below EHFA level 3. It may be possible to incorporate other awards into
these standards for example the Irish Heart Foundation award for walking leaders,
Mountaineering Ireland walking training, Coaching Ireland qualifications. However,
it is recognised that there can be a significant turnover in community PA leaders so
training needs to be frequent and cost-effective ¢. Consultation should be carried
out with community organisations such as Get Ireland Walking and the Irish Heart
Foundation to ensure that the process is not burdensome on PA leaders.

Training Delivery for Service Providers

Public or private educational providers, e.g. Higher Education Institutions, who
have programmes that meet appropriate external accreditation and validation
standards and who demonstrate that they have competent staff and adequate
facilities in place to deliver the above education/curriculum will provide training
for service providers. It is recommended that REPs Ireland is engaged to accredit
and categorize these programmes.

Training in exercise referral should be integrated into the pre-service curriculum on
any vocational programme related to service provision for NERFE. Ideally, in time the
development of an appropriate, accredited interactive e-learning training module is
recommended. This should be developed in consultation with key partners including
REPs Ireland, ISCP etc. The development of such a resource will help to ensure
efficient project roll-out, and should dove-tail where possible with the resource
development for the referring practitioners. Where possible, the existing GPERP
training modules should be adapted for this purpose.

4 Example of good practice is Scotland’s Paths for All: http://www.pathsforall.org.uk/




Participant Pathway

Within the NERE participants progress through the 5 stages of the Physical Activity
Pathways in Healthcare Model (PAPHM) (Figure 4).

Stage 1: Participant Recruitment

Referring practitioners recruit patients for exercise referral either opportunistically
or through targeted invitations to patients from a disease register. Detailed roles and
responsibilities of referring practitioners are presented in Appendix G.

Self-initiation of Referral

In the evaluation of the Welsh Exercise Referral Scheme, results found that patients
who initiated the referral decision were more likely to adhere to the ERS than
practitioner-initiated referrals 2. Patients may self-initiate referral by actively seeking
referral from their health professional. Patients will be made aware of the scheme
through public education campaigns and the NERF communication strategy, which
is the responsibility of the ERU. This pathway via the health professional is designed
to ensure patients are suitable for the scheme and that relevant clinical information
is made available.

Stage 2: Screen
Referring practitioners establish the suitability of a patient for the NERF scheme by:

1. Assessing the patient’s current physical activity status
2. Assessing the patient’s stage of exercise behaviour change
3. Using the inclusion/exclusion guidelines coupled with clinical judgment

Patient activity status and stage of behaviour change is assessed by completion

of the 3-item Irish PA screening questionnaire (Appendix C). When healthcare
professionals register as NERF referring practitioners, they will receive a NERF
pack, in both hard copy and e-based format. This pack will contain all the relevant
information required to make referrals, e.g. screening questionnaires, inclusion/
exclusion guidelines, and also patient pamphlets. Exercise referral pamphlets for
Category A and Category B patients will contain information of the NERF service
and what the patient is to expect. Brief intervention pamphlets can be provided to
Category C patients and Category A or B patients in the pre-contemplation stage of
physical activity behaviour change.
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Figure 4: Participant progress through the Physical Activity Pathways in Healthcare Model




Stage 3: Intervene

Based on the outcome of this screening stage, an appropriate intervention is offered.
The NERF will offer exercise referral to Category A and B patients (Figure 5).
Category A patients will receive referral to a high level supervision service. Category
B patients will receive referral to a medium level supervision service. Referring
practitioners will have access to a database of NERF-approved physical activity
opportunities. Participants will be referred to the most appropriate service based on
supervision requirements and patient preference. Both Category A and B patients can
be prescribed remotely supervised self-directed physical activity programmes. These
self-directed programmes will involve lower intensity physical activity and a smaller
range of habitual exercise modalities and therefore, do not require the same level

of supervision as structured group exercise programmes. Self-directed programmes
will be prescribed to facilitate patient preferences to exercise alone or at home, or
where high and medium level supervision services are not accessible. Discretion and
clinical judgement can be used in cases requiring special consideration following
consultation with the ERU. In the case of an inappropriate referral, i.e. to an
unsuitable level of supervision, participants will be transitioned to a suitable level.
This transition may be initiated by the participant or service provider and will
involve consultation with the ERU. Patient transition from PA opportunities offering
higher levels of supervision to those offering a lower level of supervision, as changes
in health status allow, are recommended. Initiation and supervision of this transition
process will involve the service provider, the patient and the referring practitioner.
Support in this decision-making process will be available through the ERU.
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Figure 5: Patient pathways. *Brief advice and brief intervention ¢ are recommended
for Category C patients as part of the PAPHM and is within the remit of the
National Physical Activity Plan.

¢ Information on use of brief advice and brief intervention in other countries who promote
physical activity within healthcare settings can be found at www.healthscotland.com
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Exercise Referral Pathways

Category A and B patients can be referred to physical activity opportunities via two
pathways (Figure 6):

1. Referring practitioner directs the patient to the physical activity service provider
2. In cases of uncertainty, referring practitioner directs the patient to the ERU,
which then matches the patient to a suitable physical activity service provider

Referring
Practitioner

4

Exercise
Referral Unit

=5

© Service
Provider

Feedback

Figure 6: Exercise referral pathways

Electronic Referral System

The NERF requires a user-friendly electronic referral system. The electronic referral
system will be used for the following functions:

By referring practitioners to refer patients to service providers

By referring practitioners to refer patients to the ERU

By the ERU to refer patients to service providers

By the ERU to attain patients clinical information from GPs

By service providers to provide feedback to the ERU and referring practitioners




Participant clinical information is required to undertake suitability screening for
exercise referral and provide relevant information to the service provider relating

to the patient’s health and the implication of this for activities of daily living and,

if known, for exercise. To facilitate this, the electronic referral system should link
with Healthlink, an electronic communications project that facilitates the transfer
of information between primary and secondary care in Ireland, or equivalent. The
referral system should support automatic retrieval of the required set of data. This
will reduce the time taken by referring practitioners to complete the referral process.
Participant informed consent is required to attain and transfer the relevant clinical
information. In cases where the referring practitioner does not have access to patient
medical records, the ERU will request this information from the participants GP.
This will be done through the electronic referral system to again reduce the time
commitment for GPs. Participant informed consent will be transfered from the ERU
to the GP. An electronic referral system will allow for seamless communication
between referring practitioners, the ERU and service providers. It will allow efficient
monitoring, evaluation, and feedback. A single streamlined referral system will also
avoid multiple referrals for the same patient.

Integration with Other Healthcare Pathways

Patients using the NERF will often have other health care needs. It will be important
that a streamlined mechanism of inter-referral be developed whereby the NERF can
to be used as a pathway to appropriate services, which will include the following;:

Weight reduction

Healthy nutrition

Smoking cessation

Alcohol and substance misuse
Chronic illness self-management
Stress management

Likewise these services should themselves operate as pathways to the NERF when
appropriate. Efforts should be made to integrate these services by firstly increasing
awareness of other support areas. At a minimum print resources on the benefits of
PA should be available to individuals on other healthcare pathways. Ideally, where
screening is being carried out for other reasons e.g. risk of diabetes etc., the NERF
should be automatically flagged and screening for ER performed. Ultimately, the
goal should be a holistic model of care rather than multiple referrals.
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Stage 4: Active Participation
Service provision can be offered through either of the following;:

a) a publicly funded or privately operated service that may take place within a
community centre, exercise facility or at some other location

b) an individual exercise professional operating an exercise referral service in a
variety of settings

The structure of the service provision will be dependent on the participant category
and hence the level of supervision required. Figure 7 outlines the service provision
options for each category, which are explained below. The certification and
inspection of service provision will be self-policing through the completion of an
annual audit form. The audit form will be reviewed by the ERU to ensure that the
service provision meets the staff competency and training and infrastructure and
resource requirements outlined within this document. The audit will also ensure
health and safety standards and exercise professional practice standards are adhered
to. By signing the MOU with the HSE, service providers are agreeing to meet and
maintain these standards. The ERU will also conduct random onsite inspections,
particularly of high level supervision service provision and other service provision
where poor practice is suspected. A list of all NERF-approved PA opportunities
should then be made available through the HSE website www.getirelandactive.ie.
Appendix H outlines examples of evidence-ground programmes.

Category A: High Level Supervision

NERF Centres Appropriately Qualified
Exercise Professionals

Category B: Medium Level Supervision

NERF Centres Exercise Facilities | Community-based Appropriately
Physical Activity Qualified
Programmes Exercise
Professionals

Category A and B: Remote Supervision

Self-directed Physical Activity Programmes

Figure 7: Service Provision Structure




Category A: High Level Supervision

Category A participants require a high level of supervision while undertaking a
physical activity programme. Service providers for Category A participants must
meet the training standards developed by REPs Ireland. Category A participants can
undertake physical activity opportunities in the following settings:

o NERF centres

o With appropriately qualified individual exercise professionals

NERF Centres

NERF centres can accommodate both Category A and B participants. It is estimated
that only 5-10% of the NERF target population will be classified as Category A

and therefore, the majority of the participants in NERF centres will be Category

B. There will be no NERF centres with Category A participants only. All centres
that cater for Category A will also have Category B participants. Centres may
accommodate Category B participants only. NERF centres accommodating Category
A participants will provide supervision by a physician or other appropriately trained
healthcare professional (i.e. ACLS or equivalent). NERF centres accommodating
Category B participants only do not require this medical supervision. The NERF
aims to transition Category A patients to Category B as soon as is appropriate,

i.e. to facilitate patients to become more independent exercisers and reduce their
supervision requirements.

NERF centres will ideally be located in academic institutions and primary care
centres, where feasible, throughout Ireland. Examples of currently existing services
that would be assigned NERF centre status include MedEx, DCU; Croi Heart and
Stroke Centre; and Living Health Clinic, Mitchelstown. The concept of NERF
centres will be based on exploiting existing resources. For example, locating a
NERF centre within an academic institute may utilise existing exercise facilities and
research expertise. Within a primary care centre, medical support may already be
present onsite.

A step-wise approach to the roll-out of NERF centres is recommended. Ideally,
every individual in Ireland should be able to access a NERF centre with reasonable
ease, e.g. within 1 hour. Ultimately, a NERF centre could be housed in every higher
education institution nationwide depending on regional demand. In regions where
higher education institutions are not accessible, primary care centres can be used to
reach the target.

Infrastructure and Resource Requirements
In addition, to the staff training standards, Category A service provision through

both NERF centres and individual exercise professionals must meet the following
infrastructure and resource requirements.
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Facilities

Service providers require sufficient available space to safely undertake physical
activity sessions and safe and convenient access for participants with disability,
including wheelchair access. Service provision based in centres and facilities also
require changing facilities and equipment to undertake aerobic and strength
exercises. The equipment for strength exercises can include hand-held weights,
resistance bands etc. and does not necessarily require availability of weight
machines. Centres and facilities must certify with industry quality assurance
standards, e.g. Ireland Active White Flag, Health Information and Quality
Authority (HIQA), or equivalent.

Staffing

The recommended maximum ratio of participants to instructors is dependent on the
participants’ risk of an event during exercise. Group size and staffing requirements
need to be flexible to take account of varying client needs and risk stratification.

It is recommended that the maximum ratio of participants to service providers is
15:1. No physical activity session should take place without 2 delivery personnel
immediately available. The requirement for a second person arises in case a medical
incident occurs in the class. Within centres and facilities, the second person may be
in an adjoining room in the building.

Medical Support

Category A participants require the presence of a physician or other appropriately
trained healthcare professional (i.e. ACLS or equivalent) when undertaking a
physical activity programme. The service provider may have these qualifications

or an additional person may be required to provide the necessary medical support.
Immediate access to an automated external defibrillator (AED) and a trained user is
also required. In centres and facilities, an emergency room should be available with
access to a crash cart and a trained user.

Data Handling

It is essential that centres and facilities involved in the delivery of NERF will
operate an efficient, electronic data management system with appropriate controls
in respect of confidentiality and data protection. Adherent to appropriate ethical
approval and informed consent procedures, all centres must agree to providing
access to participant data for the purpose of programme monitoring/evaluation and
for research purposes. The development and monitoring of appropriate informed
consent and data handling procedures, in line with HSE policies and procedures and
meeting statutory requirements regarding data protection will be the responsibility
of the ERU.




