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Abstract  

Exercise on referral schemes (ERS) are recommended by the National 

Institute of Clinical Excellence (NICE 2014) for increasing physical activity in 

inactive patients with long-term health conditions. The current paper critiques a 

recent extension to ERS provision, specifically, schemes using sport as the primary 

delivery mechanism (sport-based ERS). We suggest attention should be given to 

how such schemes, that operate across sport and public health sectors, may have 

mismatched approaches to evidence and policy implementation. 

Specifically, we highlight two current issues concerning ERS and consider 

the addition of sport-based schemes in respect to these. First, we argue that ERS-

related public health policy and guidance is drawn from a limited evidence base, and 

is consequently vague. Whilst this leads to opportunities for local innovation, the 

subsequent design, implementation and evaluation of ERS is diverse. ‘Scaling-up’ of 

effective interventions, desired by Pubic Health England (PHE 2014a, 2014b), is 

therefore problematic, and likely to be further exacerbated by introducing sport-

based ERS. Second, we contend that sport-based schemes are unlikely to overcome 

existing challenges concerning untargeted provision of ERS, and that funding would 

be better directed towards services for those who have complex barriers to successful 

engagement.  

Keywords: Exercise referral; physical activity; community-based; healthcare; 

sport.  
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Introduction: The emergence of sport-based ERS  

Exercise on referral schemes (ERS) are one of the most widespread physical 

activity interventions in the United Kingdom, with a sustained rise in number 

initiated since the early 1990s (Pavey et al. 2011). Usually commissioned via public 

health, they involve referral of patients with long-term conditions from primary care 

to a third party (typically a leisure provider), where a programme is provided that 

aims to encourage participants to increase their physical activity levels. There is, 

however, a lack of clear evidence about ERS’ effectiveness in terms of changing 

physical activity behaviour and for whom different types of scheme are most 

effective (NICE 2014).  Accordingly, NICE guidance (2014) proposes broad 

restrictions on ERS funding and use, recommending that referral is not appropriate 

where individuals are inactive or sedentary but are otherwise healthy. Furthermore, 

when schemes are commissioned NICE recommends performance data be collected 

and made available to allow for assessment of effectiveness within population sub-

groups. 

Despite the cautious approach recommended for public health commissioning 

of ERS, new schemes have recently been implemented with support from Sport 

England’s ‘Get Healthy, Get Active’ fund (Sport England 2014). One development 

of particular note has been the commissioning of ERS that use sport (as opposed to 

traditional gym or class-based activities) as the primary delivery mechanism, here 

called sport-based ERS. Funding sport pathways within established public health 

provision is a clear attempt to enact the recommendations of Cavill, Richardson, and 

Foster’s (2012) review, funded by Sport England, for sport to be fully integrated in 

service offers for health.  
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Targeting public health objectives through sport is not novel in itself. From 

the 1960s, sport has repeatedly responded to political impetus to contribute to 

various social policy objectives (Houlihan and White 2002). Policy documents from 

the turn of the century through to the most recent government strategy for sport have 

repeatedly advocated and sought to evidence the health benefits of sport as a form of 

physical activity (e.g. DCMS / Strategy Unit 2002, Carter 2005, DCMS 2010, HM 

Government 2015). However, the extent to which the implementers of sport 

programmes are themselves deeply committed to, and capable of, delivering on 

health agendas has previously been questioned (Bloyce et al. 2008). Nevertheless, 

current policies for sport (HM Government 2015) and public health (PHE 2014a) are 

aligned in identifying a need for cross-sectoral approaches to address physical 

inactivity. ‘Everybody Active Every Day’ (PHE 2014a) acknowledges existing 

networks between stakeholders from sport, leisure, social care and health, for 

example, and highlights an opportunity for sport and fitness professionals to deliver 

targeted health-based programmes for those with complex health issues. Such 

policies provide a clear steer for Sport England’s funding for new programmes using 

sport to improve health.  

Given this increasingly prominent overlap and co-working, exploring the 

potential for complementarity or conflict between sport and public health policy is 

both pertinent and topical. Here, we focus on the emerging use of sport-based ERS to 

highlight some of the difficulties in seeking a greater role for sport within public 

health. We briefly summarise existing problems with ERS policy, in terms of 

interpretation, delivery and evaluation, and consider implications for both sport and 

public health policy makers. First, we discuss how problems in evaluating ERS’ 

effectiveness have previously limited the scaling-up of good practice in order to 
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inform policy, and argue this also applies to sport-based ERS. Second, we consider 

whether current policy is appropriate in advocating a relatively untargeted approach 

to the prescription of ERS, and whether sport-based ERS will serve those neglected 

by or unable to access current schemes. We conclude by suggesting that these 

concerns represent a significant challenge for any continuing impetus towards sport-

based ERS.  

 

The problematic relationship between ERS evidence and policy.  

Rigorous systematic reviews encompassing extensive literature are required 

to inform NICE guidelines, including those applicable to ERS.  For physical activity-

based interventions sensitive to complex individual behavioural and social 

influences, this approach may limit broader understanding of what works, for whom, 

and in what circumstances (Pawson et al. 2005).  This is further exacerbated as 

PHE’s (2014b) application of rigorous quantitative Nesta standards has resulted in 

criticisms of the ERS evidence-base in terms of sparse use of randomised control 

trials (RCTs), failure to establish causality (e.g., PHE 2014c), and considerable 

variation in data collection, analysis and reporting quality between schemes. 

Responding to these criticisms is a challenge for those involved in the delivery of 

ERS given the pragmatic nature of schemes and service expectations of referrers. 

Similar constraints commonly apply to community-based physical activity 

interventions more broadly, and indeed also to sport-based interventions. Although 

some reviews attempt to adopt a balanced and inclusive approach to interpreting the 

diverse evidence base for sport-based interventions (e.g., Taylor et al. 2015), 

determining the effectiveness of sport-based ERS may be problematic when 
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examples and expertise of methodologies, such as RCTs, prioritised by public health 

policy makers are found even more rarely within the sport sector (Cavill et al. 2012). 

With trial-based evidence taken to be the gold standard, assessments have 

indicated that the evidence-base for public health-based physical activity schemes is 

weak. This is reflected in PHE’s (2014b) findings that from 952 programmes, only 

34 were sufficiently rigorous to be classified according to Nesta standards of 

evidence. No ERS interventions met standards for proven practice, or promising 

practice; only six of the 28 programmes classed as emerging practice were ERS-

based. Since ERS are generally tailored to the requirements of the community in 

which they are based, scalability is a problem (PHE 2014b).  

Given this, it is perhaps unsurprising that national policy and best-practice 

guidelines that attempt to draw from the evidence base are somewhat vague; for 

example NICE (2014) are unable to define discrete sub-populations for whom an 

ERS pathway may be more effective, nor provide a single ‘gold standard’ in terms of 

programme structure. Such ambiguous policy, or guidance that lacks specificity, 

enables a myriad of interpretations in practice (Matland 1995). In the case of ERS 

we suggest that one consequence has been continued diversity in terms of scheme 

delivery and evaluation quality (PHE, 2014b). Whilst this might well be construed as 

positive in terms of allowing for local innovations in service provision, perhaps 

including the development of sport-based ERS, it does little to resolve uncertainties 

concerning the relative effectiveness of schemes or their components. In turn, this 

has impeded progress in terms of identifying, communicating, and scaling up 

achieving the desired scaling-up (PHE, 2014b) of best practice models for ERS. 

Recognition that there is insufficient understanding as to how national policies may 

effectively contribute to improving sport participation (Nicholson, Hoye and 
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Houlihan 2011) suggests that the addition of sport-based ERS will exacerbate rather 

than clarify these problems. As such, while there is strong political impetus for 

linking sport and ERS, diversifying ERS delivery in this way may raise additional 

problems when seeking to summarise the evidence.  

Broad or narrow: should policy advocate the more targeted delivery of ERS?  

At present NICE (2014) offer only a broad recommendation for ERS’ 

eligibility criteria, namely individuals are inactive or sedentary and have existing 

medical conditions. This approach fails to acknowledge emerging evidence 

suggesting schemes may be more, or only, effective or engaging for particular 

groups. While this does not yet reach a consensus (Campbell et al. 2015), extending 

the range of evidence considered by public health reviews may offer guidance for 

more targeted policy. For example, some ERS have been identified as more 

successful at engaging older individuals (Isaacs et al. 2007; Hanson et al. 2013), 

those living in a less deprived area (Gidlow et al. 2007), or those referred from 

specific disease pathways (Sowden 2008; Dugdill 2005; Hanson et al. 2013). At the 

least, guidelines should encourage attention to sub-group effects in both evaluations 

and by evidence users.  

Exploring why sub-groups do not initially engage with, or continue to attend, 

ERS will have value for informing more effective practice as well as future policy 

through enhancing understanding of the complex socio-demographic, environmental, 

economic, and cultural barriers that may inhibit behaviour change. For example, 

previous work has linked factors such as age, employment status, family type, 

household income, and habitual location to physical activity (e.g., Borodulin et al. 

2015; Pan et al. 2009; Bergman et al. 2008). Mixed methods approaches can 
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highlight not only groups who may be poorly served by interventions, but also 

provide detail on how these barriers and interventions are experienced from the 

perspective of the individual. For example, qualitative data (Hanson 2015) identifies 

serious psychological barriers (e.g., low self-esteem, fear of change, body image 

disorders), impaired social circumstances (ranging from a lack of active peer role 

models to co-dependent or restrictive interpersonal relationships), or chronic 

negative experiences of exercise often commencing in childhood, as factors 

influencing participants’ ERS experiences.   

For individuals who are affected by severe or multiple barriers, we argue that 

it is unrealistic to expect ERS to result in sustained change of habitual behaviours. 

Such participants may require a different or more intensive approach before change 

at the individual level can occur (e.g., therapeutic approaches, support from multiple 

agencies, or broader system change). These arguments, focusing on how we can 

empower individuals for change, have begun to inform community sport 

interventions (e.g., Mansfield et al. 2015); they are also clearly relevant to the 

delivery of ERS. Although considering scheme inclusion and exclusion criteria at the 

point of referral would enable more effective provision, targeted towards individuals 

likely to benefit, we must be mindful that this approach would require alternative 

intervention pathways for those unlikely to engage with and adhere to current ERS 

provision. Of key relevance here, we must ask whether sport-based ERS are likely to 

present an attractive alternative for those who do not currently engage with or benefit 

from schemes, and if not, whether they are really an appropriate way of extending 

ERS provision.  
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In this last regard, there has been longstanding recognition (e.g., Collins with 

Kay 2003) that identified groups who are more likely (e.g., older adults, women) or 

less likely to engage (e.g., individuals from deprived backgrounds) in ERS are all 

amongst those less likely to engage with sport. More recent data from Sport 

England’s (n.d.) Active People Survey reinforces the continuation and currency of 

these trends. It can be argued that the former groups are unlikely to be further 

engaged by the option of sport-based ERS and there can be little expectation of 

success for the latter when significant, if somewhat inconsistent, policy impetus and 

sport-based interventions have previously failed to significantly increase 

participation amongst those living in deprivation (Bloyce & Smith 2009). Further, 

sport-based schemes that have shown greater promise in engaging individuals from 

deprived backgrounds have tended to be those that adopt locally-driven, bottom-up 

approaches to implementation (e.g. Walpole and Collins, 2010), a direct conflict 

with the centralised guidance-driven approach favoured by the public health 

guidelines.  

 

Conclusions 

We have argued that (i) enhanced quality and consideration of a broader 

range of evidence concerning ERS’ effectiveness is needed before we can establish 

how they can best be delivered and developed, and (ii) provision for those who are 

not able to benefit from existing schemes is necessary. On the one hand, the 

limitations of evidence on public health ERS and the associated ambiguity in policy 

could be viewed as an opening for adding sport-based ERS to the diversity of current 

practices. On the other hand, and moving beyond such policy opportunism, there are 
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a number of reasons for concern as to the long-term appropriateness of promoting 

sport-based ERS as interventions at the nexus of sport and public health policy.  

Critically, allocating funding to sport-based ERS is unlikely to address either 

of the problems identified in this paper. First, the type of evidence desired in the 

public health sector to scale up interventions is not and has not been widely collected 

for sport-based interventions. Perceived weaknesses in the evidence base for ERS are 

likely to also apply to sport-based ERS trials, resulting in continued ambiguity in 

national policy guidance. Second, there is little to suggest that sport-based ERS 

would offer an alternative well-suited to engaging those underserved by current 

schemes. 

More generally, the complexity of issues that can be identified at the nexus of 

sport and public health requires greater recognition and more nuanced approaches on 

behalf of policy makers. Some groups which ERS do not currently engage (e.g., 

younger adults) are more likely to participate in sport (Sport England, no date), and 

offering sport-based ERS may have a role to play in attracting and retaining such 

individuals. Critically, however, we propose that the more pressing issue is to 

identify and develop schemes that will work for those who are most in need and least 

likely to benefit from traditional ERS, that is, those with poor health and complex 

barriers to engagement. 



11 
 

References 

Bergman, P., Grjibovvski, A.M., Hagstromer, M., Bauman, A., and Sjostrom, M. 

2008. Adherence to physical activity recommendations and the influence of 

socio-demographic correlates – a population-based cross-sectional study. 

BMC Public Health, 22 (8), 367.  

Bloyce, D., and Smith, A., 2009. Sport Policy and Development: An Introduction. 

London: Routledge.  

Bloyce, D., Smith, A., Mead, R. and Morris, J., 2008. ‘Playing the Game (Plan)’: A 

Figurational Analysis of Organizational Change in Sports Development in 

England. European Sport Management Quarterly, 8 (4), 359-378. 

Borodulin, K., Silila, N., Rahkonen, O., Leino-Arjas, P., Kestila, L., Jousilahti, P., 

and Prattala, R. 2015. Sociodemographic and behavioural variation in 

barriers to leisure-time physical activity. Scandinavian Journal of Public 

Health, 44 (1), 62-69. 

Campbell, F., Holmes, M., Everson-Hock, E., Davis, S., Buckley Woods, H., 

Anokye, N., Tappenden, P., and Kaltenthaler, E., 2015. A systematic review 

and economic evaluation of exercise referral schemes in primary care: a short 

report. Health Technology Assessment [online], 19 (60). Available from:  

http://www.journalslibrary.nihr.ac.uk/hta/volume-19/issue-60#abstract 

[Accessed 30 October 2015]. 

Carter, P., 2005. Review of National Sport Effort and Resources. London: DCMS.  

Cavill, N., Richardson, D., and Foster, C., 2012. Improving health through 

participation in sport: A review of research and practice. Oxford: BHF 

Health Promotion Research Group. 

Collins, M., with Kay, T., 2003. Sport and Social Exclusion. London: Routledge. 

http://www.journalslibrary.nihr.ac.uk/hta/volume-19/issue-60#abstract


12 
 

Department for Culture, Media and Sport (DCMS), 2010. Plans for the legacy from 

the 2012 Olympic and Paralympic games. London: DCMS. 

Department for Culture, Media and Sport (DCMS) / Strategy Unit, 2002. Game 

Plan: A Strategy for Delivering Government’s Sport and Physical Activity 

Objectives. London: DCMS/SU.  

Dugdill L., Graham R., and McNair F., 2005. Exercise referral: the public health 

panacea for physical activity promotion? A critical perspective of exercise 

referral schemes; their development and evaluation. Ergonomics, 48, 90–410. 

Gidlow, C., Johnston, L.H., Crone, D., Morris, C., Smith, A., Foster, C., and James, 

D.V., 2007. Socio-demographic patterning of referral, uptake and attendance 

in physical activity referral schemes. Journal of Public Health, 9, 7–13. 

Hanson, C. L., Allin, L. J., Ellis, J. G., and Dodd-Reynolds, C. J., 2013. An 

evaluation of the efficacy of the exercise on referral scheme in 

Northumberland, UK: association with physical activity and predictors of 

engagement. A naturalistic observation study. BMJ Open [online], 3 (8). 

Available from: http://bmjopen.bmj.com/content/3/8/e002849.long 

[Accessed 30 October 2015]. 

Hanson, C.L., 2015. The Northumberland exercise on referral scheme; what works, 

for whom and in what circumstances? Unpublished thesis. Durham 

University. 

HM Government (2015) Sporting Future: A New Strategy for an Active Nation. 

London: Cabinet Office. 

Houlihan, B. and White, A., 2002. The Politics of Sports Development. Oxon: 

Routledge. 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Morris%20C%5BAuthor%5D&cauthor=true&cauthor_uid=17341508
http://www.ncbi.nlm.nih.gov/pubmed/?term=Smith%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17341508
http://www.ncbi.nlm.nih.gov/pubmed/?term=Foster%20C%5BAuthor%5D&cauthor=true&cauthor_uid=17341508
http://www.ncbi.nlm.nih.gov/pubmed/?term=James%20DV%5BAuthor%5D&cauthor=true&cauthor_uid=17341508
http://www.ncbi.nlm.nih.gov/pubmed/?term=James%20DV%5BAuthor%5D&cauthor=true&cauthor_uid=17341508
http://bmjopen.bmj.com/content/3/8/e002849.long


13 
 

Isaacs, A., Critchley, J., Tai, S., Buckingham, K., Westley, D., Harridge, S. Smith, 

C., Gottlieb, J.M., 2007. Exercise evaluation randomised trial (EXERT): a 

randomised trial comparing GP referral for leisure centre-based exercise, 

community-based walking and advice only. Health Technology Assessment 

[online], 11 (10). Available from: http://dx.doi.org/10.3310/hta11100 

[Accessed 30 October 2015]. 

Mansfield, L., Anokye, N., Fox-Rushby, J., and Kay, T. 2015. The Health and Sport 

Engagement (HASE) Intervention and Evaluation Project: protocol for the 

design, outcome, process and economic evaluation of a complex community 

sport intervention to increase levels of physical activity. British Medical 

Journal Open, 5(10), e009276. 

Matland, R.E. 1995. Synthesizing the implementation literature: the ambiguity 

conflict model of policy implementation. Journal of Public administration 

research and theory, 5, 145–174. 

National Institute for Health and Care Excellence (NICE), 2014. Physical activity: 

exercise referral schemes (PH54) [online], Available from: 

http://www.nice.org.uk/guidance/ph54/resources/physical-activity-exercise-

referral-schemes-1996418406085 [Accessed 7 February 2016]. 

Nicholson, M., Hoye, R. and Houlihan, B. 2011. Conclusion. In M. Nicholson, R. 

Hoye, and B. Houlihan (eds.) Participation in sport: International policy 

perspectives. Abingdon: Routledge. 

Pan, S.Y., Cameron, C., Desmeules, M., Morrison, H., Craig, C.L., and Jiang, X. 

2009. Individual, social, environmental, and physical environmental 

correlates with physical activity among Canadians: a cross-sectional study. 

BMC Public Health, 16 (9), 21. 

http://dx.doi.org/10.3310/hta11100
http://www.nice.org.uk/guidance/ph54/resources/physical-activity-exercise-referral-schemes-1996418406085
http://www.nice.org.uk/guidance/ph54/resources/physical-activity-exercise-referral-schemes-1996418406085


14 
 

Pavey, T.G., Anokye, N., Taylor, A.H., Trueman, P., Moxham, T., Fox, 

K.R.,  Hillsdon, M., Green, C., Campbell, J.L., and Foster, C. 2011. The 

clinical effectiveness and cost-effectiveness of exercise referral schemes: a 

systematic review and economic evaluation. Health Technology Assessment 

[online], 15, Available from: 

http://www.journalslibrary.nihr.ac.uk/hta/volume-15/issue-44 [Accessed 30 

October 2015]. 

Pawson, R., Greenhalgh, T., Harvey, G. and Walshe, K. 2005. Realist review - a new 

method of systematic review designed for complex policy interventions. 

Journal for Health Services Research and Policy. 10(1), 21-24.  

Public Health England, 2014a. Everybody Active, Every Day: an evidence-based 

approach to physical activity [Online]. PHE publications gateway number: 

2014432. Available from 

https://www.gov.uk/government/publications/everybody-active-every-day-a-

framework-to-embed-physical-activity-into-daily-life [Accessed 7 February 

2016]. 

Public Health England, 2014b. Identifying what works for local physical inactivity 

interventions. [Online]. PHE publications gateway number: 2014432. 

Available from: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/fil

e/374560/Whatworksv1_2.pdf [Accessed 7 February 2016]. 

Public Health England 2014c. Identifying ‘what works’ for local physical inactivity 

interventions. Tailored feedback for the Northumberland Exercise on 

Referral Scheme. 

http://www.journalslibrary.nihr.ac.uk/hta/volume-15/issue-44
https://www.gov.uk/government/publications/everybody-active-every-day-a-framework-to-embed-physical-activity-into-daily-life
https://www.gov.uk/government/publications/everybody-active-every-day-a-framework-to-embed-physical-activity-into-daily-life
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/374560/Whatworksv1_2.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/374560/Whatworksv1_2.pdf


15 
 

Sowden, S.L., Breeze, E., Barber, J., and Raine, R. 2008. Do general practices 

provide equitable access to physical activity interventions? Br. J. Gen. Pract. 

[online], 58. Available from: http://bjgp.org/content/58/555/e1.long 

[Accessed 30 October 2015]. 

Sport England, 2014. Get Healthy Get Active: What We’ve Learnt So Far. Available 

from: http://www.sportengland.org/media/397773/FINAL-Get-Healthy-Get-

Active-what-we-ve-learnt.pdf [Accessed: 14 October 2015]. 

Sport England, no date. Active People Interactive. Available from: 

http://activepeople.sportengland.org/ [7 February 2016] 

Taylor, P., Davies, L., Wells, P., Gilbertson, J., and Tayleur, W. 2015. A review of 

the Social Impacts of Culture and Sport. London: Department for Culture, 

Media and Sport (DCMS).  

Walpole, C. and  Collins, M., 2010. Sports development in microcosm: Braunston 

Sport Action Zone. In M. Collins (ed.) Examining Sports Development. 

Abingdon: Routledge. 

http://bjgp.org/content/58/555/e1.long
http://www.sportengland.org/media/397773/FINAL-Get-Healthy-Get-Active-what-we-ve-learnt.pdf
http://www.sportengland.org/media/397773/FINAL-Get-Healthy-Get-Active-what-we-ve-learnt.pdf

