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An evaluation of a walking scheme based in
primary care: the participants’ perspective

Andrew Ashley and Helen Bartlett Oxford Centre for Health Care Research and Development, Oxford Brookes
University, Oxford, UK

Exercise promotion schemes often fail to keep people exercising after the first few
months. However, schemes that promote walking have been associated with longer-
term adherence to exercise. Health Walks is a community-based exercise programme
that emphasizes brisk walking activity. In the first year of an important new scheme
in the Thames Valley, over 700 people took part. A survey was designed to determine
the motivation of the participants and the benefits of the scheme. It was mailed to all
of the participants in the scheme, of whom 48% replied. The evaluation found that
90% of participants said that they would continue walking on the scheme. In addition
to physical fitness, the countryside and the social aspects of the walks were important
motivating factors. The majority of the participants were women, in higher social
classes and over 50 years of age, indicating the efficacy of this type of activity for
older participants. The average number of walks taken each month was only three,
yet participants perceived that there were health benefits. This may be due to the
additional exercise which participants engaged in outside the organized scheme. Over
half of the participants said that they were doing more walking, in addition to the
Health Walks, and relied on their car less for short journeys. Primary care groups
and trusts only need to provide minimal support to develop and co-ordinate walking
schemes, in contrast to traditional exercise prescription schemes. Further research is
needed to examine whether ‘walking for health’ schemes encourage people to adopt
healthy lifestyles.
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Introduction Despite knowledge of these benefits, the most
effective way to promote physical activity is still
One of the targets dDur Healthier Nationrelates unknown. One potential means of increasing
to reducing death from coronary heart diseagghysical activity is for primary care clinicians or
(CHD) and stroke-related diseases in people undgeneral practitioners (GPs) to refer patients to exer-
75 years of age by two-fifths by 2010 (Departmertise schemes. As almost all of the population visit
of Health, 1999). Lack of exercise is now recogtheir GP at least once every 2 years, this could
nized as a major risk factor in the development giotentially be an important prevention strategy
cardiovascular disease (Wannamethee and Shagegton and Menard, 1999). About two-thirds of
1999). Recent findings have shown that walkingurrent exercise promotion strategies that were
two miles a day is sufficient to halve the risk ofadopted by family health service authorities were
heart attack in elderly men (Hakirat al, 1999). leisure-centre-managed projects, and the remaining
third involved practice-based behavioural coun-
Address for correspondence: Andrew Ashley, Oxford Centrefse”Ing (Foxetal, 1997). A review of 10 clinical

Health Care Research and Development, Oxford Brookgbal.s on the effectiveness of prlmary care pro-
University, 44 London Rd, Oxford OX3 7AD, UK. Email: Mmotions found only modest evidence that these

aashley@brookes.ac.uk schemes are effective (Eaton and Menard, 1999).
OArnold 2001 1463-4236(2001)PC0520A

https://doi.org/10.1191/146342301678787049 Published online by Cambridge University Press


https://doi.org/10.1191/146342301678787049

Evaluation of a walking scheme based in primary ca&9

One of the problems was that the short-term bent 30 people can take part on a walk. Depending
fits of these schemes were not continued over tioa the walk length and participant speed, these
long term. Eaton and Menard suggest that moxealks take between 30 minutes and 1 hour to com-
active follow-up is required, using telephoneplete. The Thames Valley programme involves 22
contact, social support, buddy systems or perhapiscular and linear led walks. An itinerary of the
financial support. walking programme is sent to all walkers and pub-
In a review of randomized control trials (RCTs)icized locally. Regular social activity and meet-
of activity promotion strategies for healthy peopleings connected with the Health Walks also take
Hillsdon et al. (1999) identified 17 studies, onlyplace. All of the meeting points for the walks are
two of which were from the UK. The results of theon public transport routes. The scheme is supported
review were particularly interesting: by a published package with 12 walk route cards.
These are designed to promote the walks to those
who are not regular walkers, and include local and
natural history points of interest. Volunteers, who
have been trained to provide appropriate warm-up
exercises before the walk and stretches after the
. ) walk, lead each walk. A front leader sets the pace,
(Hillsdon etal,, 1999: 38) while the back marker remains behind the slowest
Walking is therefore an effective way tomember. All leaders complete a 1-day first-aid
improve activity levels, yet the majority of exercisecourse.
prescription schemes are leisure centre based. Per€oinciding with the creation of the Thames Val-
haps this is why schemes promoted through piiey walking programme, the Countryside Agency
mary care have shown only modest successd British Heart Foundation funded an inde-
(Riddochet al., 1998). Walking schemes offer conpendent evaluation of the scheme. The main
siderable potential as they are structured, sup&lement of the evaluation was an RCT examining
vised, of low cost to the participants, emphasizihe uptake of sedentary participants to Health
low to moderate activity levels and are therefor@/alks (Lamb etal, 2000). Two surveys were
an effective means of maintaining participantsieveloped, one aimed at the participants of the
adherence to exercise (Hillsdemnal., 1999). How- scheme and the other designed to explore the
ever, no RCTs evaluating the benefits of walkinghotivations of the walk leaders (Ashlegt al.,
have been conducted in the UK. In addition, almo4t999). Surveying took place in May 1999, 16
all of the trials reviewed by Hillsdoet al. (1999) months after the first walks had started. As new
studied white, middle-class and middle-aged partparticipants joined the scheme every month, the
cipants. Further trials are needed which incorporatgiestionnaires surveyed a cross-section of people
different groups and which promote walking as awho had been walking with the programme for
activity. In order to increase the attractiveness difetween 1 week and 16 months.
walking for recreational purposes or as a mode of Participants were recruited to the scheme from
transport, attention will also need to be paid ta number of sources. Initially, a public meeting to
environmental factors that influence persongauge local interest and attract potential walkers
safety and convenience (Hillsdoatal, 1999). was held in November 1997 (the first walks began
Before primary care trusts (PCTs) promote walkin January 1998 and were officially launched in
ing schemes as a means of reducing coronary heduty 1998). The project officer spoke to community
disease, these issues need to be resolved. groups about the walks, and encouraged local
health centres to promote them to their patients.
The walks were also promoted by the council's
Thames Valley Health Walks scheme countryside service, and regular adverts were
placed in local newspapers and posters displayed
Health Walks is a programme of daily led walksat community amenities. The effectiveness of each
in and around the local community. The walks areecruitment strategy was not identified. The RCT
established primarily in order to get people fit, sthat was conducted concurrently with this survey
are intended to be taken at a brisk pace. From fiekd require that publicity and advertising in part of
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Trials that were able to demonstrate signifi-
cant increases in activity involved exercise
that was mainly home based, of moderate
intensity, involved walking, and had regular
follow-up.

https://doi.org/10.1191/146342301678787049 Published online by Cambridge University Press


https://doi.org/10.1191/146342301678787049

100 Andrew Ashley and Helen Bartlett

the community should be kept to a minimum irout to the participants after 3 weeks. A total of 476
order to ensure that the control group would nahdividuals (62%) replied, of whom 110 subjects
participate on Health Walks independently. Iinad not taken part in the walks because they had
addition to other means of recruitment, 35 individmerely requested information. The remaining 366
uals from the intervention group of the RCT tookndividuals completed the questionnaire in full,
part on the Health Walks programme. These weggving a response rate of 48%.
sedentary individuals randomly selected from a
GP’s record system (Lamét al., 2000).

Analysis

Aim of the research study The questionnaires were coded and data entered
into SPSS Windows for Statistical Analysis. The

The aim of this study was to determine the effedrequencies and percentages of responses were cal-
tiveness of Health Walks in an urban area, arfdlated, and Chi-square tests were applied in order
specifically to examine the benefits of the schenig €xamine the associations between key variables.
to its participants. In combination with a ranOnly those individuals who said that they would
domized control trial, this knowledge was expectegontinue walking with the programme were re-

to inform the development of future scheme§guired to answer questions on motivation..Thus
across the country. percentages which have been quoted for this sec-

The objectives were as follows: tion reflect a subset (90%) of all those who com-

. , : pleted the survey. Throughout the Results and Dis-
1) to establish the demographic profile of theyssion sections, all those who responded to the

Health Walks' participants; _ Thames Valley survey are simply referred to as
2) to identify the walking practices of theparticipants in the walking scheme’. This implies
walks’ participants; that the responders are characteristic of all of the

3) to examine the changes in transport usage ggrticipants in the scheme.
a result of the Health Walks;

4) to determine the factors that motivate individ-
uals to participate in Health Walks; Results

5) to elicit the perceived health, fitness and
emotional benefits of Health Walks; Demographic profile

6) toidentify the important issues in planning and participants were aged from 27 to 83 years, with
developing Health Walks. a mean age of 58 years. The age distribution is
shown in Figure 1. Almost four times as many
women as men participated in the programme
Methods and design (78% female). The age distribution of the male
participants mirrored that of the female parti-
A questionnaire was developed to survey the partipants. The majority of the participants were mar-
cipants of the scheme. Exploratory interviews wenged (61%), and widowers (15%), divorcees (11%),
conducted with walk participants in order to identsingle adults (6%) and cohabitees (6%) made up
ify a range of opinions and attitudes relating to ththe remainder. Most of the participants were retired
Health Walks. Information generated from thesét7%) or in paid employment (40%). Other respon-
interviews, together with the literature, was usedents included homemakers (11%) and the unem-
to inform the questionnaire development. The paployed (2%).
ticipant feedback questionnaire was sent to all of The population of Thames Valley was 25 339 in
the individuals on the Health Walks mailing listthe 1991 population census, of whom 50% were
(n=768). This included not only walkers, whofemale. The majority (96%) of the population was
gave their address when they first went on a walkyhite, but other ethnic groups that were rep-
but also people who had asked for informatiorresented included Asian (2%) and black. The
The questionnaire included a prepaid respon3éames Valley Health Walk participants were
envelope and covering letter. A reminder was sergasonably representative in terms of employment,
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Figure 1 Age distribution of health walkers.

although there was a far higher percentage &figure 2 shows the number of walks in which indi-
retired people participating in the Health Walkviduals participated. Only 16% completed one
(47%) than there was in the community (9%). walk, but almost a quarter of participants had com-
The social-class profile of the employed partipleted over 20 walks. The average number of walks
cipants mirrored that of the Thames Valley popuecompleted each month was three. Those who
lation, although there was a higher proportion dtarted the scheme at its inception (in spring 1998)
skilled non-manual workers (e.g., secretaries @nd in the autumn were more likely to complete a
shop assistants) and fewer skilled manual workegseater number of Health Walks. Almost half of
(e.g., carpenters or bus drivers) among the parthe participants felt that they were just fit (46%),
cipants. The commonest classification was sociaVf% felt that they were fit, 10% felt they were
class Il Managerial and Technical (41%) (e.gunfit, 5% felt they were very fit and 2% felt they
managers, teachers). However, the social-class pweere very unfit.
file of the participants may be misleading, given
that census classification was based solely on ti¢alking activity and transport habits

head of the household (Blaak al., 1990). Participants were asked if the Health Walks had
changed their transport habits (i.e., whether they
The walking practice of participants walked or used the car to travel short distances).

On average, 16 new people joined the HealtApproximately a quarter (26%) of the participants
Walks each month (range 5-37 walkers). The nunfelt that the Health Walks had changed their trans-
ber of new walkers joining each month remainegort habits a great deal or quite a lot. In total, 64%
stable for the first 8 months of the scheme. Theffelt that their transport habits had changed to some
was a sharp rise in new participants during autunmextent. Over half of the participants (52%) reported
1998, with fewer people joining over Christmaghat they had walked more since being introduced
1998/99. There was also an increase in the numierthe scheme. Individuals who walked more also
of new participants joining in February and Marchsaid that Health Walks had changed their transport
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30 _‘/\ Motivation of Health Walks participants

Only those individuals who said that they were

going to continue participating in Health Walks
25 L7 — ———— were required to answer this section. Participants
— were asked to rate how strongly they agreed with
| various statements concerning their reasons to con-
20 ] ] —  tinue with Health Walks (see Table 1). Over 80%
| of the respondents strongly agreed that they would
15 - — continue with the Health Walks because they
wanted to maintain or improve their fitness levels.
Almost the same percentage of individuals strongly
agreed that the opportunity to spend time in the
countryside, the walks being nearby and con-
venient and the fact that the walks were enjoyable
and fun were also important. Health-related factors
motivated participants to a lesser extent. Around
55% strongly agreed that feeling better in
themselves motivated them to continue with the
Health Walks, 41% felt that they would continue
because they had more energy, 22% would con-
tinue because they slept better and 11% would
continue because they found that they had lost
o weight as a result of walking. There was only one
factor with which a large number of people
Figure2 Frequency of walks. strongly disagreed, and that was that their doctor
had told them to take more exercise (49%).
For each question, the responses were cross-
tabulated with age, gender and marital status.

habits (they tended to walk instead of driving shor-[here were notable differences in all three para-

distances) to a greater extent than those who S rotﬁgrgslj/ gg?cie%r:je{hpatcot%%r;i(\)/\;]oglglvc\lz?)rr?t?nnu(teh\?vri}ﬂﬁg
2 — —
not walk more £° =32.46, di=4, P < 0.001). Health Walks because they liked the opportunity

to be in the countrysidext =20.86, df=2, P <

Satisfaction with Health Walks 0.001), they found the seasons changing around

The participants were asked which aspects of tileem fascinating x? =29.39, df=2, P < 0.001),
Health Walks they most liked and disliked. Thehey felt better in themselve{ = 8.93, df=2,
elements of the scheme that people most liked welre< 0.05), they felt that being involved in a com-
the company and the opportunity to meet peoplaunity initiative was importanty? = 16.66, df= 2,
(61%), the regular and convenient timetable wheie < 0.001), they enjoyed the opportunity to social-
participants did not need to book (17%), théze (x*>=26.0, df=2, P < 0.001) and they liked
countryside and nature aspects (13%), the fitnetss be involved in organized activityxt = 15.64,
and exercise aspects (13%) and the safety aspdtt 2, P < 0.001).
of walking in a group (9%). Those aged 60 years or over were more likely

The main dislikes concerned the walking speetd agree strongly that they would continue with
being too fast (17%), the inconvenient and awk-ealth Walks than those under 60 years because
ward times (13%), the lack of variety and repetitivéhey enjoyed the opportunity to socializg?(=
timetable (i.e., the same walks at the same tim8)14, df=2, P < 0.05) and because they liked to
(10%), the rain, mud and weather conditionbe involved in organized activityxf = 13.89,
(10%), and the stretching exercises before and afifr=2, P < 0.001). Those who were single,
the walks (8%). About 30% of the responders saidivorced, widowed or separated also strongly
that they had no dislikes. agreed that socializing was importagfE 8.12,
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Table 1 Motivation of participants

| will continue to Health Walk because: Strongly Slightly Slightly Strongly
agree (%) agree (%) disagree (%) disagree (%)
| want to maintain/improve my fitness levels 82 17 1 0
| like the opportunity to spend time in the countryside 79 19 2 0
The Health Walks are nearby and convenient 78 17 4 1
The Health Walks are enjoyable and fun 77 20 3 0
| find it fascinating to see the seasons change 59 36 4 1
| enjoy the opportunity to socialize 58 36 5 1
| do feel better in myself 55 39 5 1
Being involved in a community initiative is important 49 a4 5 2
| have more energy 41 46 11 2
| like to be involved in organized activity 37 50 11 2
| sleep better 33 50 21 8
My doctor told me to take more exercise 27 18 15 49
| have found that | lose weight by walking 11 42 33 14

df =2, P < 0.05), and that involvement in anparticipants also said that they were being
organized activity was importantyf=11.22, treated for a specific medical condition (45%).
df = 2, P < 0.01). Those who were married orThe majority of complaints were related to high
cohabiting were more likely to disagree oblood pressure, angina and heart problems,

slightly agree. asthma, thyroid problems and cholesterol levels.
Those who were being treated for a medical con-

Factors likely to sustain participation in dition and who visited their GP frequently strongly

Health Walks agreed that a recommendation from their doctor to

The participants were asked what would encouexercise motivated them to take part in Health
age them to keep walking with the scheme. Th&/alks (x? = 33.5, df=3, P < 0.00).
most frequently cited factor was to include more The participants were also asked whether the
varied and graded walks at different times (43%}Health Walks had affected the frequency of their
Other responses included doing nothing (18%), tasits to the GP. Almost all of the participants said
have walks closer to home (7%), the fact that thetpat these walks had not affected the frequency of
had too many other responsibilities (6%), to keegneir GP visits (95%), although a small minority
the Health Walks going/carry on (5%), to continu¢5%) said that they made fewer GP visits.
sending out timetable leaflets (5%) and to have
more social events (4%). Adherence to the Health Walks scheme

The participants were also asked how new Only 10% of those questioned indicated that
people could be encouraged to take part in thibey would not continue with the programme, and
Health Walks scheme. Most respondents suggestibé majority (90%) indicated that they would con-
advertising more widely through the local medidinue with the Health Walks. Around 18% thought
(46%) (e.g., through local press and communitihat they would continue in the immediate future,
groups). Advertising by word of mouth was fre-and 72% said that they would continue for as long
quently suggested (19%), and promotion througis possible. The most frequent reasons given for

the general practice (13%). not continuing were due to other commitments and
being too busy (27%), the walks being too fast so
Health they could not enjoy the scenery (13%), and the

Approximately half of the participants (47%)timing of the walks being inconvenient (10%).
had visited their GP two to five times in the last
year. Almost a quarter (22%) had been once arfbverse effects and injuries
17% had not been at all. Only 5% had been more Two serious injuries resulted from the Health
than 10 times in the last year. Almost half of thaValks. Both happened to women over 75 years of
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age and required hospital treatment (one for single, divorced or widowed all agreed that social-
broken shoulder and the other for a broken ankleing and being involved in an organized activity
Both injuries were caused by falls that occurred owere particularly important in motivating them to
flat terrain. These may have been associated witbntinue with the Health Walks. In addition, all of
poor flexibility. The risk assessment of the projedahe participants were sent regular updates about the
was revisited and more detailed advice on footwe#fealth Walks events and the walking schedule by
resulted. Non-serious injuries were not reported.the project officer, and were thus kept informed
and in contact with the scheme.
Different elements of the Health Walks scheme

Discussion appear to appeal to different subgroups of parti-
) ) cipants. Older women in particular said that the
Walking practice reason why they joined the Health Walks scheme

The season in which people joined the Healtiyas partly influenced by the safety of walking in a
Walks was associated with the number of wal roup. This finding has been supported by previous
they went on to complete. A higher percentage Qksearch into Health Walks and countryside leisure
committed walkers (those who completed morgzyrgess, 1995; Bartlettt al, 1996). Proportion-
Health Walks) started the scheme at its inceptioftely more women than men also considered the
in spring 1998 and in autumn 1998. Participantg)|iowing factors to be important in increasing
who joined the scheme at the beginning had mofReir motivation to continue Health Walking: a

input into the design and ownership of Healthnance to be in the countryside, watching the sea-
Walks, and were therefore more committed ang,ns change around them, feeling better in them-

}005 par';]irljntﬁ)ore waﬁs.hlndeﬁd, mofst of the wallge |\ es and being involved in a community initiat-
eaders had been with the scheme for OVer a Yegls ' These findings clearly suggest that men and

In the guideHealth Walks: A Step by Step Guid ; : ; ;
(Bird, 1997), the initial meeting in the town or V“_‘?Nohrgﬁqne derive quite different benefits from the

. ity £5
lage hall was regarded as an ideal opportunity oCompared to other factors that motivated

recruit the walk leaders. The reason why autu L . .
was the peak period for committed walkers to str;]%dlwduals to continue with the Health Walks,

is open to speculation. One participant stated th commendation from their GP was the least

-5 important. Yet 90 people did feel that their GP
they already had a busy schedule of activities Was a motivating factor, especially those who

visited their GP frequently or who were being
treated for a medical condition. This suggests

Factors motivating Health Walkers that GP lavi lei 0 thei
The fact that ‘maintaining and improving your: '8t IS aré playing a rolé in encouraging their

fitness level’ was the most important factor motivPatients to exercise. A number of participants in

ating individuals to Health Walk indicates thame Schhe”_‘e also mentioned that pfromotion
people are joining primarily in order to get fit.""fOUgN primary care was a means ol encour-

Interestingly, nearly all of the participants classi®9ing more people to Health Walk. In this study,
fied themselves afif or just fit As all of the walks the countryside service provided a base from
were based for and around the local community, hich the walking scheme operated. Although
was not surprising that access was not a probleie local health centre was not directly involved
for the majority of people. Three-quarters of th&vith the scheme’s operation, other schemes have
participants felt that the proximity of the walks wasuccessfully used their local health centre
an important motivating factor. (Bartlettet al., 1996). Wlth_ the _advent o_f primary
To maintain adherence to exercise over the lorfifre trusts as care-commissioning bodies there is
term, Eaton and Menard (1999) suggest that socigieat scope to promote community walking schemes.
support, telephone contact and buddy groups a#é Health Walks are organized and led by volunteers,
important in exercise prescription schemes. THbe input needed from primary care professionals is
Health Walks scheme naturally fosters or incorpominimal. However, what is important is that local
ates these activities. Older participants (those ovieealth centres legitimize the scheme as a health
60 years of age), women and those who weigitiative by displaying or distributing information
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on the walking programme and talking to patient&ith the majority of walkers being over 50 years
about the benefits of walking. old, female, and in the higher social classes. One
The participants were asked how they could bef the goals of the research was to examine the
encouraged to keep walking on the scheme. Mosbncept of Health Walks in an urban area with a
of their responses related to varying and gradingore diverse population. The social class and
the walks. Grading the walks was also suggestedhnic origin of participants generally reflected that
by several of the walk leaders who had experienced the Thames Valley population. This perhaps
difficulties in dealing with a broad spectrum ofindicates that the choice of location was not ideal
ability on their walks. In the Thames Valley, all offor examining this goal. Further research needs to
the walks were on similar terrain, although thegxamine the concept of Health Walks in areas with
varied in length. Apart from a starter walk that wasower socioeconomic status and more ethnically
held every week, the walks were not gradediverse populations.
according to difficulty. Individuals were told that The majority of the participants were over 50
they should walk at their own brisk pace, and iyears old. This reflects the general trend for older
was emphasized that the walk was for health. Thigeople to prefer walking for exercise (Eatenal.,
may account for the smaller number of younget994), and it indicates the efficacy of this type of
adults and men participating in Thames Valley. lhealth promotion for increasing exercise in the
a pilot study based in Sonning Common, certaiolder community. The attraction of older adults to
walks with steep gradients and longer distancésealth Walking is particularly important, as
had attracted a larger number of younger adults aedercise is an essential element in maintaining
men. In this respect, Thames Valley was limitegeople’s quality of life as they age. Although
by its topography, as there were no hills with steepeople are now living longer, they are not neces-
terrain. It is interesting to note that some responsearily enjoying a longer period of independence
from the Thames Valley participants related to thand autonomy. Health Walking programmes pro-
pace of the walks being too slow. One of the recside an opportunity for adults to take more
ommendations from the pilot study report was thaixercise, allowing them to increase their level of
it was essential to stress the effectiveness and chphysical functioning and maintain their autonomy.
lenging nature of this type of exercise in order tén addition, the importance of the social aspect of
attract more men. Previous research has suggestieel scheme cannot be underestimated, not only in
that men do not believe walking is truly exercise asotivating participants to continue exercising but
it offers no health benefits (Lombagt al.,, 1995). also in reducing the likelihood of social isolation.
As well as the considerable benefits of exercise for
older adults, the people who also derive the great-
Conclusion est health benefit from exercise are the sedentary.
The recently published RCT found that sedentary
Exercise prescription schemes often have difficuligdults who were offered the opportunity to partici-
in maintaining adherence in the long term (Eatopate in Health Walks took up more activity than
and Menard, 1999). This scheme, in common witimdividuals who were offered advice only (Lamb
the pilot scheme based in Sonning Commoet al., 2000).
(Bartlett et al., 1996), has been very successful in Recent guidelines suggest that exercise of mod-
encouraging participants to walk and in keepingrate intensity (such as brisk walking) for at least
them walking. Over 80% of participants in bothhalf an hour three times a week is required in order
schemes said that they would continue Healtio maintain health benefits (American College of
Walking in the future. An objective measure ofSports Medicine, 1995). However, the average
adherence is available from the RCT (Lamimumber of walks being taken by each person per
et al.,, 2000). month was only three. Despite the low average
Exercise promotion trials often attract whitenumber of walks taken each month, the participants
middle-class and middle-aged participants (Hillsdoperceived that there were still health benefits. This
etal, 1999), and this scheme appears to be moay have been a result of the additional walking
exception. The profile of the walkers was veryhey did outside the organized scheme. Although
similar to that of the Sonning Common pilot studythis study did not quantify the amount of exercise
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that participants undertook outside the schem®ack, D., Townsend, P.and Whitehead, M. 1990: The health
over half said that they were doing more walking. divide: inequaljties in health. The Black Repotiarmond-
This ‘knock-on’ effect on other activity needs to be sworth: Penguin. ' _
explored further. The amount of additional Wa|kin§urgess, J..1995:Gr0W|ng in confidence. Understanding peqple’s
that participants were doing also had an effect on percep_tlops of urban fringe woodlandlondon: Countryside
their transport habits. Those who did additiong| Sommission. . .
walking felt that their transport habits had change partment for the Environment, Transport and the Regions

. . 2000: Encouraging walking: advice to local authorities
to a greater extent (i.e., they tended to walk instead | | yon: HMmSO.

ﬁ;p%r:;/al.?]? azhv?/;tlk?r:zt?g%i?%g Lr(liltlsvélsy gﬁg:)culifgrgaepartment of Health 1999: Our healthier nation: reducing
health inequalities. An action reportondon: HMSO.
by the Department for the Environment, TranspoHaton, c.B. and Menard, L. M. 1959: A systematic review of
and the Regions (DETR). The recent strategy for promotion of physical activity in primary care. In MacAuley,
walking (Department for the Environment, Trans- D., editor. Benefits and hazards of exerciseondon: BMJ
port and the Regions, 2000) provides incentives for Books, 46-64.
local government to include walking in the develEaton, C.B., Nafziger, A.N., Strogatz, D.Sand Pearson, T. A.
opment of local transport plans. As Health Walks 1994: Self-reporteq physical activity in a rural county — a New
can affect local transport, funding and support of York cgunty.Amerlcan Journal of Public HealtBA, 29-32.
Health Walking schemes should be sought, nPX K. Biddie, S., Edmunds, L., Bowler, 1. andKilloran, A.
only through primary care and other health and .1997. Phy5|ce}l'act|wty promotion through primary health care
. - in England.British Journal of General Practicé7, 367-69.
re.creatlon Channe.ls.'.blflt also thr.OUQh. cqllaboratlcmlkm A., Curb, J., Petrovitch, H., Rodriguez, B., Yano, K.,
with transport initiatives. This finding has ~g,c . white, L andAbbott, R. 1999: Effects of walking
important ramifications for future programmes, ,, coronary heart disease in elderly men: the Honolulu Heart

specifically their role in encouraging more people program.Circulation 6, 9-13.

to integrate exercise into everyday life. Hillsdon, M., Thorogood, M. andFoster, C.1999: A systematic
review of strategies to promote physical activity. In MacAuley,
D., editor. Benefits and hazards of exercisdeondon: BMJ

References Books, 25-45.

American College of Sports Medicine1995: Guidelines for exer- -@mb. S., Bartlett, H. andAshley, A.2000:Evaluation of Thames
cise testing and prescriptiomaltimore, MD: Williams & Wil- Valley Health Walks scheme: a randomised controlled trial
Kins. Oxford: Oxford Centre for Health Care Research and Develop-

Ashley, A., Bartlett, H., Lamb, S.andSteel, M. 1999:Evaluation ment, Oxford Brookes University.

of Thames Valley Health Walks scheme: participants’ feedbad®mbard, D.N., Lombard, N.T. andWinett, R.A. 1995: Walking
survey Oxford: Oxford Centre for Health Care Research and t0 meet health guidelines: the effect of prompting frequency

Development, Oxford Brookes University. and prompt structure-ealth Psychologyl4, 164-67.

Bartlett, H., Ashley, A. andHowells, K. 1996:Evaluation of Son- Riddoch, C., Puig-Ribera, A.andCooper, A. 1998:Effectiveness
ning Common Health Walks schen@xford: Oxford Centre of physical activity promotion schemes in primary care: a
for Health Care Research and Development, Oxford Brookes review London: Health Education Authority.

University. Wannamethee, S.G.and Shaper, A.G. 1999: Physical activity

Bird, W. 1997:Health Walks: a step by step guidgonning Com- and the prevention of strokdournal of Cardiovascular Risk
mon: Sonning Common Health Centre. 6, 213-16.

Primary Health Care Research and Developm2@01;2: 98-106

https://doi.org/10.1191/146342301678787049 Published online by Cambridge University Press


https://doi.org/10.1191/146342301678787049

