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PAN-WM 

 
 
PAN-WM is the Regional Physical Activity Network for the West Midlands. It has the vision 
to be:  

“A Sustainable, Independent Network That Supports The Physical Activity 
Agenda For The West Midlands”  

 
It focuses its activity in four areas to aid the development of physical activity in the West 
Midlands: 
 

·  To be a consultative and influencing network for the development of regional 
physical activity planning. 
 

·  To hold regional events, relating to relevant topics that will have a 
           regional and local impact. 
 

·  To provide opportunities for those working in the wider physical activity 
      sector to network, share and access information and develop skills. 
 
·  To contribute to the evidence base of effective physical activity. 

           interventions through the collation of best practice examples. 
 

 

 
Further information regarding PAN-WM can be found in appendix 1 of this report and also 
at www.pan-wm.org.uk  

 
 
 

 
 

Map 1. The West Midlands’ region 
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Executive summary 
 
Be Active Be Healthy (BABH)i was published in 2009, and establishes a new 
framework for the delivery of physical activity aligned with sport and breaks new 
ground in its approach to how the Government’s Legacy Action Planii target for 2 
million people to be more active by 2012 might be achieved. 
The evidence base provided by the Chief Medical Officer’ s report ‘Five a week ‘ iii 
and subsequent work is unequivocal about the potential health impact of physical 
activity. However, physical activity service provision remains non-mandatory for 
both local authorities and primary care trusts (PCTs). 
 
Reinforcing the need for cross sector partnership working, the framework 
recognises the broad contribution that physical activity may make to across a 
number of health conditions and the potential for financial cost savings. 
 
The first mapping of West Midlands’ physical activity in 2004iv, showed that a lot 
of unconnected physical activity interventions were in place and that it was mainly 
local authorities leading on development. The 2006 Physical activity audit of West 
Midlands Primary Care Trustsv clearly indicated the contribution that PCTs were 
making in support of increasing physical activity levels. 
 
This latest audit shows the level of development in infrastructure, planning and 
delivery in the West Midlands up to 2008.  Many of the previous 
recommendations have been addressed in full and the region appears well 
placed to respond to the detail outlined in Be Active Be Health and to further build 
upon the small, but significant increase in participation recently indicated in the 
Sport England Active People Survey 3vi results (October 2008 - October 2009). 
 
The audit was begun in 2008, and data collection and analysis completed in late 
2009. The tools used for collection of the data have been challenged in the 
recommendations and further refinement will allow a greater degree of financial 
analysis that could inform the influencing of physical activity from a cost: benefit 
perspective. 
 
It is envisaged that this report will be used by PCTs, and regional and local 
organisations, to make a stronger and clearer case for increased emphasis on the 
value and efficacy of physical activity. The West Midlands appears to have a solid 
and consistent base upon which to deliver increasing participation and support 
across a breadth of health and other outcomes. 
 
 
Headline findings 
 

·  PCT response rate to the questionnaire was 94% compared to 80% in 
2006. 

 
·  Physical activity was noted in 10 different priority areas of local delivery 

plans (LDPs) in 2008 compared with inclusion in 5 areas in 2006. 
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·  Obesity is a noted ‘priority’ for 90% of PCTs compared with 30% in 2006. 

Physical activity was specifically cited within ‘obesity priorities’ in 40% of 
these. An increase on the 13% indicated in 2006.  
 

·  Improving the workforce is a priority for 80% of PCTs compared with 53% 
in 2006. 
 

·  88% of PCTs report having a physical activity lead compared with 67% in 
2006. 81% of PCTs also report having a lead that contributes >50% of their 
role to physical activity compared with 46% in 2006. 

 
·  The number of physical activity interventions reported (commissioned, 

hosted, delivered) by PCTs rose from 67 in 2006 to 122 in 2008. 
 

·  37.5% of PCTs report that they commission, host and deliver physical 
activity. 88% report commissioning compared with 42% in 2006, illustrating 
the move towards a commissioning based environment. 

 
·  83% of PCTs report being involved with county sport and physical activity 

partnerships (CSPAPs) an increase from 50% in 2006; this gives a strong 
indication of the emphasis on wider partnership working. 

 
·  92% of PCTs are members of the Physical Activity Network – West 

Midlands (PAN-WM).  
 

·  100% of PCTs cite sport, leisure and fitness as a key partner, compared 
with 83% in 2006. 

 
·  The range of funding allocations for physical activity in 2006 was 0-

320,000, to 0 -2,755,000 in 2008. This equates to an increase from 0.01% 
of the total regional healthcare budget to 0.1% in 2008. 

 
·  The total funding from PCTs for physical activity has risen from 1,002,552 

in 2006 to 8,102,943 in 2008. 
 

·  The average PCT spend on physical activity per head of population rose 
from 0.19 in 2006 to 1.53 in 2008. 

 
·  The reported total spend on staff allocations relating to physical activity 

reduced from 31% in 2006 to 19% in 2008. Reporting against this type of 
breakdown was found to be problematic and inconsistent. 

 
·  75% of PCTs report success in attracting external funding for physical 

activity at a mean level of 124,282. This was applied across a variety of 
programmes 

 
·  64% of PCTs reporting in 2008 offered physical activity training to their 

staff, compared with 46% in 2006. These courses were across the activity 
continuum, from sport to lower level activity. 
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·  Staff are offered the opportunity to increase their own activity levels in 82% 

of PCTs (79% in 2006), through a variety of activities including cycling, 
walking, and discounted gym access. 

 
·  50% of PCTs indicated that they had involvement in 2012 planning groups. 

 
·  When asked how the profile of physical activity could be raised with PCTs, 

responses included the need for consistent and long term high level 
support and planning with sustained investment, supported by robust data 
and marketing of simple messages. 

 
·  Further support required includes high level engagement with the PCTs 

and strategic ‘buy in’ and advocacy to increase the importance of physical 
activity internally to influence externally 

 
·  The direction of travel of PCTs with regard Physical Activity was felt to 

include clearly focused strategic drive, linking activity to shared outcomes 
and workforce development 

 
 
Recommendations 
 
Regional strategic and support role from PAN-WM, th e Department of 
Health and wider Regional Partners 
 
1.  Provide Strategic Leadership across the region to increase levels of physical 
activity and support PCTs and Local Authorities in individually and jointly 
commissioning and delivering effective services to increase physical activity and 
improve health inequalities in the West Midlands.  
This could include:  
 

·  Consistently recognising the cross-cutting nature of physical activity across 
a wide range of health and community agendas and promote opportunities 
for commissioning / delivering preventative and treatment interventions 
with a non-silo approach to increase added value.  

·  Working with partners to collate and develop resources regarding the 
scientific and economic and best practice evidence for physical activity 
generically and specific genres such as Dance and Sport.  

2. Maintain a single point of contact for physical activity in the West Midlands and 
work across Regional Networks and Forums to ensure that there are clear 
dissemination and support systems to facilitate the understanding of national, 
regional and local messages, targets and indicators (where available) that may 
relate to physical activity and the context in which they are set. 
  
3. Influence and Support the development of consistent, realistic and agreed 
targets, outcomes and indicators for Regional, Sub Regional and Local 
Strategies, Policies and plans, including local operating plans, local sport and 
physical activity strategies and local transport plans.  
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This could include:  
 

·  The development of a regional core influencing calendar that highlights 
windows of opportunity for influencing core local planning processes such 
as PCT LOPs and Local Authority Business plan to support wider partners 
in influencing opportunities for the inclusion of physical activity. 

·  Develop collaborative approaches for PCTs to support one another in 
developing local plans, strategies and policies. 

4. Work with National colleagues, PCTs, CSPAPs and Local Authorities 
to develop appropriate methodologies for financial auditing of physical 
activity interventions and strategies to support the development of cost: 
benefit analysis for interventions that are required in the longer term to 
support QIPP and wider commissioning processes.  
 
5.  Work with partners to investigate the potential for cross PCT boundary and 
regional workforce development planning and funding to support physical activity 
agendas and identify the potential to link training requirements across public 
health agendas for example brief intervention and motivational interviewing 
training.  
 
 6.  Work with partners to develop a standardised induction process for physical 
activity staff in the region that can be made available as an e-learning tool.  
 
7. Work with national, regional, sub regional and local partners to develop a ‘joint’ 
auditing approach across local planning and delivery partners to develop holistic 
local, sub-regional and regional physical activity ‘position’ statements and develop 
collaborative approaches for how it can be utilised.  
 
8. Support the use of a standardised evaluation framework for all physical activity 
delivery implementation, utilising the National Obesity Framework Standard 
Evaluation Framework for Obesity programmes as a basis. Work with national 
and regional partners to investigate the potential for the development of a 
collaborative benchmarking system for physical activity interventions to build the 
evidence base.  
 
Strategic Recommendations for PCTs 
  
9. Ensure that physical activity is clearly placed in LOPs and that the appropriate 
planning and influencing tools are available to influence this. Ensure that 
appropriate evaluation methodologies are implemented to support future 
benchmarking opportunities. 
 
10. PCTs, in conjunction with partners such as CSPAPs, to review their in-house 
policies regarding physical activity, recognising the benefits of an active and 
knowledgeable workforce. PCTs should develop tools, pathways and delivery 
mechanisms for staff to become physically active and become recognised as an 
exemplar regarding workforce health. PCTs should seek to influence and support 
partners in developing an active workforce. 
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11. Review and strengthen PCTs’ approaches to accessing external physical 
activity partnership funding. 
 
12. PCTs should recognise and enable the role of commercial provision and 
support this sector in commissioning processes for delivery of physical activity. 
 
13. PCTs should access relevant planning guidance, templates and local support 
relating to the development of employer travel plans and incorporate active and 
green travel targets. 
 
14. PCTs, alongside their partners, should review how they will support the 
delivery of the 2012 Health and Physical Activity Legacy Plan in the West 
Midlands and maximise the impact of the “decade of sport” in their localities 
capitalising on the festival and demonstration effects. 
 
Training 
 
15. In relation to recommendations 1 and 2 there is a clear need to investigate the 
workforce development requirements across PCTs and wider physical activity 
partners to ensure there is consistent understanding and delivery of basic 
physical activity information and messages. This could be achieved through the 
planned roll out of the Lets Get Moving Pathway module 1 training courses 
across the PCTs in the region.  
 
16. The skills and competencies, of staff within PCTs and its physical activity 
delivery partner organisations should be reviewed using a framework such as the 
Public Health Competencies and skills framework to contribute to regional level 
workforce development planning. 
 
17. PCTs should incorporate the regional standardised induction process for 
physical activity into staff training opportunities.  
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1.0 Introduction 
 
“From the board to the ward, the promotion of activ e lifestyles should be 
seen as core business for the NHS and not a periphe ral concern ….. health 
professionals should see improving activity rates a nd getting their patients 
moving as central to their work” 

Andy Burnham, Secretary of State (2009) viia  
 

   

 
 

 
In February 2009, the Government published the Be Active, Be Healthyi (BABH) 
plan to get the nation moving. The plan forms a new framework for the delivery of 
physical activity alongside sport for the period leading up to the London 2012 
Olympic and Paralympic Games and beyond. Programmes outlined in the plan 
contribute to the Government’s ambition of getting 2 million more people active by 
2012ii and shifting the curve of physical activity away from sedentary behaviour 
and have been designed to leave a lasting legacy from the Games. 
 
The plan clearly states that PCTs, local authorities and local strategic 
partnerships will provide the leadership for the physical activity agenda working 
with a wide range of partners. It is expected that local areas will: 
 

·  Understand the costs of ill health associated with inactivity and review 
prioritisation and investment plans in light of Joint Strategic Needs 
Assessment processes.  
 

·  Take account of the current and future costs of obesity. 
 

·  Build upon existing Local Area Agreements (LAAs) and optimise health 
outcomes in line with the eight steps to effective commissioning. 
 

·  Link to county sports and physical activity partnerships to build effective 
local partnerships and strengthen delivery. 

 
This alongside the high profile speeches from Andy Burnham, Secretary of State 
for Health, sets the context for the health sector to see physical activity as part of 
its core business, linked into the preventative agenda detailed in the NHS Next 
Stage Reviewxiii, the NHS Operating Frameworkix, Local Area Agreements (LAA) 
and Joint Strategic Needs Assessments. 
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1.1 Defining physical activity   
 
In the context of this report the term ‘physical activity’ represents all modes of 
activity across the continuum from everyday activities to sport, regardless of level 
or motivation to participate. Diagram 1 illustrates the physical activity continuum, 
as determined in the Be Active, Be Healthy Plan.   
 

  
 
Diagram 1. Physical activity continuum 
 
Alongside the “types of activity” continuum detailed above, there is also an 
individual level continuum characterising how an individual may increase, or 
decrease, their activity levels towards, or away from, the recommended amounts 
of health giving physical activity behaviour. For example, it is unlikely that a 
sedentary individual will go from undertaking no bouts of physical activity up to 
accumulating 30 minutes of moderate activity on five days a week immediately, 
but would progress from no activity to 1 or 2 sessions per week, building up to 
more sessions as time goes on. 
 
 
1.2 The evidence base for physical activity and hea lth 
 
The World Health Organisation has reported that physical inactivity is one of the 
10 leading causes of death in developed countries, producing 1.9 million deaths 
worldwide per year iii It estimates that physical inactivity is responsible for the 
following proportions of ‘disability-adjusted life years’ in developed countries: 
 

·  23% of cardiovascular disease for men and 22% for women 
·  16% of colon cancer for men and 17% for women 
·  15% of type 2 diabetes 
·  12% of stroke for men and 13% for women 
·  11% of breast cancer. 
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The evidence base for the benefits of regular physical activity are clearly 
articulated in the Chief Medical Officer’s (CMO) report At Least Five a Weekiii, 
highlighting that being active helps prevent and manage over 20 chronic 
conditions including coronary heart disease, stroke, type 2 diabetes, cancer, 
obesity, mental health problems and musculoskeletal conditions. The report 
details the important role that physical activity can play in decreasing all cause 
mortality and decreasing the risk of chronic disease development. 
 
All Cause mortality:  
·  Adults who are physically active have 20-30% reduced risk of premature 

deathi. 
·  It has been estimated that 37% of CHD deaths can be attributed to physical 

inactivity ii. 
·  Evidence predicts that 9% of deaths could be avoided if people raised their 

activity status from low to moderate – equating to 30 minutes of aerobic 
activity on 1 – 4 days of the week ii 

 
Chronic disease development: 
·  Adults who are physically active up to 50% reduced risk of developing the 

major chronic diseases such as coronary heart disease, stroke, diabetes and 
cancers . 

·  Physically active people have 33-50% lower risk of developing type 2 diabetes 
compared with inactive. Particularly strong preventive effect for those at high 
risk of developing diabetes 

 
1.3 Recommendations – levels of physical activity ( Chief Medical Officer/ Be 
Active, Be Healthy ) 
 
The 2006 Physical Activity Audit of WM PCTsv report clearly refers to the CMO 
report that established the following recommendations for health enhancing 
physical activity: 
 

·  Children and Young People should achieve an accumulation of at least 60 
minutes of at least moderate intensity physical activity each day. 

 
·  For general health benefit, adults should achieve an accumulation of at 

least 30 minutes a day of at least moderate intensity physical activity on 
five or more days of the week. 

 
·  The recommendations for adults are also appropriate for older adults, 

although activities to promote improved strength, co-ordination and 
balance are also beneficial. 

 
·  Older people should take particular care to keep moving and retain their 

mobility through daily activity. 
 

·  The recommended levels of activity can be achieved either by doing all the 
daily activity in one session, or through several shorter bouts of activity of 
10 minutes or more. 
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·  A dose-response relationship exists between physical activity and all-
cause mortality. From a public health perspective, helping people to move 
from an inactive level to low to moderate activity levels will produce the 
greatest reduction in risk 

 
The CMO makes the recommendations based upon a weight of evidence to 
support wide ranging health benefits of physical activity to maintain and improve 
health and to prevent ill-health, psychologically, socially and physically, 
regardless of age.  
 
“Physical activity can help all of us to lead healt hier and even happier lives, 
irrespective of age” (BABH i page11) 
 
The importance of the CMO recommendations are recognised in Be Active, Be 
Healthy Plan for Getting the Nation Moving as the goal for all adults, and it is 
emphasised that there is a need to increase levels of physical activity across the 
whole population, especially in those with sedentary lifestyles. Other, specific 
recommendations are also made relating to condition and status, for example to 
prevent obesity adults may need to do 45-60 minutes of moderate intensity 
activity every day.  
 
 
1.4 Participation levels in physical activity natio nal and regional 
 
The Let’s Get Moving Pathway Commissioning Guidance documentx states that 
only 40% of men and 28% of women are currently meeting the CMO 
recommendations for physical activity, meaning that 27 million people in England 
are not active enough to benefit their health.  
 
Adults  

 
Active People Survey data 2008/09xi (APS3) is recently available for higher level 
analysis and reports that: 
 
The West Midlands has seen a statistically significant increase in participation of 
0.7%, 36,000 participants, to 15.2 %, 
 
The West Midlands continues to have the lowest participation rate in sport and 
active recreation with 20.1% undertaking 3 x 30 minutes of sport or active 
recreation per week compared with the national average of 21.5%. (Sport 
England KPI 1- Active People Survey 3). 
 
There has been a significant increase in the West Midlands participation rates 
(3*30) from 19.1% in Active People Survey 2 2007/08.   
 
665,000 adults are participating in at least three sessions of sport a week (the 
one million sport indicator, Active People Survey 3 2008/09). 
 
 The percentage of adults reporting sedentary behaviour in the region (0 x 30 
minutes of sport and active recreation per week) has decreased from 53.8% 
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(Active People Survey 1 2005/06) to 51.4% in 2007/08 indicating a ‘shifting of the 
curve’ 
 
Earlier information from the Active Peoplexi (APS2) survey clearly highlights that 
regular participation in sport and active recreation varies across different socio 
demographic  
groups and directly links to the health inequalities agendas at regional, sub 
regional and local level:  

·  Males are more likely to be active than females: males - 22.2%, females - 
16.6%.  

·  There is a considerable difference between activity levels of People with a 
limiting longstanding illness or disability and those without7.9%; those 
without - 21.6%  

·  People from Black and other ethnic minority groups are less likely to be 
active than adults of white origin Black and other ethnic minority 
groups16.5%; Adults of white origin - 19.6%.  

·  People in higher socio economic groups are more likely to be active than 
people in lower socio economic groups; Lowest socio-economic groups - 
14.7%; highest socio-economic group - 23.8%.  

·  Regular participation ranged from a high of 25.6% in Stafford to a low of 
14.9% in Sandwell. 

 
 
1.5 National and regional outcomes and aspirations 
 
In order to gain a better overall picture of physical activity within the West 
Midlands, a ‘proxy-indicator’ table has been developed to pull from a number of 
programmes together (for example adult participation, Healthy Schools, PE, 
School Sport and Young People Strategy, Free Swimming etc). The reporting for 
these programmes is predominantly aligned to Local Authority boundaries but 
where possible data is included for PCT boundaries (e.g. adult participation data 
for the 2005/06 Active People Survey). The indicator sheet is updated on a 
regular basis and can be downloaded from www.pan-wm.org.uk. An example is 
shown in Appendix 5. 
In 2008 the Legacy Action Planii set a new cross Government target for 2 million 
more adults, aged 16+, to be achieving 3 sessions of at least 30 minutes of 
moderate intensity activity per week, across all forms of active recreation and 
active travel.  
 
Be Active, Be Healthyi presents the intended outcomes for getting the nation 
moving focusing on both the 2 million more active target and commitments to 
shifting the curve’ of adult physical activity by not simply concentrating on those 
on the cusp of 3 x 30 minutes but focusing on those who are sedentary too.  .   
 
It is noted that; 
 
‘While the CMO’s ‘five times a week’ recommendation should remain the ultimate 
goal for all adults, the LAP target …… is a key staging point to a healthy and 
active population’. 
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It should be noted that 3x30 is an internal Government target and is not a 
message for consumption.  The health giving recommendation of 5x30 remains 
the message for public promotion.       
 
The outcomes and aspirations relating to adult and children’s physical activity are 
as follows: 
 

·  A health legacy for the 2012 London Olympic Games, which will contribute 
to the Government’s Legacy Action Plan (LAP) Target for 2 million more 
adults active by 2012. 

 
·  1 Million people lifted out on ‘inactivity’ by reducing the proportion of the 

population achieving 30 minutes of continuous physical activity on less 
than one day per week. 

 
·  200,000 more people to realise the general health benefits of achieving 30 

minutes of physical activity on five or more days per week.  
 

·  Increase the average weekly duration of physical activity by approximately 
5% over baseline. 

 
·  A Decade of Sport (2009 – 2019) outcome announced by the Secretary of 

State for Health, Andy Burnham in August 2009 is to climb to fourth place 
in the European physical activity league and become one of the best 
places in the world for promoting more active lifestyles by 2019. 

 
 
West Midlands’ regional outcomes 
To achieve:  
 

·  A further 200,000 adults more active by 2012 (3 x 30 minutes of activity 
per week) by 2012. 100,000 of these will be participating in sport. 
Measured by the Active People Survey. 

 
·  Lift 100,000 people out of inactivity by reducing the proportion of the 

population achieving 30 minutes of continuous physical activity on less 
than one day per week by 2012. Measured by Health Survey for England. 

 
·  Help 20,000 more people to realise the general health benefits of 

achieving 30 minutes of physical activity on five or more days per week by 
2012. Measured by Health Survey for Englandxii.   

 
·  Increase the average weekly duration of physical activity by approximately 

5% over baseline. 
 

·  60% of 5-19 year olds receiving 5 hours of PE and sort per week.  
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1.6 The infrastructure for developing and deliverin g physical activity and 
sport   
 
The infrastructure for delivering the physical activity agenda nationally has 
changed significantly since the publication of the 2006 Physical Activity Audit of 
PCTsv to support the achievement of the Legacy Action Plan Targets previously 
discussed. This updated model for delivery is presented in BABH and can be 
seen in the figure below (Diagram 2) 

 
Diagram 2. Physical activity delivery model 
 
This model has developed from the delivery system for Sport detailed in the 2006 
Audit and includes the development of a national level programme board, an 
expert reference group and a physical activity alliance that will provide a single 
voice for the physical activity sector at a national level. The diagram recognises 
the key role that the regions, sub regions and local areas will play in achieving the 
targets set out in the plan and highlights the need for strengthening of 
relationships with wider sectors including Voluntary, private and education. 
 
The regional infrastructure for physical activity is documented in Diagram 2. PAN-
WM is at the heart of supporting the West Midlands in delivering against the 
physical activity agenda; creating strategic links to key regional partners, 
supporting sub-regional and local developments, creating networking 
opportunities and leading on supporting the delivery of the Be Active, Be Healthy 
Plan in the region, working in partnership with a wide range of partners as 
demonstrated in the diagram.   
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BABH strongly emphasises the role of the developing county sports partnerships 
(CSPs) into county sport and physical activity partnerships (CSPAPs) to support  
localities in delivering the outcomes in the plan. This development has been 
directly supported by the Department of Health during the 2008/09 and 2009/10 
years with additional resources. 
The specific role of the CSPAPs in supporting the delivery of BABH is detailed in 
the following outcomes that are linked to a specific contract of work between the 
Department or Health and the CSPAPs: 
 

1. Strengthening the infrastructure for the local delivery of physical activity 
alongside sport.  

 
2. Supporting strategic planning and delivery of regional and national physical 

activity plans by ensuring that Be Active, Be Healthy is reflected in the sub 
regional and local planning and delivery of physical activity.   Contributing 
to 2012 regional delivery plans and supporting the delivery of local area 
agreements LAAs.  CSPAPs will have a key role in strategically co-
ordinating local delivery of physical activity initiatives that will contribute 
towards the Legacy Action Plan (LAP) target of 2 million more people 
active by 2012.  

 
3. Supporting the adoption of social marketing tools and methods in 

promoting physical activity. 
 

4. Targeting of the least active and contributing to the reduction of health  
inequalities. 

 
5. Supporting the local delivery of regional and national initiatives e.g. 

Physical Activity Care   Pathway, Healthy Towns, Change4life, Fit for 
Future where appropriate.  
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Diagram 3. Regional infrastructure for physical act ivity 
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1.7 Developing physical activity in primary care: Let’s Get Moving Physical 
Activity Care Pathway  
 
“…it is time to signal to every primary care trust in England that we need to 
recognise the universal importance of improving pub lic health and, in 
particular, the promotion of physical activity to h elp prevent and manage 
chronic disease in adults. Physical inactivity cost s the NHS up to £1.8billion 
a year, even before the costs of overweight and obe sity are taken into 
account’  
Andy Burnham, Secretary of State (2009, p6) x 

 
The BABH Plan states a number of commitments to supporting those most at risk 
of inactivity, the most high profile of those from the NHS perspective is the 
development of the Let’s Get Moving Physical Activity Care Pathway (LGM). 
LGM is a behaviour change intervention that has been designed to provide a 
systematic approach to identifying and supporting adults, who are not meeting the 
CMO’s recommendation for physical activity, to become more active, for the 
purpose of both the prevention and management of inactivity-related chronic 
disease. The programme can be integrated with other public health initiatives 
such as: NHS Health Checks, obesity care pathways, diabetes and mental health 
care pathways, as a solution to chronic disease management and prevention 
needs. 

The LGM approach is based on the recommendations of the National Institute 
for Health and Clinical Excellence (NICE) public health guidance Four 
commonly used methods to increase physical activityxiii, which endorses the 
delivery of brief interventions for physical activity in primary care as being both 
clinically effective and cost-effective in the long term. 

There is compelling economic and clinical evidence for investment in the 
promotion of physical activity in primary care through brief interventions. In terms 
of return on investment, NICE established that a brief intervention for physical 
activity in primary care costs between £20 and £440 per quality-adjusted life 
year (QALY) (when compared with no intervention) with net costs saved per 
QALY gained of between £750 and £3,150 .  

LGM works on the key principles of:  

·  Raising standards of care;  

·  Enabling patient choice; and  

·  Addressing prevention issues and supporting people with long-term 
conditions.  

LGM has been designed so that it can be flexibly commissioned to meet local 
health needs and provides a physical activity care pathway which can be 
used by service providers to systematically recruit patients and screen for 
inactivity using a validated questionnaire. Patients identified as not meeting 
the CMO’s recommendations for physical activity will be offered a brief 
intervention, drawing upon motivational interviewing techniques, which:  

·  Take a patient-centred approach to highlighting the health benefits of 
physical activity;  

·  Works through key behaviour change stages; and  
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·  Concludes with a clear physical activity goal set by the patient, identifying 
local opportunities to be active, including exercise on referral schemes 
where appropriate.  
 

“Over the next few years, as budgets in health beco me much tighter, it 
would be easy to see spending on physical activity as a luxury which could 
be foregone. That would be a big mistake. It should  be seen by all 
commissioners as a necessity……” 
 (Let’s get moving commissioning guidance, 2009, p8 ) 
 
A number of resources have been developed to support the commissioning and 
implementation of the LGM pathway and the Department of Health West 
Midlands, NHS West Midlands and PAN-WM are working in partnership to 
support PCTs in developing this approach in their localities. 
 
1.8 The economic burden of physical inactivity 
 
The annual cost to the NHS of physical inactivity is estimated to be between £1 
billion and £1.8 billion. The costs of lost productivity to the wider economy have 
been estimated at £5.5 billion from sickness absence and £1 billion from 
premature death of people of working age xiv1. The total cost of inactivity is 
approximately £8.3 billion every year xv. Be Active, Be Healthy sets out, for the 
first time, the local cost of physical inactivity 1. 
 
The Department of Health commissioned the British Heart Foundation Health 
Promotion Research Group at Oxford University to prepare estimates of the 
primary and secondary care costs attributable to physical inactivity for PCTs 
across Englandi. The cost data for this analysis were taken from the National 
Programme Budget Project (NPBP) and were related to five diseases defined by 
WHO as having some relation to physical inactivity. The population attributable 
fractions for physical inactivity in developed, low mortality, European countries 
were applied to the cost per disease from the NPBP 2006/07 for these diseases. 
It is important to note that applying the same population attributable fraction to 
each PCT’s NPBP data implies that the relative contribution of other factors is 
equal across all PCTs.  
 
Given the significant residual contribution of other factors, this simplifying 
assumption means that the resulting PCT-level figures should be interpreted 
carefully, in-conjunction with local knowledge. They are intended as a starting 
point in understanding the cost of physical inactivity in a particular PCT. In 
comparing any given PCT’s value with another’s, the possible unequal role of 
other factors will need to be investigated further before determining an 
appropriate course of action. 
 
The results demonstrate an average healthcare cost of £5 million per PCT for 
physical inactivity. Table 1 provides an overview of the costs of physical inactivity 
for PCT’s in the West Midlands, both for the whole PCT cost and also the cost per 
100,000 of the population. In comparing any given PCT’s value with another 
PCT’s the possible unequal role of other factors will need to be investigated 
further before determining an appropriate course of action and therefore should 
not be used as an actual science. Appendix 2 presents these figures by 
CSPAP/PCT. 
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PCT 

 
 

Whole PCT 
Cost 

 
Total 

Cost/100,000 
population 

% of 
population 0 x 

30 mins of 
sport and 

recreation ii 
 
Birmingham East and 
North  

 
£5,290,100 

 
£1,319,712 

58% 

 
Coventry Teaching  

 
£3,621,860 

 
£1,131,467 

 
55.3% 

 
Dudley  

 
£5,118,020 

 
£1,696,619 

 
57.5% 

 
Heart of Birmingham  

 
£3,678,030 

 
£1,290,505 

 
62.4% 

 
Herefordshire  

 
£2,512,970 

 
£1,421,074 

 
50.4% 

 
North Staffordshire  

 
£3,768,920 

 
£1,852,887 

 
53% 

 
Sandwell  

 
£4,536,090 

 
£1,525,500 

 
62.3% 

 
Shropshire  

 
£4,924,370 

 
£1,723,561 

 
49.5% 

 
Solihull  

 
£2,954,390 

 
£1,477,239 

 
48.5% 

 
South Birmingham  

 
£4,185,860 

 
£1,225,731 

 
55.4% 

 
South Staffordshire  

 
£8,387,660 

 
£1,449,039 

 
50.5% 

 
Stoke-on-Trent  

 
£5,779,600 

 
£2,285,629 

 
61% 

 
Telford & Wrekin  

 
£2,244,850 

 
£1,382,382 

 
52.3% 

 
Walsall  

 
£4,316,880 

 
£1,759,629 

 
57.9% 

 
Warwickshire  

 
£7,173,170 

 
£1,374,368 

 
48.7% 

 
Wolverhampton  

 
£4,252,720 

 
£1,779,024 

 
59.8% 

 
Worcestershire  

 
£5,640,510 

 
£1,033,112 

 
48.9% 

 
West Midlands Total 

 
£78,386,000 

 
£25,727,478 

 

 
West Midlands Average 
per PCT 

 
£4,610,941.1 

 
£1,513,381 

 
53.8% 

 
 
Table 1.   Cost of Physical Inactivity for West Mid lands PCTs (ref: BABH) 
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1.9 The Wider context for physical activity within heal thcare settings 
 
It is important to recognise the wider context within which physical activity is 
delivered and commissioned within PCTs. There are a number of agendas that 
physical activity can support PCTs in delivering and this section highlights these. 
 
1.9.1The NHS Next Stage Review: High Quality Care F or All 
 
In 2008, Lord Darzixvi presented his NHS Next Stage Review Final report High 
Quality Care for All. The report is focussed on improving quality of care and the 
NHS having a responsibility to promote good health as well as tackle illness and 
identifies a number of immediate steps to be followed, several of which are 
detailed below.  
 
“The focus on prevention, improved quality and inno vation will support 
the NHS in its drive to ensure the best possible va lue for money for 
taxpayers. It is also an excellent opportunity to p ursue our duties to 
promote equality and reduce discrimination…”  

Achieving this goal requires the NHS to work in partnership with the many other 
agencies that also seek to promote health.  

The immediate steps identified are:  

·  Every primary care trust will commission comprehens ive well being and 
prevention services, in partnership with local auth orities, with the 
services offered personalised to meet the specific needs of their local 
populations . Our efforts must be focused on six key goals: tackling obesity, 
reducing alcohol harm, treating drug addiction, reducing smoking rates, 
improving sexual health and improving mental health.  

·  A Coalition for Better Health, with a set of new vo luntary agreements 
between the Government, private and third sector or ganisations on 
actions to improve health outcomes . Focused initially on combating 
obesity, the Coalition will be based on agreements to ensure healthier 
food, to get more people more physically active, and to encourage 
companies to invest more in the health of their workforce.  
 

·  Raised awareness of vascular risk assessment throug h a new 
‘Reduce Your Risk’ campaign . As we roll out the new national 
programme of vascular risk assessment for people aged between 40 and 
74, we will raise awareness through a nationwide ‘Reduce Your Risk’ 
campaign – helping people to stay healthy and to know when they need to 
get help. 
 

·  Support for people to stay healthy at work . We will introduce integrated 
Fit for Work services, to help people who want to return to work but are 
struggling with ill health to get back to appropriate work faster. 
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·  Support GPs to help individuals and their families stay healthy. We will 

work with world-leading professionals and patient groups to improve the 
Quality and  

 
·  Outcomes Framework to provide better incentives for maintaining good 

health as well as good care. We will give patients more rights and control 
over their own health and care. I have heard the need to give patients 
more information and choice to make the system more responsive to their 
personal needs.  
 
We will:   
 

·  Extend choice of GP practice . Patients will have greater choice of GP 
practice and better information to help them choose. We will develop a 
fairer funding system, ensuring better rewards for GPs who provide 
responsive, accessible and high quality services. The NHS Choices 
website will provide more information about all primary and community 
care services, so that people can make informed choices. 

 
·  Introduce a new right to choice in the first NHS Co nstitution . The draft 

NHS Constitution includes rights to choose both treatment and providers and 
to information on quality, so that, wherever it is relevant to them, patients are 
able to make informed choices. 

 
·  Ensure everyone with a long-term condition has a pe rsonalised care 

plan . Care plans will be agreed by the patient and a named professional 
and provide a basis for the NHS and its partners to organise services 
around the needs of individuals.  

 
·  Pilot personal health budgets . Learning from experience in social care 

and other health systems, personal health budgets will be piloted, giving 
individuals and families greater control over their own care, with clear 
safeguards. We will pilot direct payments where this makes most sense for 
particular patients in certain circumstances. 

 
·  Guarantee patients access to the most clinically an d cost effective 

drugs and treatments . All patients will receive drugs and treatments 
approved by the National Institute for Health and Clinical Excellence 
(NICE) where the clinician recommends them. NICE appraisals processes 
will be speeded upviii. 
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1.9.2 The Strategic Review of Health Inequalities i n England Post 2010 (The 
Marmot Review)  xvii   

The Marmot Review is the Government’s response to the publication of the 
global Commission on Social Determinants of Health and the recommendation 
therein for governments to develop and implement strategies and policies to 
improve health equity. The review aims to propose an evidence based strategy 
for reducing health inequalities from 2010 in England by addressing the social 
determinant of health inequalities and has four key tasks: 

·  Identify, for the health inequalities challenge facing England, the evidence   
most relevant to underpinning future policy and action.  
 

·  Show how this evidence could be translated into practice. 
 

·  Advise on possible objectives and measures, building on the experience 
of the current PSA target on infant mortality and life expectancy. 
 

·  Publish a report of the review's work that will contribute to the 
development of a post-2010 health inequalities strategy. 

The Review and its findings relate to physical activity in a number of ways e.g. 
increasing activity through changes to the built environment. 
 
There are four unifying themes within the interventions (relating to priority public 
health conditions):  
 

·  The importance of improving the physical, social and economic 
environment of deprived areas (e.g. improving access to high nutrient 
foods, providing safe places for physical activity, improving the quality of 
housing, or increasing the level of employment).  
 

·  The long-term public health benefits of intervening early in the life-course 
to prevent the development of risky health behaviours or chronic 
conditions (e.g. childhood socialisation schemes to reduce violence; 
improved infant and maternal health and nutrition). 
 

·  The importance of considering the close interplay between physical and 
mental health when designing strategies to reduce health inequalities. 
 

·  The use of fiscal and financial policy instruments to enable deprived   
populations to live healthier lives (e.g. cigarette pricing).  
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It is noted in the review that several areas overlap, for example the proposal 
below links with the work of Task Group 4 (Built Environment) and 5 
(Sustainable Development):. One of the main proposals  (7) is to improve the 
social and physical environment to make it easier f or lower socio-
economic groups, and the population as a whole, to engage in physical 
activity . 
This proposal contains a number of recommendations that detail how the 
proposal could be delivered: 
 

·  Change planning norms (transport and urban design policies to ensure 
active travel, restrict car use, building controls to raise incentives for stair 
use, Health Impact Assessments to match Environmental Impact 
Assessments). 
 

·  Walking and cycling must be at the centre of transport policy at national 
and local levels. The Department for Transport should commit at least 
10% of its budgets to walking and cycling.   
 

·  Require training in assessing public health impacts for urban and transport 
planners, architects and engineers. 
 

·  Continue to make PCTs statutory consultees in planning decisions.  The 
NHS London Healthy Urban Development Unit has done significant work 
helping PCTs engage in the planning process and is a good resource for 
moving forward. 
 

·  Improve the quality, affordability and safety of public transport to ensure 
that it is a viable transport option, especially taking into account the needs 
of the disabled, elderly, and morbidly immobile. 
 

·  Increased availability of open spaces (Incentives to protect and develop 
open spaces/green spaces; enhanced safety features e.g. reduced traffic; 
enhanced security e.g. lighting, CCTV; protection of open sports fields, 
promotion of clubs; more cycle routes and cycle priority networks). 
 

·  Fiscal policies (business tax incentives for workplace activity facilities; 
disincentives for car use, removal of tax-deductable car costs; business 
rate charges for car-parking; VAT adjustments on sports and activity 
equipment; additional car and fuel purchase taxation, congestion 
charging, parking fees, road tax). 
 

·  Pre-school, school and workplace activity policies (Timetabled 
opportunities for activity; code of practice for sedentary hours per day; 
enhanced health education; support for out-of-hours use of school sports 
facilities by community).    
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·  Change public opinion and cultural norms around physical activity (via 

social marketing campaigns; well-resourced advocacy groups, public 
health groups, make links to policies for environment, global warming, 
carbon tax etc). 

Further information can be found at www.ucl.ac.uk/marmotreview 

NHS Health check 
NHS Health Checks (CVD risk screening programme) Handbook for Vascular 
Risk Assessment, Risk Reduction and Risk Management along with other 
documents for the screening programme can be found at: 
http://www.improvement.nhs.uk/NHSHealthCheck/GuidanceDocuments/tabid/57/
Default.aspx 

 
2.0 The context for the 2008 Physical Activity Audi t 
 
In 2006, a regional audit of the physical activity engagement of PCTs was carried 
out to provide details and quantify health sector contribution/commitment to 
increase physical activity levels in the West Midlandsv. This provided the 
baseline for comparison with the 2008 audit. In October 2006, a PCT 
reconfiguration was carried out (reducing the number of PCTs from 30 to 17) this 
makes direct PCT comparisons by PCT difficult, however the audit does allow for 
the extraction of the trend and direction related to physical activity in areas. 
 
Map 2. Showing current PCT areas in the West Midlan ds, October 2006 onwards. 
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The 2006 audit identified where additional support and resources were required 
and aided regional planning and also investment into the physical activity agenda 
from key stakeholders, including Department of Health and Sport England. 
 
This second audit, undertaken in summer 2008 provides an update on the 
progress that has been made regarding the delivery of physical activity agendas 
with, and through, the PCTs in the Region. This resulting report provides a basis 
for a ‘snapshot’ comparison within the overall change in the PCT landscape in 
the intervening years (2006 to 2008) and allows for specific comment to be made 
and recommendations formed. 
 
The 2008 report provides evidence of the impact of additional support provided 
regionally and will provide evidence regarding the ‘strength’ of the infrastructure 
for delivering against the physical activity agenda. 
 
The data related to 2008 audit included in this report was largely collected in 
summer/autumn 2008, with some PCTs submitting data into 2009. This report 
was completed in December 2009 and includes reference to strategic 
developments, planning, levers and support mechanisms to-date, where 
appropriate. 
 
The information contained in this report will inform national, regional, sub-
regional and local agencies (including the PCTs) regarding planning and 
development needs to support the delivery of the BABH. On this basis it will 
support the West Midlands in developing the planning and future direction of 
Physical Activity agendas in the region. It is envisaged that the report will supply 
supporting evidence for agencies to identify where additional capacity, support 
and resources are required, and aid investment to support the continued 
development of a more active population in the West Midlands 
 
 
PCT roles include: 
 

·  Commissioning (buying) a wide range of health services for their local 
populations. 

 
·  Engaging with partners, patients and the public over the planning and 

delivery of local health services. 
 

·  Providing high quality and effective health services where no realistic 
alternative exists. 

 
This audit report provides a detailed picture of the current status of physical 
activity within each of the PCTs in the West Midlands and identifies the changes 
that have occurred since the initial audit in 2006v.
 



 

 26

 
 
 
2.1 Aims and objectives 
 
The overall aim of the audit is to provide information regarding the current levels 
of activity and priority given to physical activity with PCTs in the West Midlands 
Government Office Region and to provide a comparison with the earlier audit that 
was completed in 2006. 
 
The objectives of the audit: 
 

·  To undertake an audit of the published Local Delivery Plans (LDPs) 
through the PCTs in the West Midlands Government Office Region. 

 
·  To undertake an audit of current planning, implementation and related 

processes related to physical activity intervention across the PCTs in the 
West Midlands Government Office Region 

 
·  To assess the levels of partnership working, led by or involving PCTs in 

the West Midlands Government Office Region 
 

·  To present 2008 data and compare this with 2006 audit data where 
appropriate, to illustrate progress and direction of travel. 

 
·  To make recommendations, regarding future support and development 

requirements based upon the findings  
 

·  To compete a report detailing the findings of the audit process  
 
 
3. Methodology  
 
3.1 Timescales 
 
The audit information was collected late in 2008. 
 
 
3.2 Data collection 
 
The audit followed the methodology of the 2006 audit and had two main 
elements: 
 

1. An assessment of the Local Delivery Plans (LDP) and published 
information of the PCT was completed utilising the PCT’s published 
documentation, including websites and LDPs and supporting documents. 
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2. A self-completion questionnaire for PCT personnel to complete. The 
survey documentation was sent to pre-identified Physical Activity Leads or 
the Director of Public Health at the PCT. Each was sent with a cover letter 
form the WM Regional Director of Public Health and a prepaid return 
envelope. 
 

(The audit tool can be seen in full in appendix 3) 
 
Follow up on non-returns was carried out via telephone contact. 
The audit tool was originally developed for the 2006 audit and with some 
modifications and additions was used) for the present audit, to enable direct 
comparisons to be made. . The development process for the audit tool is detailed 
in the 2006 audit report  - you can view this via: 
http://www.pan-wm.org.uk/resources/PCT_AUDIT_Report.pdf  
 
 
3.3 Analysis 
 
Local Delivery Plan Assessment 
A search was undertaken on each PCT’s website to access the 2008/09 Local 
Delivery Plan. Where available the plans were assessed and checked by two 
researchers to determine priorities and where physical activity sat within the 
LDPs.  
Audit Tool Analysis 
Quantitative results were derived via simple statistical analysis. Formal 
qualitative analysis was not undertaken however illustrative results are included 
throughout the report to provide further detail.. 
 
 
3.4 Response rates 
 
The findings in this report have been derived from the responses received from 
16 of the 17 Primary Care Trusts (PCTs) in the West Midlands Region (response 
rate = 94%). 
In 2006 the response rate was 80% (24 or 30 PCTs). 
The responding PCTs are listed below in alphabetical order: 
Birmingham East & North 
Coventry 
Dudley 
Heart of Birmingham  
Herefordshire 
Sandwell 
Shropshire 
Solihull 
South Birmingham  
 

North Staffordshire 
South Staffordshire 
Stoke 
Telford & Wrekin 
Walsall 
Warwickshire 
Worcestershire 
(Note: No response was received 
from Wolverhampton PCT) 
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4.0 Key developments between 2006 and 2008 
 
Based upon the recommendations from the 2006 report the following were 
identified as some of the key areas of development in the West Midlands that 
relate to health engagement/advocacy/influencing: 
 

·  Significant increase in ‘per head’ spending on activity by the PCTs. 
 

·  Greater representation of sport and physical activity on regional boards for 
example The Regional Health Partnership, 2012 Cultural Programme 
Board, Teaching Public Health Network, etc. 

·  Continuation of the Regional Physical Activity Co-ordinator Role. 
 

·  Development of the infrastructure for physical activity. 
  

·  Embedding of the county sports partnership structures in regional 
planning (e.g. WM Health & Well being strategy). 
 

·  PCT engagement in the development of community sport networks (CSN) 
and/or community sport and physical activity networks (CSPAN) across 
districts. 
 

·  Employment of a full time co-ordinator for PAN-WM. 
 

·  Employment of a regional sport and health facilitator role to maximise 
engagement between CSPs, CSNs and PCTs. 
 

·  PCTs as a major partner in the development of Community Investment 
Fund (Sport England National Lottery funding for sport and physical 
activity) portfolios. 
 

·  The development of the ‘Well Being in the West Midlands’ portfolio that 
was successful in attracting BIG Lottery ‘Well Being’ Funding for the 
development of projects across all top tier authority areas in the region 
(£6.8m). 
 

·  Developments with Strategic Health Authority and PCTs regarding 
monitoring physical activity through the SHA quarterly monitoring report. 
 

·  Development of the 2012 Physical Activity and Health Plans for the 
region. 
 

·  2 CSPs having active recreation manager posts to liaise directly with 
PCTs. 
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5.0 Assessment of the PCT local delivery plans (LDP ) 
 
At the time that this data was collected, PCTs were required to produce local 
delivery plans (LDPs) to determine the priorities for local health systems and 
determine the progress that they intend to make. These plans provided the basis 
for the performance management of the PCT and are developed with partners, 
such as Local Authority, Acute Health Trusts and Community Services. The local 
operating plan (LOP) has succeeded the LDP in the 2009/10 year. 
 
Similar to 2006, there is no mandatory requirement for PCTs to set objectives 
around increasing physical activity and reducing sedentary behaviour within the 
LDP.  As the key strategic plan for the PCT, it is central to the prioritisation and 
planning of interventions to improve the health of the population and decrease 
health inequalities and has a significant effect on PCTs decision making 
regarding the development of and investment into physical activity.   
 
The LDP audit was carried out in late 2008 to provide a ‘snapshot’ of the PCT 
priorities at that time. LDPs were not obtainable in a number of cases, using the 
methodology described. The methodology determined at as public documents, 
the audit would include only the LDP information that was openly obtainable 
during the audit. 
Ten LDPs were accessible via the PCT websites during the audit (59%). 
Reasons for LDP unavailability included: 

·  Website under maintenance/down  
·  Link (to LDP) not currently available.  

 
Priority Headings 

No. of PCTs with this 
priority in LDP (%) 

Physical Activity 
Specifically cited (%) 

2008 2006 2008 2006 
Coronary Heart 

Disease  
80 87 30 20 

Diabetes  90 53 10 10 
Obesity  90 30 40 13 
Cancer  100 93 10 - 

Older People  90 93 20 - 
Improving Workforce  80 53 - - 

Improving access  100 90 10 - 
Reducing Health 

Inequalities 
90 70 10 17 

Children  10 87 30 10 
Drugs/Substance 

misuse  
30 80 - - 

Patient Experience  50 97 - - 
Preventing ill health  10 - 10 - 

Alcohol  10 - 10 - 
COPD 10 - - - 
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Table 2. PCT priority areas comparison 2006 and 200 8 

 
 
 
Table 2 shows the priority areas for the PCTs and the frequency with which they 
appear in the LDPs. It is also noted if physical activity is specifically cited as a 
means of meeting those priorities. The results are shown as a percentage of 
respondent PCTs.  
 
Table 2 indicates that cancer and ‘Improving access’ are priorities for all PCTs 
who LDPs were accessed. Obesity is a noted priority for 90% of PCTs compared 
with 30% in 2006. There is much potential for incorporation of physical activity 
planning within Obesity priorities. However, only 40% of the PCTs specifically 
cite Physical Activity, although this is a considerable increase on the 2006 figure 
of just 13%.  
 
Improving the workforce was also shown to have an increased priority within the 
LDPs from 53% of PCTs citing it as a priority in 2006 to it being a priority for 
80%of PCTs in 2008.  
Physical Activity offers many possibilities for contribution to improving the 
workforce and its place in workplace health and productivity is well evidenced, as 
referenced in Be Active, Be Healthy. It is noted by one PCT that this area is part 
of LAA, and that physical activity is not specifically stated. 
 
The prioritisation specifically on children has fallen from 80% in 2006 to 10% in 
2008; this is likely to be due the inclusion of children as a thread throughout a 
number of other priorities. The audit did not collect specific information regarding 
this, although some PCT’s made reference to this in their supporting comments 
e.g. that Children and physical activity specific references are included in 
Children and young people plans. In some cases the LDP was linked directly to  
the PCTs obesity strategy and state that Physical Activity is a specific element of 
work within Children and Obesity priorities. 
  
Although physical activity is apparently cited specifically in more PCT LDPs in 
2008 than in 2006, the recognition of physical activity within the PCT strategic 
planning documents is still relatively low given the potentially significant influence 
of physical activity in most of the priority areas identified by the PCTs.  
 
 
5.1 Local delivery plan objectives 
 
An assessment of the objectives cited in the LDPs highlighted where physical 
activity was stated and any related objectives were noted.  
It was possible to identify objectives in three (30%) of the PCTs LDPs. These 
objectives were non-specific regarding physical activity and included:  “obesity”  
“multi media approach”,  “initiatives to promote access”, “health equity audit” and 
“part of approach to staying healthy”. 
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6.0 Results - PCT Audit Analysis  

 
94% of the PCTs in the West Midlands responded to the email survey and an 
analysis of the responses has been completed. In 2006 health improvement, 
health promotion or physical activity specialists completed the audit responses. 
In 2008, the responses were completed by a wide range of job roles and levels, 
including:  
 

·  Senior health improvement specialist/manager 
·  Head of health partnership 
·  Tackling obesity lead 
·  Physical activity and CHD manager 
·  Health/public health development facilitator/officer 
·  Strategic/operational lead (physical activity) 
·  Programme development and commissioning manager 

 
 
6.1 Capacity 
 
For health organisations to effectively engage and invest in physical activity 
agendas an appropriate level of capacity must be in place to stimulate and 
support this engagement. 
 

Response 
Number of PCTs 

2006 

Percentag
e of PCTs 

2006 

No. of 
PCTs 2008 

Percentage of 
PCTs 2008 

No named physical activity 
lead 

7 29% 
1 6% 

Named physical activity 
lead 16 67% 

15 88% 

No response to question 1 4% 
1 6% 

 
Table 3. PCTs with a named physical activity lead 
 
Table 3 highlights that since 2006 there has been an increase in the percentage 
of PCT s that have attributed a named lead for the physical activity agenda within 
their organisation. Only 1 PCT reported not having a named lead in 2008. 
 
Table 3 shows that 67% (of PCT’s have a physical activity lead who spends 50% 
or more of their time on the physical activity agenda. This is a significant increase 
when compared to the 2006 audit which found that 46% of PCTs had a lead 
spending 50%+ of their time on physical activity agendas 
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Table2 and Table 3 indicate that PCTs are increasingly prioritising physical 
activity within their agendas.  
 
 
 

PCT Name Physical Activity 
 Named Lead Y/N 

% of role spent on  
Physical Activity 

Comments on 
capacity from 
previous audit 

Birmingham East and North Y 100% No response to 2006 
Audit 

Coventry Awaiting reply - Did not respond to 
2006 audit 

Dudley  N 75% – 80% 
Lead role capacity has 

remained the same 
since 2006 audit 

Heart of Birmingham Y 80% - 100% This has increased 
from 40% in 2006. 

Herefordshire Awaiting reply 10% 
This has increased 

from 5% in 2006. Role 
is the Obesity Lead role 

North Staffordshire 
 
 

Y 33% of 2 roles 

This has decreased 
from a 100% role that 

covered the North 
Staffs and Stoke PCTs 
in 2006. Lead now split 

between 2 roles. 

Sandwell Y 100% Remained consistent 
from 2006 audit 

Shropshire County Y 90% 
This has increased 

from 5% of a posts time 
in 2006 

Solihull  Y 60% (part time post) 
This has increased 

from 50% of posts time 
in 2006 

South Birmingham Y 25% 
This has decreased 

from 70% of posts time 
in 2006 

South Staffordshire Y 100% + 10% of PH 
Consultant time 

This has increased 
from PCTs (pre-

configuration) having 
no lead and spending 
5% of time on physical 

activity 

Stoke on Trent Y 50% 

This has decreased 
from 100% of post 

capacity due to 
physical activity post 
being absorbed into 

Obesity lead role 
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PCT Name Physical Activity 
 Named Lead Y/N 

% of role spent on  
Physical Activity 

Comments on 
capacity from 
previous audit 

Telford and Wrekin Y 50% 

PA Lead is now a 
higher level (senior) 
role than in 2006. 

Overall capacity has 
increased. 

Walsall Y 100% Did not reply to 2006 
audit 

Warwickshire Y 50% 

Did not have a lead for 
Physical Activity in 

2006 and only 5% of 
any posts time was 

spent on activity 

Wolverhampton No Response  

Did not reply to 2008 
audit. In 2006, 5% of 

lead role was spent on 
activity  

Worcestershire Y 50% 
This has increased 

from 2006 responses of 
20-30%.  

 
Table 4. The capacity of the physical activity lead s within PCTs 
 
6.2 Physical activity interventions 
 
It is recognised that PCTs may host, deliver and/or commission physical activity 
within its locality and data regarding the number and types of programmes that 
the PCTs were involved in were collected under these categories.  
 
In 2006 the 24 PCT responding PCTs indicated investment and support to the 
following numbers of physical activity interventions: 
  
Hosting:   26 programmes 
Delivered:   21 programmes 
Commissioning:   20 programmes 
                      Total: 67 programmes 
 
It should be noted that programmes running across two or more PCT areas have 
been counted as a programme for each PCT that it runs in therefore some have 
been double counted). 
 
The 2008 audit from 16respondents (94% of PCTs indicate the following 
changes: 
 
Hosting:   18 programmes 
Delivering:   35 programmes 
Commissioning:  69 programmes 
                     Total: 122 programmes 
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Table 5 illustrates the comparative change in the number of interventions.  The 
range in the number of interventions across PCTs was from 0-4 (hosting); 0-15 
(delivered); 0-10 (commissioned). 
 
 
 
The results suggest a significant increase in the number of programmes being 
delivered across the region through the PCTs and highlight a significant move 
towards commissioning agendas and away from PCTs delivering the service 
themselves. This suggests that intervention, programmes and projects have not 
been lost during the PCT mergers and that the delivery of physical activity has in 
fact been significantly strengthened since the mergers in 2006.  
 
Table 5 provides further evidence of a move towards commissioning 
programmes with 88% of PCT reporting commissioning physical activity 
compared to 42% in 2006. The table also suggests a small increase in the % of 
PCTs delivering activity programmes from 46%in 2006 to 56% in 2008 although 
there has been an overall decrease in the numbers of programmes reportedly 
delivered across the region. 
 
Several PCTs (Coventry and South Birmingham) have moved to a purely 
commissioning model for physical activity interventions with a further PCT (North 
Staffordshire) reporting they would be commissioning further services during 
2008/2009. 6 PCTs (37.5%) reporting that they host, commission and deliver 
physical activity. 
 
 
Support given by PCTs  No. and % of PCTs  

2008 
No. and % of 
PCTs  2006 

Change  

 Hosting  
Physical Activity 

Interventions 

10 (63%) 17(71%) -8% 

 Delivering  
Physical Activity 

Interventions 

9 (56%) 11(46%) -10% 

Commissioning  
Physical Activity 

Interventions 

14 (88%) 10(42%) +46% 

 
Table 5. Comparison of PCT involvement in hosting, delivering and 
commissioning physical activity interventions (2006 -08) 
 
 
Examples of the interventions being hosted by the P CTs include: 
 
GP Referral 
Green Exercise 
Livingwell in West Midlands 
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Active Lifestyles 
 
 
 
Extend Tutor training 
Development of Cardiac Rehabilitation 
Mend 
PA Care Pathway 
Step-o-meter programme 
Workplace Health (Physical Activity) 
 
Examples of the interventions being delivered by th e PCTs include: 
 
Health trainers (Physical Activity component) 
GP Referral programmes 
MEND (Physical Activity Component) 
Workplace Health 
Mental Health 
Cardiac rehabilitation (Phase 4) 
Cycling 
Activity Facilitator training 
Women in Motion 
Weight Management Programmes (family) 
 
Examples of the interventions being commissioned by  the PCTs include: 
 
Free Gym 
Active Kids 
Exercise on Referral 
Walking for Health 
Children’s gyms 
OTAGO 
Extend 
Parks Programmes 
Cardiac Rehabilitation 
Free Swimming 
Green Gym 
Physical Activity Outreach 
Community activity tutor training 
Active Travel 
Vascular Screening 
Health Consultations  
 
 
Many of the physical activity programmes have been initiated to target specific 
groups in the community; in 2008 these included the following groups: 
 
School age children 
Children (8-11 years) 
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Young People (8-16years)  
BMI >30kg/m2
 
 
 
PCT/NHS Staff 
Asian Women 
Obese Children 
People aged 40+ 
People with CHD risk and high risk groups 
People living in deprived areas 
Older people (e.g. >60s / falls prevention) 
Inactive Adults 
Vulnerable Children / Adults 
BME groups 
Over 45s 
Women >16 years 
Sedentary adults 
  
 
6.3 Evaluation of programmes to be added 
 
There is a wide array of evaluation methodology in place across the region. 
Examples of this are shown below. As can be seen, the level of evaluation also 
varies, from full externally led evaluation/research to recording participant 
numbers and pre/post questionnaires.  It is indicated that some evaluation is 
based upon external funder/partner reporting requirements (e.g. Sport England). 
No specific approach to Evaluation is associated with hosting, delivering, or 
commissioned interventions. 
The reported methods include: 
 
National key measures (e.g. Health Trainer programme evaluation) 
National Standards 
Pre/Post questionnaire 
Standard evaluation tool (e.g. MEND) 
Participation numbers 
Course Completion rates 
Qualitative feedback 
University led study/research project 
Provider reports (i.e. uptake and maintenance) 
Project based KPIs 
Customer satisfaction survey 
Activity Assessments (pre/post) 
Annual / Quarterly reports 
LAA performance plus 
External body monitoring systems 
Physiological and Confidence measures (pre/post) 
Focus Groups 
Telephone follow-up  
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6.4 Partnership Working and Networking 
 
Respondents were asked to identify the sectors, partnerships and networks that 
they engage with regarding physical activity, indicate which partners they thought 
to be “key” to their work and to estimate the regularity with which they are in 
contact with the identified partners:  
 

·  83% (10) of PCTs report being involved in the County Sports 
Partnerships. This has increased from 50% of PCTs in the March 2006 
Audit. 
 

·  Of the two PCTs not currently involved with their CSP, one would like to 
become more involved in the future. 
 

·  100% of the PCTs reported involvement with their Community Sports and 
Physical Activity Networks at the local level. However, it should be noted 
that for a single PCT covering a number of district councils’ involvement 
with all of the CSNs/CSPANs can raise capacity issues particularly if the 
physical activity lead is not a full time role.  
 

·  92% of the responding PCTs are members of the physical activity Network 
for the West Midlands and receive regular updates, access to events, 
training and network opportunities. 

 
Partner  Never 

Meet 
Ad 

Hoc 
Quarterly  Monthly  Weekly  Key 

Partner  
 

Sport/Leisure/Fitness  
 

0 
 

2 
 

3 
 

4 
 

7 
 

13 
 

Acute Health 
2 1 3 3 2 3 

 
Community Health 

 
1 

 
1 

 
2 

4 4 4 

 
Voluntary Groups 

 
0 

 
5 

2 4 3 2 

 
Private Sector 

 
2 

 
3 

 
2 

 
1 

 
0 

 
0 

 
School Health 

 
0 

 
2 

 
4 

 
2 

 
3 

 
6 

 
Education 

 
0 

 
1 

 
6 

 
0 

 
5 

 
6 
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Partner  Never 
Meet 

Ad 
Hoc 

Quarterly  Monthly  Weekly  Key 
Partner  

Social Services  3 
 

1 2 2 1 2 

 
Transport 

 
1 

 
3 

 
3 

 
2 

 
1 

 
4 

 
Environment 

 
0 

 
5 

 
4 

 
2 

 
0 

 
1 

 
Council 

 
0 

 
4 

 
3 

 
2 

 
3 

 
5 

 
Other 

 
0 

 
0 

 
3 

 
0 

 
1 

 
3 

 
Table 6. Partner contacts and key agencies 

Table 6 shows that the sport/leisure/fitness remain the sector most commonly 
considered to be key partners with 81%/88% of respondent, whilst other sectors 
remain similar, or are less commonly identified as key. 
 
The data also clearly shows that there is a greater breadth of contact with partner 
agencies than in 2006, with only 5 of the sectors indicated as ‘never meet’ by a 
much smaller number of PCTs than indicated the same in 2006.  It is notable that 
Environmental Agency partner contact has apparently changed to a large 
degree, with no PCTs indicating that they ‘never meet’ with this sector, compared 
to 46% of PCTs indicating no contact in 2006. There are also notable shifts in 
community, voluntary and social services partner PCT contact, with far fewer 
indications of ‘never meet’ reported: 
 

·  6% of PCTs report never meeting with community health compared with 
21% in 2006. 

·  No PCTs report ‘never meeting’ voluntary groups compared to 21% in 
2008. 

·  37.5% of PCTs reported ‘never meeting’ social services in 2006 and this 
has halved to 18.8% in 2008.   

·  The proportion of PCTs ‘never meeting’ with acute health agencies has 
also reduced from 25% in 2006 to 12.5% in 2008. 

 
It was noted in 2006, that 33% of respondents listed transport as a key partner. It 
appears that the potential for partnership development with this sector has been 
recognised, with only 1 (6%) of PCT reporting never meeting with transport in 
2008 compared with 21% in 2006. However, there is a small reduction in the 
proportion of PCTs that note transport as a “key” partner, moving from 33% in 
2006 to 25% in 2008. 
 

Network  Chair  Initiator  Member  
 
Physical Activity Network  

1 4 16 

 
Sport Network 

 2 20 
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Network  Chair  Initiator  Member  
 
Transport 

1  14 

 
Healthy Schools 

  9 

 
Environment/Planning 

1  4 

 
Other 

1 1 8 

 
Table7. Number of Networks chaired, initiated and m ember by respondent PCTs 
 
Respondents also indicated the extent to which they were engaged with 
networks in the different sectors. The 2008 results are shown in Table 7 and  
reflect the extent of the PCTs engagement with broader sectors that have an 
impact on physical activity agendas. A comparison with the 2006 results indicate 
a large increase in the number of transport networks that PCTs are involved with 
from 7 PCTs engaged in 2006 to 14 in 2008.   
 
The 2008 results highlight a reduction in the number of networks relating to 
physical activity that are chaired by PCTs. It is also noted that Telford & Wrekin 
PCT chairs the regional Physical Activity Network, with Steering Group 
membership and support coming from several other PCTs, notably Sandwell, 
Dudley, Solihull and Shropshire. 
 
 
6.5 Funding and investment  
 
6.5.1. Funding allocations for physical activity in terventions from the PCTs 
 
13 PCTs (81%) responded to this question, with several PCTs indicating 
difficulties in separating the proportion of budgets that are specifically allocated 
to physical activity from budget allocations, that may include significant elements 
of physical activity e.g. obesity programmes, mental health care pathways, etc. It 
was also noted by some respondents that other services will include physical 
activity spend that may not be reported within this audit due to those budgets 
sitting within different departments. The figures below are presented in light of 
these comments and suggests that the allocations discussed within this report 
may be under representative of the true spend of PCTs on physical activity.  
 
It should also be noted that the PCTs that did not provide a response to this 
question have indicated (via audit related communication) that substantial cash 
spend on physical activity is NOT included in the results provided due to the 
difficulties in collating the breakdown. 
 
The range of cash allocations for physical activity indicated in response to the 
2008 audit is £0 - £2,700,000 compared to a range of £0 - £320,000 reported in 
2006. 
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One PCT has included allocations for health trainers within their response, of 
which physical activity is part, whilst another response included reports of capital  
 
 
 
funding of whole life health and fitness facilities as part of ‘Building Schools for 
the Future’ plans.  
 
These examples underline the difficulty in the clear reporting of physical activity 
allocations. Another PCT specifically reports that; 
 
“ it is difficult to specify as allocation is for tac kling child and adult obesity  
…. and may not necessarily be about physical activity  …..”  
 
As such the PCT did not report the cash allocation to physical activity in its 
response. A further PCT reports that the physical activity budgetary allocation is 
part of the general obesity budget and therefore does not report the specific cash 
allocation for physical activity. 
 
 2006 audit  2008 audit  Comments  
Funding 
allocation range 

£0 - £320,000 £0 - £2,755,000* 
The range for 
purely physical 
activity 
interventions is £0 
- £1,071,000 

 

Total funding 
allocated 

£1,002,552 £8,102,943 Increase of 
£7,100,391 
This figure 
includes ALL 
funding reported 
under cash 
allocations 

Regional 
healthcare 
budget – 
Revenue 

£6,757,456,000 £7,827,381,000  

% of Regional 
healthcare 
budget spent on 
physical activity 

0.01% 0.10%  

Spend per head 
of population 
(5.3 million) 

£0.19 £1.53 Increase of £1.34 

 
Table 8. An overview of the key investments into ph ysical activity programmes 
from the PCTs 
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The table highlights the following: 
 

·  An increase in the range of investment in physical activity programmes by 
individual PCTs at the top end of the scale from £320,000 to £2,755,000  
(this 2008 figure does incorporate health trainer budgets for increasing  
access to activity opportunities), the range purely for physical activity 
interventions is £0 - £1,071,000. 
 

·  A significant increase in investment into physical activity related 
programmes from £1,002,552 (mean £41,773) to £8,102,943 (mean 
£675,245). This denotes an overall total increase of £7,100,391 or 808%.  
In mean terms, the increase equates to over 1600%. 
 

·  A significant (tenfold) increase in the percentage of the regional 
healthcare budget being spent on physical activity programmes from 
0.01% to 0.01%.  
 

·  An increase in the average spend per head of population in the region on 
physical activity from £0.19p to £1.53. 
 

·  The pro rata spend per head of adult population in the West Midlands is 
£2.34. 

 
*Based upon only those respondents indicating physical activity cash allocation  
 
Note: The amounts include elements of health traine r programmes that are 
contributing to a wider physical activity programme . 
 
 
6.5.2 Investment Allocations 
 
9 respondents (56%) reported that the funding allocations for physical activity 
had increased since the previous year (other than inflationary raises and 
choosing health monies, whilst 4 (25%) indicated no increase. The reported 
increases range from £30,000 to £300,000 (mean = £175,833) for the 2008/09 
financial year.  
 
A 3% increase was noted in one PCT’s response, whilst another comments that; 
 
“significant funds are identified over the next 5 y ears…(with a) proportion 
for physical activity”, although the actual figures  are not reported.” 
 
The PCTs indicating an increase in allocation we’re subsequently asked if, and 
how, this increase had affected the budget for physical activity interventions. Six 
of the nine respondents note a positive impact on activity interventions.  
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Comments included: 
“Will have impact on planning cycles for 08/09” 
 
“Now able to do more intervention, evaluation …. tr aining, develop … 
programme” 
“DPHs recruited 2 new staff …. enable service and d elivery” 
 
“Exact proportion (of allocation) to be agreed” 
 
“Dedicated physical activity lead post included as part of health 
improvement re-structure ….. focus on tackling obes ity as ‘key’ headline” 
 
“Recruitment of physical activity team” 

 
 
6.5.3 Choosing Health Allocations 
 
In the 2008 Audit, PCTs were asked to provide details of their Choosing Health 
allocations. From the 10 PCTs that provided details these allocations totalled 
£15,814,020 (range £0-£3.6m; mean £1,581,402). One of the respondents 
reported that they were unsure of the allocations and one indicated that the 
allocation would be finalised in 08/09. 
 
6.5.4 Expenditure allocations for Physical Activity  from PCTs 
 
Six (38%) of responding PCTs gave a breakdown of the expected expenditure 
for physical activity for the 2008/09 year.  One PCT highlighted that they were 
unsure of the breakdown 
 

 2006 
% of 
Total 

2008 
Range 

£ 

2008 
Mean 

£ 

2008 
% regional 

total 
spend** 

Staff 31.0 72,000-
461,000 

219,117 19 

Accommodation 0.20 Not 
reported 

  

Administration 1.80 10,000*   
Development & 
Interventions 

67.0 20,000 – 
527,976 

 18 

Sustainability N/a 31,000*   
Evaluation N/a 5,000-

54,000 
  

Other N/a 0-53,000   
Total Spend 100.0 8,102,943   

Table 9. An overview of the key investments into ph ysical activity programmes 
from the PCTs
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One PCT reports the apportionment of costs as a percentage of the total 
allocation and these have been included in Table 9. The same PCT states that 
sustainability and evaluation costs are built into development and interventions, 
whilst another two PCTs report that accommodation and administrative costs are 
directly absorbed by the PCT central budget. Other PCTs report that 
administrative and evaluation cost is ‘included’ or built into project costs.  
One PCT notes that the staff figure it reports does not include staffing on 
commissioned projects, or an allocation for the commissioning manager. 
 
*only one specific response in this area 
** based upon reported breakdown of figures only and should be considered in 
light of comments above difficulty reporting / directly absorbed costs, etc. 
 
 
6.5.5 External funding  
 
12 of the 16 respondents (75%) reported recent successes in obtaining external 
funding for physical activity programmes through a variety of bidding processes.. 
9 (56%) of the PCTs  reported 11 successful bids at the time of the audit being 
undertaken 
 
Seven different sources of funding are reported (oc currences noted in 
parentheses): 
BIG Lottery Fund (3) 
Heritage Lottery Fund (1) 
Community Investment Fund (3) 
Working Neighbourhoods Fund (1) 
Local Authority (1) 
Natural England (1) 
Cardiac Network (1) 
 
The level of external funding reported as being received by PCTs ranged from 
£12,500 - £299,040 (mean £124,282) for the physical activity programmes. 
 
 
Examples of the physical activity programmes that a ttracted external 
funding  
 

·  Cycling to Work/School bike clubs 
·  Cardiac Rehabilitation Facilitator 
·  Walk to Water 
·  ‘LivingWell’ project (3) 
·  Community Exercise Tutor Development 
·  Walking to Health (2) 
·  Integrated physical activity Programme 
·  Women in Motion 
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6.6 Training of staff 
 
7 (44%) PCTs offer training opportunities to staff regarding physical activity 
interventions in 2008 compared to 11 (46%) of PCTs in 2006.  The courses 
identified by the PCTs can be seen in table 10. The table identifies 15 
training/courses being accessed by PCT staff. There has been an increase in the 
number of courses being accessed by PCT staff since 2006, which identified 9 
courses that staff had accessed regarding physical activity. It is also notable that 
the breadth of physical activity training is increasing to include sporting activities 
alongside more traditional health and fitness related qualifications. 
 
 

 
Type of Training 
offered 

 
Length 
of 
Training  

 
Level of 
training 

 
Provided by 

 
How Evaluated 

 
Accredited by 

 
No. of 
PCTs 
offering 
the 
Training  

 
 
 
 
Health Trainer 

 
6 days 
 
 
 
within 
12 
Months 
 
half day 

 
Fit for 
Purpose 
 
 
Level 3 
 
 
 
Basic 

 
Strategic Health 
Authority 
 
 
 
 
 
 
PCT 

 
SHA assessed 
 
 
City & Guilds 
 
 
 
Assessments 

 
SHA 
 
 
 
C&G 
 
 
 
No 

 
1 
 
 
 
1 
 
 
 
2 

 
Walk Leader 
 
Walk leader 
cascade trainer 
 
 
Pedometer Brief 
Intervention 
 

 
1 day 
 
 
 
1 day 
 
 
2 hrs -1 
day 

  
WHI (also 
provided by PCT 
directly) 
 
 
 
 
 
WHI/Coordinator 

 
Questionnaire 

 
WHI 
 
 
 
 
 
National Step-
o-meter 
programme 

 
3 
 
 
 
1 
 
 
3 

 
Dry Instructor 

 
Half day 

  
Amateur Rowing 
Association 

  
ARA 

 
1 

 
Children’s Health 
Related Exercise 

 
2 day 

 
Level 2 

 
Fitkid 
Drummond 
Education 

  
YMCA 

 
1 

 
Health Promotion 

 
3 days 

 
Internal 

 
PCT 

  
PCT 

1 

 
Specialist 

 
2 day 

  
SHA funded 

 
Process 

 
Open College 

1 
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Type of Training 
offered 

 
Length 
of 
Training  

 
Level of 
training 

 
Provided by 

 
How Evaluated 

 
Accredited by 

 
No. of 
PCTs 
offering 
the 
Training  

Knowledge 
(primary/secondary 
care staff) 

plus 2 
half 
days 
follow 
ups 

evaluation (3 & 
6 mth follow-up) 

Network 

 
‘Frontline Worker’ 

 
Half – 1 
day 

  
PCT 

 
Questionnaire 

 
In progress 

 
1 

 
Health 
Improvement 
specialist 

  
Fitness 
instructor 
qualified 
background 

    

 
Weight loss mentor 

 
Half day 

 
Key 
messages 
and 
signposting 

 
PCT 

 
Questionnaire 

  
1 

 
REPS level2/3 

 
Various 

 
Level 2/3 

 
YMCA 

Internal/External 
Evaluation 
forms 

 
Skills 
Active/REPS 

 
1 

 
PA & Obesity 
awareness in 
children 

 
1 day 

 
? 

 
Leeds Carnegie 

 
Internal/External 
Evaluation 
forms 

 
Leeds 
Carnegie 

 
1 

Obesity 
management 

2 day ? Private Provider Internal/External 
Evaluation 
forms 

 1 

New Families New 
Perspectives 

Half day ? University of 
Wolverhampton 

Internal/External 
Evaluation 
forms 

Wolverhampton 
University 

1 

 
Table 10. The training currently offered to PCT sta ff regarding physical activity  
 
 
One PCT noted that it’s staff do not have access to training at present, but that a 
training course for all health professionals is being developed and all other 
training (e.g. postural stability, cycle training etc.) is available to PCT staff. 
 
 
6.7 Staff opportunities to be active 
 
14 PCTs (82%) responded when asked if staff opportunities to be active were 
provided by the PCT.  11 (64%) of those, indicate that they do offer opportunities 
and a number of activities were referenced. Table 11 provides details of the 
types of activities offered and the number of PCT offering them. 
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The most popular type of activity offered for staff activity programmes is walking, 
with 50% of the PCTs indicating that this mode is facilitated, compared with 58% 
of PCTs offering this in 2006. 2 PCTs note that they offer pedometer and walk 
challenges. 
 
Access to cycle loan schemes and cycle to work support was also indicated, as 
is cycle skills development activity. 
2 PCTs also specifically cited that they offer all staff access to reduced rates for 
gym use. 
 
1 PCT indicated a full programme of activity support based upon its ‘Well@Work’ 
developments and another states that all activity that is funded or commissioned 
by the PCT is accessible to staff 
 
In 2006 20 activities were reported as being available to PCT staff. In 2008, the 
number of activities specifically noted is half this number and shown in Table 
11below. 
 
 
 

Type of Activi ty  No. of PCTs offering staff opportunity  
Activity Clubs 1 
All Services accessible 1 
BENeFIT 1 
Cycle Loan Scheme 1 
Cycle to Work 1 
Cycle skill sessions 1 
Discount Gym access 2 
Signposting 1 
Staff Walk scheme 7 
Walk Challenge / Pedometer 2 

 
Table 11.  Activities available to PCT Staff 
 
 
6.8 Active and green travel planning 
 
The Regional Spatial Strategy  (Government Office for the West Midlands, 2004, 
set the target of 30% of the region’s workforce to be covered by employer travel 
plans by 2010.  
 
13 (81%) of PCTs responded to the question regarding active/green transport 
plans. 
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7 PCTs (44%) report having active travel plans, whilst only 4 (25%), state that 
they have green travel plans in place.  2 PCTs (12%) report having no active 
travel plan, but that they do have green travel plans. 
 
The overall proportion of PCTs having active travel plans is higher than in 2006, 
when 17% reported having plans currently in place. 
 
 
6.9 PCTs engagement with dance activities 
 
The West Midlands’ 2012 Legacy Trust programme has a focus on increasing 
participation in dance. To aid planning to create a lasting health and physical 
activity legacy from the London 2012 Olympic and Paralympic Games PCTs 
were asked specific questions regarding their engagement with the Dance 
sector.  
 
PCTs were specifically asked if they were contributing to dance initiatives, 
directly or via commissioning processes. 100% of the responding PCTs replied to 
this question and reported that 38% of them were involved in dance initiatives. In 
describing this contribution, there was evidence of a number of different 
approaches, although it seems that the potential for this area of work was still 
being understood, as indicated by one PCT comment: 
 
“(its) unknown, early days” 
 
Examples of strategic work regarding dance included auditing dance tutors 
regarding working with sedentary populations and holding dance for health 
seminars. Examples of delivery that were identified include the purchase and 
placement of dance mats in leisure centres and ‘tea dances’.  
 
One PCT notes that the delivery included a three year Service Level Agreement 
to provide data (dance mats). Another PCT notes that they directly engage 
community dance tutors and another commissions dance opportunities for older 
people. 
 
Three PCTs reported that they link their dance support to 2012 legacy work. One 
links this into the Cultural Olympiad work programme and another commissioned 
a dance pilot project relating to young people’s weight loss. The third contributed 
to dance consultation.  
 
This information will provide a baseline for dance and health partnerships in the 
region. 
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6.10 PCT involvement in 2012 agendas 
 
In addition to any dance links that PCTs had with 2012, they were additionally 
asked to state any involvement in 2012 legacy planning groups. 14 PCTs (88%) 
responded to this question with 8 (50%) stating that they had involvement in 
2012 planning groups. 
 
This involvement is varied and include: 
 

·  Involvement in a Transplant Games event(s).  
·  Involvement via regional sports board. 
·  Membership of local 2012 planning group. 

 
One PCT noted several tiers of involvement: 
 

·   Member of 2012 steering group. 
·   Member of health and physical activity legacy sub-group for DHWM. 
·   PCT has internal 2012 group. 

 
Another notes that it is “early days regarding engagement with Local 2012”.  
 
This suggests that PCTs are beginning to engage with the 2012 infrastructure in 
the region and are supportive of the approaches being taken to create a health 
and physical activity legacy from the London 2012 Olympic and Paralympic 
Games.   
 
 
6.11 Increasing the profile of physical activity wi thin primary care 
 
The PCTs were asked: 
What do you think the PCT needs to increase the pro file of physical 
activity? 
 
Some of the PCTs answered the question from the perspective of their current 
position, others did not link their responses to existing positions and provided an 
indication of what they felt needs to be in place in future. 
  
To raise the profile of physical activity the PCT n eeds to: 
 

·  Emphasise and ensure that clear links are available to national/regional 
and local policy and strategic planning. Re-emphasise where necessary 
(i.e. choosing health). 

 
·  Establish PCT performance targets around physical activity (Strategic 

Health Authority / National level). 
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·  Identify robust physical activity data to support activity as a priority for 

Joint Strategic Needs Assessment:  
 

o See Vital Signs Tier 2 (Shropshire) 
o Demonstrate wider impact of Physical Activity (e.g. Mental Health, 

Smoking, etc.) 
o Make the economic case for physical activity (cost savings / 

effectiveness) 
 

·  Increase sustained investment and long term planning in Public Health 
and physical activity and mainstream funding: 
 

o Increase physical activity capacity/workforce 
o Actively pursue joint funding opportunities with partners 
o Adopt joint local outcomes (with local authorities) 
o Joint commissioning and engaging with practice based 

commissioning processes 
 

·  Implement specific social marketing and activity promotion / awareness.  
Advocate / support national campaigns (e.g. Change4Life): 

 
o Identify role models 

 
·  Promote simple messages and develop straightforward pathways. 

 
·  Work as physical activity advocates internally across departments, and  
     externally with partners etc: 
 

o Integrating / championing workplace health programmes and 
making supportive environmental changes is part of this ‘leading by 
example’ 

o Physical activity to be explicitly advocated by all departments of 
PCT 

 
·  Make explicit physical activity links across PCT ‘services’ and 

departments (i.e. links to Obesity care pathways; vascular screening 
programmes). 

 
·  Support close coordination of local and regional physical activity related  
      networks and activities. 

 
 
Please see appendix 5  for a detailed overview of the responses made by 
individual PCTs. 
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6.12 Support required to further develop physical a ctivity in Primary Care  
 
The PCTs were asked:  
What support do you think is needed (and who would you like the support from) 
to enable this to happen? 
Support from and engagement of the board and directors and the commissioning 
team. 
  
6.12.1 Increased networking and partnership working , across 
sectors/departments 

·  Lobby / advocate: 
o Strategic ‘buy in’ 
o Develop targets  
o Environmental changes (physical and cultural) 

 
6.12.2 Increase awareness of the importance of phys ical activity 

·  Planning 
·  Funding 
·  Commissioning 
·  GPPAQ and clear pathways 
 

6.12.3 Social and mass marketing 
·  Use simple and clear physical activity messages consistently 
·  Build on the Active People Survey 
·  National campaign 
 

6.12.4 Clear Leadership and Support  
·  From Department of Health Physical Activity Team 
·  Strategic Health Authority 
·  PCT Board/Directors/commissioning Team 
·  County sport and physical activity partnerships to align local authority and 

PCT targets and outcomes 
 
Please see appendix 6  for a detailed overview of the support needs identified by 
each PCT. 
 
 
6.13 PCT direction of travel regarding physical act ivity  
 
The PCTs were asked: 
Where would you say your PCT is heading in terms of  physical activity?  
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Do you expect to see/or will be: 

·  More/less investment in the coming year. 
·  You will be commissioning/delivering/hosting services. 
·  You are improving/auditing/revising services such as the Exercise Referral 

Service. 
·  Your work is becoming more obesity/CHD etc., focused. 

 
PCTs were further asked to indicate the direction that physical activity work is 
likely to be taking. Again, responses were detailed (see appendix 7 ) and the 
themes of the responses are indicated below. No prioritisation is indicated  
 
6.13.1 Strategic direction 

·  Need physical activity strategy to give clear focus: 
o PAT focus on 5 x 30 messages 
 

6.13.2 Commissioning 
·  Increasing commissioning role re: physical activity: 

o PCT commissioning will follow Joint Strategic Needs Assessment 
o Joint working and joint commissioning with partners 
o Practice Based Commissioning plans to include increased Activity 

Levels 
 

6.13.3 Investment 
·  Increased external and internal funding: 

o Programme delivery remaining dependent on external funding 
 
6.13.4 Joint working 

·  Link to other work streams/disease management services: 
o Physical activity ‘assimilation’ into broader outcomes  (e.g. 

obesity/CVD) 
o With other Lifestyle ‘streams’ 
 

6.13.5 Routes to shared outcomes 
·  Linking physical activity to shared outcomes (i.e. Local Area Agreements): 

o Clearer pathways developing / existing services revised 
o Clear evaluation (and dissemination) evidence of existing 

programmes leading to increased provision 
o Improve physical activity audit and database 
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6.13.6 Building Capacity 

·  Increase workforce development: 
o For PCT staff and Health professionals 
o For partner organisations 
o Develop skills in community and voluntary sectors to allow 

commissioning competition 
 
 
7.0 Discussion  
 
7.1 Strategic vision 
 
PCT priorities for public health 
 
The LDPs were assessed to identify the public health priorities indicated within 
them.  
 
Based upon the 2006 and 2008 findings, as indicated, it would appear that there 
has been some progression towards the inclusion of physical activity within 
strategic planning processes in the PCT. This comment is based upon the 
breadth of priority headings, under which it is reported that physical activity is 
specifically mentioned.  From the data collected within this audit, there is no 
indication of why this is the case, or what the quality and strength of the citation 
is. However, given that there are very few specific physical activity ‘objectives’ 
indicated and even then, only by a few PCTs, an assumption could be made that 
the specific citation are not linked directly to objectives. 
 
Any changes between 2006 and 2008 may have been as a result of ‘peripheral’ 
or spontaneous influencing under each priority heading area, rather than through 
an emphasis on central/direct and strategic influencing. If influencing the 
inclusion of physical activity in a cohesive and meaningful manner, within the 
LDP is seen as necessary in order to progress towards achieving national 
objectives, it would appear that there is underpinning work still to be done. 
 
In addressing this area of work in future it may be necessary for those working in 
physical activity to have an outline and/or guidance on what are realistic 
objectives for achievement/success when influencing LDP development and 
indeed, what process and opportunities are available. It is not clear if the 
potential for influencing the process is clear, or if the relevant tools are available 
to PCT officers / partners.  It should then also be considered if ‘physical activity’ 
should expect to be specifically cited with in the LDPs, when other areas of 
public health may also not be specifically cited. 
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7.2 Resources 
 
94% (15) of the responding PCTs report that they have a physical activity lead in 
place, compared with 67% in 2006. This indicates that the relative importance of 
physical activity is being recognised and that leadership of and internal/external 
contact and engagement points are required and this central point within the PCT 
has been seen to be the physical activity lead. 
 
The capacity within the role of the lead has also increased from 2006 to the 2008 
audit. Only one PCT does not report having a physical activity lead and 67% 
have indicated having leads who spend 50% or more of their time working on the 
physical activity agenda, this has increased from 46% in 2006.  
 
Of those indicating a decrease in physical activity lead time, it is notable that the 
role may be split across the work plan for one or more posts, or that the lead is 
reported as being of a more senior level than in 2006, in a number of PCTs. 
Where lead time % has fallen, overall capacity within the PCT around physical 
activity may have increased. This was not directly measured in the audit, but this 
is demonstrable in responses made by several PCTs (e.g. Telford and Wrekin). 
Anecdotally, it is notable that the number of staff focussed on physical activity 
within some PCTs has increased since 2006.  There are several indications that 
the lead physical activity role is within the ‘obesity’ team infrastructure. The 
positioning of the role is of interest, as it may offer greater opportunities for 
embedding activity within a broad range of health areas. Conversely, it may be 
possible that defining physical activity within one particular area of work may 
weaken its overall impact, without the necessary internal and external networking 
to ensure added value across the PCT agendas. 
 
Obesity infrastructures appear to be a seemingly natural host for physical activity 
agendas within PCTs, due to the evidence base for an active lifestyle in 
preventing and treating weight management problems. This is a notable change 
from physical activities previous alignment with Coronary Heart Disease, over 
recent years/Ensuring that physical Activity is recognised as, and developed as, 
a cross cutting area of work, that has the potential to add value across a number 
of key areas of work for the PCTs is key for future development. 
 
Anecdotal observation from the audit responses highlights that that PCTs who 
identified greater lead-time capacity for physical activity were able to provide 
more detailed responses to the audit. . Although it is not possible to directly 
attribute reasons why capacity has increased the recommendations from the 
2006 audit may have contributed to this occurrence. For instance advocacy to 
this end was adopted at a regional level and embedded within the developments 
of regional and sub-regional infrastructure. Outcomes of this type of advocacy 
approach have been reflected in BABHi, which directly supports the identified 
need for increased capacity to fully develop the infrastructure for physical activity. 
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It is estimated that the total economic cost of physical inactivity is approximately  
£8.3 billion every year vi. This figure is likely to be a conservative estimate for the 
costs of inactivity as they exclude the cost implications of other health issues, 
such as falls and osteoporosis. The costs of physical inactivity for each of the 
West Midland PCTs is shown in presented in Appendix 4, by CSPAP and PCT 
table. The total cost for the West Midlands is  £78,386,000. These estimates are 
calculated based upon the costs of five disease conditions only, so it is possible 
that these are an underestimation of the real costs. They are intended as a 
starting point to be interpreted locally. 
The funding allocations for physical activity reported by the PCTs in this audit 
total £8,102,943 compared with £1,002,552 in 2006, showing an evident and 
substantial increase in overall resources for physical activity. However when 
taken in the context of the cost of physical inactivity to the NHS is still relatively 
small scale for such a costly problem, in economic and other terms. 
 
In the context of overall PCT budgets, this represents just 0.1% of overall 
spending or £1.53 per head of population in the West Midlands. This figure is 
significantly higher in some PCTs and although this is not captured within the 
audit, from anecdotal reports it seems that for some of the PCTs there is a 
significantly under reported figure available. This may be due to weaknesses of 
the audit design combined with difficulties that PCTs have in identifying specific 
Physical Activity spending.  
 
It is clear from the audit that data collected in the area of financial resourcing 
provided insufficient opportunity or clarity for PCTs to report figures consistently 
and in sufficient depth/detail. For instance, it seems clear that capital and 
revenue have been combined and reported together in some cases and 
separately in others. Given the figures associated with capital build, this is likely 
to have a significant effect on the interpretation of the figures overall. Whether, 
commissioned, hosted or delivered, indications are that they is difficulty 
extracting the ‘purely’ physical activity resourcing, particularly from large scale 
projects.  
 
The differing levels of detail reported in the budget allocation sections of the audit 
also support this suggestion. In order to quantify the explicit budget detail it is 
necessary to collect and collate such information (administration, 
accommodation, etc.) in a standardised format. 
 
Reporting in this area requires support and strengthening in order to refine data 
collection for future audits and to enable PCT to budget more specifically against 
physical activity. This will have the added impact of enabling the costing of 
interventions against outcome/outputs, to further allow PCTs and partners the 
future opportunity to base strategic planning upon cost: benefit analysis as 
indicated in Be Active, Be Healthy. Because of the difficulty reporting in this area 
and the unknown levels of cost absorption into central budgets, any comparison 
with 2006 has to be made with considerable care. 
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Despite the measurement difficulties, overall the direction of travel of investment 
into physical activity is positive and confirms the recognition of the value of  
physical activity, in isolation, or in combination with other areas of intervention, 
such as obesity. 
 
Choosing Health resource is evident in physical activity in some PCTs, but there 
is a very mixed picture across the region and ranges from “unsure” in some 
cases, to 4 PCTs reporting around £1 million, whilst 2 report over £3 million. 
There is also a less than consistent picture when the question of when the 
allocation is received is addressed. Some indications are for the current year, but 
several are again “unsure” about when, and if, it will be received. Others state 
that an allocation is received, but that they do not have access to spend it. 
 
Overall, this illustrates another tier of difficulty in physical activity planning. 
 
Also, apparent is that it has proved difficult for the respondents to isolate specific 
physical activity resourcing from Choosing Health and/or LDPs, when the 
investment is made through a wider programme, such as ‘obesity’ or Health 
Trainer.  Again, this suggests that having a method for calculating the specific 
activity related resource might be useful when calculating cost: benefit for 
physical activity.  
 
The nature of physical activity funding is often that it is wrapped up as part of a 
package of measures, so it appears logical to be able support the building (and 
breaking down) of the package for developmental and evaluation purposes. 
The overall picture of how and where Choosing Health allocations were/will be 
made remains unclear at best in some cases, and comments made by PCTs in 
relation to this response support this observation. However, despite the 
difficulties of reporting, and the uncertainties around the allocation in some 
cases, what is also apparent is that the allocations received have enabled PCTs 
to increase input into physical activity e.g. via recruitment of core, or project staff, 
or supporting delivery services/projects. 
 
From comments made with the audit returns, the increased budgets have 
enabled progression in terms of physical activity team capacity and planning 
influence on delivery plans e.g. “ (increased investment)…. Will have impact 
on planning cycles for 08/09”. 
 
 
7.3 External Funding 
 
75% of PCTs report that they have obtained external funding. This funding has 
come from 7 different sources with a mean level of  £124,282. This funding has 
been used to develop a variety of programmes as seen in the results section e.g. 
walk to health, women in motion programmes, etc. It is interesting to note that 
only one PCT reports obtaining external funding from a local authority. 
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With the strong direction of infrastructure development indicated in Be Active, Be 
Healthy, there is a clear need for further partnership development and regarding  
physical activity which may result in joint funding from wider sources than are 
currently indicated. However, it is not clear who will take the lead role in seeking 
or identifying appropriate external funding, or what role, or who within PCTs, 
takes responsibility for pro-actively sourcing physical activity funding 
opportunities. 
 
It must be clear within PCTs, and to funding agencies, where the contact points 
are and what processes are in place to identify and recognise funding channels 
and opportunities. This would include the question of who initiates and drives 
(groups of) partners to seek such resources to support strategic planning 
options, particularly as PCTs move into commissioner: provider positions.  
 
CSPAPs are well positioned to provide support in this type of role, with support at 
a regional level. In order to do this close working would be required to develop 
the broad level of knowledge and the level of relationships necessary to identify 
external funding, matching this with existing funding to add greater value to 
investment. 
 
Due to the stringent timescales that accompany some external (and internal) 
funding opportunities, it would appear prudent for PCTs (probably with CSPAPs) 
to jointly develop options for utilising additional funding, should the opportunity 
for funding become available at short notice. At the regional level, PAN-WM, as 
the regional network could lead the examination of this process further, 
developing appropriate resources and direction to ensure that the value added to 
physical activity is optimised. This work should be with the support of the 
Department of Health at the Government Office West Midlands, the Strategic 
Health Authority, NHS and relevant others (e.g. Local Government Association). 
 
 
7.4 Partnerships and Networks 
 
The delivery system for sport outlined in the 2006 report, is built upon and 
superseded by the delivery infrastructure presented in Be Active, Be Healthy 
(see Diagram 2) . It is clear that partnership and networking is a central tenet of 
the framework from central government to local levels. High level support for this 
method of working can be ascertained from the Department of Health’s 
commitment to capacity funding CSPAPs and for regional co-ordination and 
networking ( BABH i page 51) . 
 
Only two (12.5%) of West Midlands’ PCTs report ‘no involvement’ with CSPAPs 
in 2008, with one of these stating their intention to engage. This compares with 
50% engagement in 2006, and reflects a very positive direction of travel. West  
Midlands’ PCTs. The CSPAPs have evolved in this time, supporting and working  
with the regional network throughout and they have been involved in the  
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local planning of physical activity and sport. The Department of Health 
recognises this level of work and have committed £3 million (BABH i page 50).  
All PCTs report involvement at the local sport and community activity network 
level, although the capacity issues for the PCT for working across several 
councils is noted, if PCT physical activity lead capacity is low. This situation 
supports development of further engagement with CSPAPs. 
 
There is particular emphasis on sport/health engagement, recognising that 
people may want to get/stay ‘fit’ active through casual as well as structured 
activity and may move between these. Sport England now clearly funds CSPAPs 
to deliver the sport agenda whilst the Department of Health funding to the 
CSPAPs is, in part, to develop and maintain close relationships. Supporting 
physical activity through the continuum and develop planning that reflects and 
further enables these links. PCTs are encouraged to engage with CSPAPs with 
senior level representation on their board. 
 
At a regional level, 92% (11) of responding PCTs report that they are members 
of PAN-WM, rising from 42% in 2006. This is a strong indication of the links 
across levels and the potential for future development of the infrastructure. 
 
 
7.5 Key Partners 
 
Based upon the above findings regarding sport and health engagement and 
support it is encouraging to see that sport/leisure/fitness are seen as a key 
partner for 81% of PCTs (83% in 2006), with 50% of PCTs meet with these 
partners on a weekly basis. It is noticeable that the private sector is not 
considered a key partner for any PCT (compared with 25% in 2006) and there is 
relatively little in ‘regular’ meeting reported with this sector. The reasons for this 
are not indicated, but in the climate of World Class Commissioning, this is an 
area that may benefit from further work to identify opportunity potential. 
Understanding the relative needs and offers of the PCT and private sector, as 
well as the means of engagement, may present wider opportunities for 
supporting work and introducing additional capacity. 
  
46% of PCTs did not have contact with environmental agency partners in 2006, 
whereas no PCTs report ‘never meeting’ with these agencies in 2008. A catalyst 
for this shift to engagement, and potential influencing of the environment, may be 
due to the publication of Healthy Weight, Healthy Lives (a cross Government 
strategy for England, published by the Department of Health, January 2008) 
acting as a catalyst, as it indicates the strong links between environment and 
obesity. Whatever the driver for this shift, further increased engagement should 
be supported as indicated in Be Active, Be Healthy to support achievement of the 
Legacy Action Plan target. 
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Transport agencies are now ‘met with’ by all but 1 (6%) of the responding PCTs 
compared with 21% in 2006. However, fewer PCTs consider transport to be a 
key partner (33% in 2006; 25% in 2008). This may be due to the focus on local 
transport planning (LTP) development in 2005.  15 of the16 (94%) respondent 
PCTs are represented as members of (88%), or chair (6%) transport networks, 
which is a large increase on 2006 (when only 23% of PCTs reported 
representation). This represents a strong influencing position for physical activity 
within the upcoming refresh of local transport planning. Further information is 
available in will be available to guide development in the DH/DfT ‘Active Travel’ 
strategy which was due for publication before the end of 2009. 
 
Further information collected during the audit relates to active travel and green 
transport planning. The results show that 43% PCTs report having active travel 
planning in place compared with 17% reported in 2006. This indicates positive 
movement, but still means that less than half of West Midlands’ PCTs are 
influencing this form of physical activity via planning. This is an area for further 
potential growth that could be supported via the regional physical activity 
network. Template and tools for this work could be developed quickly and 
marketed with, and through, PCTs for internal and external use.  
 
Overall, the number of activity relevant networks chaired by the PCTs has 
decreased since 2006. This may indicate that other agencies are now in a 
position to take on this responsibility. The local CSPAP infrastructure may play a 
key role in this. This position again reflects a direction of infrastructure 
development in line with that outlined in Be Active; Be Healthy. 
 
 
7.6 Skills Development 
 
46% of PCTs were offering some form of training opportunities to staff regarding 
physical activity interventions in 2006. In 2008, this has risen to 75% of 
responding PCTs. The opportunities offered range from generic/key message 
types of training to specific forms of physical activity delivery training e.g. Walk 
Leader and Amateur Rowing Association (ARA) ‘Dry Instructor ‘training. 
 
As noted in 2006, 70% of people in the UK visit their GP every year (ref: Office of 
Census and Surveys 1995; health survey for England 1993, London, HMSO)  
 
Potential for primary care intervention and trainin g 
 
This audit did not collect data on the uptake or other details relating to the 
training. It is worth noting that several PCTs are offering some form of ‘frontline 
knowledge’ training. It may be that the increased role of the health trainer has 
begun to stimulate this perceived need. It is not clear how, or why, PCTs select 
the reported training options, so there is no indication of the strategic workforce 
development planning behind this, or the commissioning process (if it exists) that 
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occurs prior to delivery. None of the training is reported across partner agencies 
or networks, although this may be a result of the question type within the audit. 
With the increasing training opportunities it may be an appropriate time to 
consider effective skills development from a national, regional and local level 
given the cross-cutting nature of physical activity. An example is the introduction 
of the Physical Activity Care Pathways and brief intervention training. The 
regional network and CSPAPs are well placed to support such a strategic 
overview and could facilitate further public health network links and inform PCTs 
regarding workforce training options and quality of providers. 
 
The British Heart Foundation is in the process of re-developing the Primary Care 
Toolkit and there may be many opportunities linked to  ‘NHS Health Checks’ risk 
management training that may be supported by Quality Outcomes Framework 
points leverage. 
 
Working as physical activity advocates internally across departments within a 
PCT is another potential training area that is identified as part of the response to 
‘raising the profile’ elements of the audit. In the West Midlands, PAN-WM has 
planned the development of an induction process that could be incorporated into 
future workforce development planning and skills need assessments.  
There is a wide range of training reported, compared with 2006 and some of this 
training is delivered by external agencies. This raises further questions that are 
not addressed within the audit. 
 
It is not clear who holds, or establishes, the budget for physical activity training, 
or how such decisions are influenced. For instance, it is unclear if there is a 
generic approach to assessing training need across a PCT (or PCTs), or if 
training need is driven at a project level rather than planned more strategically to 
meet overall PCT and locality requirements. 
 
It may be that considerable value could be added by regional and sub-regional 
agencies (e.g. PAN-WM/CSPAPs/Teaching Public Health Network) in support of 
physical activity training within PCTs, by potentially providing centralised delivery 
access. This could include participant identification and clear standardisation to 
support commissioners and budget holders.  
 
In order to address some of the potential for consistent development it is 
necessary for clarity regarding who is responsible for commissioning training, 
and what the process for commissioning is, in addition to identifying appropriate 
providers. 
 
It is not known if the appropriate level(s) of training exist across all aspects of 
physical activity required by PCTs and this may need to be specifically 
addressed / mapped. 
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This also raises a further potential training need, as it is unclear if the current 
purchasers have the appropriate training to purchase physical activity workforce 
skills training. 
 
The development of the Let’s Get Moving Pathway at a national level, and it’s 
training modules, also provides opportunities for both generic physical activity 
training, and motivational interviewing training for physical activity, to be 
embedded within PCT professional development opportunities if they choose to 
commission and embed the physical activity pathway into their interventions. 
 
 
7.7 Staff Opportunities for physical activity 
 
The breadth of opportunity available for PCT staff participation in physical activity 
indicated a somewhat reduced offer when compared with the 2006 data. The 
most popular form of activity on offer is walking (50% of PCTs) and this is in 
fewer PCTs than in 2006, when 53% of PCTs had this option available.  Given 
that most PCTs now have clear, and constructive links with CSPs, this is 
somewhat surprising and raises the issue of developing the internal access for 
PCT workforce to become more active. The Telford and Wrekin Well@Work pilot 
provides a regional example of current practice reported by the PCT 
 
This particular area of work is probably important in gaining profile and support 
internally to influence externally, supporting the future direction of PCT work. 
This area might not have had the development and growth that would have been 
expected, due to internal PCT changes relating to commissioning: provider, and 
the expectation and training within certain roles. 
This is clearly an avenue of work that would benefit greatly from support. This 
work would reinforce NHS initiatives such as NHS Health Check and would 
obviously support workplace health planning. 
 
Boorman’s (2009) reviewxxi makes clear recommendations about NHS workforce 
health and opportunities regarding access to health and well being. These 
include developing the skills and knowledge of managers. Boorman groups the 
recommendation under three specific headings: 
  

·  Recommendations aimed at improving organisational behaviours and 
performance.   

 
·  Recommendations aimed at achieving an exemplar service.  

 
·  Recommendations for embedding staff health and well being in NHS 

systems and infrastructure. 
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PCTs and partners responding to these recommendations will be well placed to 
ensure that internal and external influence is optimised. Opportunities for 
accessing activity will also be increased through partnership working with 
CSPAPs and other partners.  
 
 
7.8 Health, dance and 2012 agendas 
 
The very few responses regarding dance indicate that there are obvious 
possibilities that are being recognised and explored by PCTs and in a few, 
directly supported. It may be that the area of linking with dance is an unknown, 
as indicated, but the potential in this area should be explored and developed. For 
instance, no PCTs report ‘dance opportunities’ as a staff activity.  There is little, 
or no, consistency reported in the approach to planning, or in commissioning of, 
delivery. It is also not indicated what the expected impact of dance may be. 
 
Both the question relating to dance and 2012, and PCT involvement with 2012 
planning, show that there is little involvement reported relating to 2012. Given the 
Government drive regarding using the ‘decade of Sport’ to help develop physical 
activity (BABH), it would seem that there is a pressing need to address this area 
to ensure that PCTs have the information that they require to progress work that 
would benefit from linking with the ‘festival’ and ‘demonstration’ effects reported 
in 2012 researchxix . 
 
 
7.9 PCT strategic support for physical activity 
 
PCTs were asked to indicate what they felt was required to support, provide 
direction and raise the profile of physical activity. 11 (69%) of responding PCTs 
took the opportunity to comment. 
Very clear comments related to a number of areas requiring strategic support, 
from having a single ‘mass market’ message for the region to work with, through 
to lobbying for ‘must do’ status for activity, were made by the PCTs.  
A central aspect of the responses included the need to increase the level of 
cross sector and inter-department networking and partnership working. The 
levels of awareness of the potential breadth and depth of value that physical 
activity should be raised to increase the opportunity to link internal and external 
partners.  Be Active, Be Healthy provides the outline of how local and national 
infrastructure may be organised and illustrates a degree of strategic ‘buy in’ that 
enables CSPAPs to play a specific role, potentially around the alignment of PCT 
and Local Authority outcomes and targets. 
West Midlands has a strong and well-established physical activity structure that 
could continue to support the agenda further. 
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PAN-WM’s influential role was raised several times by the PCTs as providing 
ongoing relationship development and leading progressive influencing and 
potentially lobbying around physical activity at several levels, including regionally 
with DH and SHA as well as nationally.   
 
 
7.10 Raising the profile of physical activity withi n PCTs 
 
The responses indicate that establishing a means for performance 
measurement/management of PCTs around physical activity is recognised as a 
required element to ensure that physical activity is given an appropriate profile.  
Comment:  
 
“Improved evidence and quality measures to demonstr ate the impact that 
physical activity has on health outcomes wider than  obesity e.g. mental 

health, smoking etc.” 
 
Establishing a means by which physical activity could be written into ‘Vital 
Signs’xx and the ‘Quality Outcomes Framework’ would support this. Links to the 
regional networks may provide the opportunity for developing work in this area, 
as it is likely to fundamentally support a reduction in activity levels. 
 
There is also a clear message that the infrastructure should provide clear 
supporting links for local policy and strategic planning on the basis of 
regional/national planning. Part of the process would include establishing and 
recognising robust physical data to support physical activity as a priority for Joint 
Strategic Needs Assessment. This comment was clearly made through the PCT 
responses and it may be that this development will be supported by the recent  
introduction of broader activity related questions within the Active People surveys 
vi, xi. 
 
There are still difficulties in addressing the measurement of children’s activity 
levels that are not fully resolved through current measures. Establishing a 
supportive environment within the PCT is also seen as being of key relevance to 
raising the profile of physical activity. As earlier mentioned, internal advocacy 
and championing may be as much a part of  ’leading by example’, as putting in 
place any physical, or policy infrastructure. Advocacy could be developed 
explicitly across departments to encourage internally and influence externally. 
 
Cross department understanding is based upon recognition of the strong 
evidence base and of interventions required and appears to be an area of 
opportunity for building on the cross-cutting nature of physical activity. A clear 
understanding of the nature of commissioner and delivery elements and the 
physical activity ‘skills’ available within the process are necessary.   Doing this 
will help ensuring that physical activity is not thought of as a simply defined 
‘entity’ that belongs to a single department.
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A present challenge to this approach is also raised within the commissioning 
structures, as the splitting of delivery and commissioning may mean that 
expertise and influential ‘drive’ may reside in different areas, in different 
organisations, resulting in challenging communication and planning. 
Taking a wider view of activity supports the demonstration of impact (e.g. across 
mental health, obesity and diabetes) and helps make the economic case.  
Development of single messages relating to physical activity is indicated as an 
underpinning facet upon which social marketing and activity promotion can be 
developed. 
 
 
7.11 Evaluating Programmes 
 
In order to continue to grow the evidence base for the effectiveness of physical 
activity intervention, it was recognised in the 2006 report, that there must be 
robust evaluation methodology in place in order to provide the basis for such 
assertions. 
 
All interventions were reported to have evaluation methodology of some kind in 
place or planned compared to the 89% in 2006.  It is apparent that there are 
many differing approaches in place and, as noted in 2006, it remains difficult to 
contrast effectiveness and value across different interventions., with varying 
definitions of success. The development of a generic performance framework 
that could be implemented to provide evaluation on an ongoing basis could be 
explored and may be a useful support in the current World Class Commissioning 
environment. 
 
From the results of this audit, although there is an extensive variety of methods 
reported, there is no apparent consistency of approach, within hosted, delivered 
and commissioned interventions. 
 
The 2006 report noted the need to develop a sound method for reporting across 
programmes and contributing to broader evaluation and evidence support. It is 
not apparent that this position is any clearer in 2008. It may therefore be useful to 
address this identified need by developing and implementing a standardised 
evaluation framework for physical activity intervention. 
 

 
8.0 Conclusion  
 
This audit of the physical activity aspects of PCTs in the West Midlands clearly 
shows that the extent of the work being carried out within the sector, directly and 
indirectly, is increasing when compared with the results of previous audit. 
 
The evidence base in support of physical activity as a cost effective intervention 
that impacts health has been growing, and has been again recognised as cross  
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cutting and unequivocal by the Government, as can be seen in Be Active, Be 
Healthy.  
 
The economic case for physical activity is compelling, with intervention costs at 
primary care level being very low, at between £20 and £440 per ‘Quality of life 
Year’. The costs of physical inactivity are calculated for each PCT and average 
around £5 million per annum per PCT. 
 
The plan clearly states that the physical activity agenda will be led through the 
strengthening the partnerships of PCT, local authority and local strategic 
partnership. This will optimise health outcomes, recognise current and future 
costs of inactivity, and build on locally agreed outcomes to support effective 
commissioning toward the achievement of the Legacy Action Plan target of 2 
million people more active by 2012. 
 
The resources that have been received by county sports and physical activity 
partnerships to strengthen delivery in the West Midlands, as a result of Be 
Active, Be Healthy, were not available when the data for this audit was collected. 
Although a clear and consistent infrastructure within the WM region was in place 
to support development, the infrastructure for delivering the agenda nationally 
has changed considerably since the 2006 Audit publication. 
 
The introduction of the Sport England Active People Surveys (commenced 
October 2004) has gone a long way towards addressing the historical need for a 
high quality measure of participation. The baseline results and subsequent 
measures now make it possible to detect a direction and degree of travel 
regarding activity participation. The latest of these measures indicates small, but 
significant increases in participation in the region. This reinforces the potential 
within the region to build on this momentum to advance further. 
 
As a result of PCT re-configuration, although many aspects of the previous audit 
are difficult to directly compare with the findings of this report, the overall picture 
appears to indicate that planning, development and delivery of physical activity 
has increased and is underpinned with strategic planning in some areas. 
 
The majority of the information from the local development plans of PCTs was 
not available at the time that data was collected, although physical activity does 
appear to be linked to a wide number of priorities. The alignment for physical 
activity to Obesity, as opposed to Coronary Heart Disease as previously, offers 
opportunities, but also indicates that there remains the possibility that physical 
activity could be limited by being the focus within a single silo, limiting further 
‘cross-agenda’, opportunities. 
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There remains a clear need for PCTs and relevant staff to have underpinning 
resources available to them to influence the LDP process in a clear and 
consistent manner. 
The physical activity capacity within PCTs is far more widespread than in 2006, 
and it is indicated that the seniority of the lead on physical activity being of a 
more senior level than previously noted. 
 
Improving the means for monitoring and auditing PCT work around physical 
activity remains an issue. Creating a standard tool for the collection of audit 
information is required and would potentially allow for a degree of benchmarking, 
as well as making a significant contribution as an influencing tool. The cost: 
benefit interaction of physical activity intervention (at PCT level and beyond) is 
not easily dealt with, or presentable currently, as costs cannot be consistently 
separated from other aspects of an intervention and full value of the intervention 
difficult to assess. The West Midlands is well placed to lead work in this area, in 
keeping with recent examples of its pro-active and progressive physical activity 
work. This would clearly inform and support decision making with regard to 
commissioning. 
 
Many PCTs are hosting, delivering, or have commissioned, a wide range of 
activity interventions across a wide range of groups. What is not clear is the 
basis of the decision making, or commissioning process, behind the delivery of 
the interventions and why they may be delivered as opposed to 
hosted/commissioned, etc.   
Although some external funding is being steered into activity through the PCTs, 
the responsibility for identifying and attracting this funding is not clear within the 
PCT.  The internal relationships with regard to this area probably require 
improved understanding to ensure added value where it is possible, for example, 
through match funding and partnership working. 
 
What is clear, is that more resources have been made available for physical 
activity interventions and the reported spend per head has increased by a factor 
of 8 since 2006. This coupled with the small but significant increase in 
participation in the region gives reason to be cautiously optimistic that a 
sustained period of co-ordinated and strategic planning, supported by a strong 
and well co-ordinated regional infrastructure, could see further progression in 
future towards the Legacy Action Plan target. 
 
However, in the current climate of financial restraint, it is not clear that any 
increase could be sustained without continuous and improving regional and local 
support and consistent and informed strategic planning at PCT level in close 
local partnerships. 
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Appendix 1. The Physical Activity Network for the W est 
Midlands 
 
The need for a Regional Physical Activity Network in the West Midlands (PAN-
WM) was identified during the consultation process for the Regional Plan for 
Sport in late 2003, early 2004 and a mapping exercise of physical activity 
interventions in the West Midlands. Physical activity and sports programme 
deliverers and practitioners in the region identified a number of barriers to 
developing the physical activity agenda. It was felt that a regional network would 
enable the sharing of information across organisation boundaries; enabling the 
sharing of good practice, providing increased networking opportunities in the 
West Midlands to support the emerging physical activity agendas, and 
encouraging the development of local networks and partnerships. 
 
As a result of this identified need the development of a Physical Activity Network 
for the West Midlands was written into the ‘Improving the Health and Well-being 
of People Through Sport’ objectives detailed in the Regional Plan for Sport 2004 
– 2008 (Sport England in the West Midlands, October 2004). The Network was 
officially launched on the 7th December 2005, and became a constituted body in 
July 2006, at its first annual general meeting. Since then the Network has gone 
from strength to strength, providing support to those working to increase physical 
activity participation levels across the region, hosting events, developing 
resources, disseminating information and responding to consultations. 
 
The Network has the vision to become; 
 
‘A sustainable, independent network that supports t he Physical Activity 
Agenda for the West Midlands’ 

 
It focuses its activity on four areas to aid the development of physical activity in 
the West Midlands: 
 

·  To be a consultative and influencing network for the development of 
regional physical activity planning. 

·  To hold regional events, relating to relevant topics that will have a 
      regional and local impact. 
·  To provide opportunities for those working in the wider physical activity 
     sector to network, share and access information and develop skills. 
·  To contribute to the evidence base of effective physical activity 
      interventions through the collation of best practice examples. 

 
The Network hosts a number of sub groups including a research group and 
the health and activity legacy 2012 group for the region. 
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PAN-WM has developed into a recognised and leading influential and 
consultative body regionally and nationally and has recently been at the forefront 
of driving and supporting physical activity agendas through its work: 
 

·  PAN-WM was the lead regional network for the development and 
commissioning of the systematic review of the evidence base for 
developing a physical activity and health legacy from the 2012 Olympic 
and Paralympic Games. This research has national recognition and has 
been quoted at ministerial level. 

 
·  Provided highly influential evidence in the development of the Be Active, 

Be Healthy Framework for getting the nation more active and investment 
into improving the infrastructure to support activity. 

 
·  Taking a leading role in supporting and developing links between sport, 

physical activity, health and wider agendas. 
 

·  Worked with the 2012 Leadership group and county sports and physical 
activity partnerships to develop the sport and physical activity chapter of 
the West Midlands plan for 2012. 
 

·  Leading the development of the region’s 2012 Health and Physical Activity 
Legacy Plan. 

 
Further information on PAN-WM can be found at www.pan-wm.org.uk  
 
 
Appendix 2.  Cost of Physical Inactivity by CSPAP a nd PCT 
 
(Adapted from Annex 1 – Be Active Be Healthy, p59)  
 
 
CSP Whole PCT (£)  Tota l/100k pop’n  

(£) 
 
Birmingham  
 
 
Birmingham East & North PCT 
Heart of Birmingham Teaching 
PCT  
South Birmingham PCT 
 

 
Total: 13,152,990 
Average:4,384,330 
 
5,290,100 
 
3,678,030 
4,185,860 

 
Total: 3,835,957 
Average: 1,278,652 
1,319,721 
 
1,290,505 
1,225,731  
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CSP Whole PCT (£)  Tota l/100k pop’n  
(£) 

 
 
 
 
 
Black Country  
 
 
Dudley PCT 
Sandwell PCT 
Walsall Teaching PCT 
Wolverhampton City PCT 
 

 
Total: 18,223,710 
Average: 4,555,927.5 
 
5,118,020 
4,536,090 
4,316,880 
4,252,720 
 

 
Total: 6,760,772 
Average: 1,690,193 
 
1,696,619 
1,525,500 
1,759,629 
1,779,024 

 
CSW 
 
 
Coventry Teaching PCT 
Solihull Care Trust 
Warwickshire PCT 
 

 
Total: 13,749,420 
Average: 4,583,140 
 
3,621,860 
2,954,390 
7,173,170 

 
Total: 3,983,074 
Average: 1,327,691 
 
1,131,467 
1,477,239 
1,374,368 

 
H&W 
 
Herefordshire PCT 
Worcestershire PCT 
 

 
Total: 8,153,480 
Average: 4,076,740 
2,512,970 
5,640,510 

 
Total: 2,454,186 
Average: 1,227,093 
1,421,074 
1,033,112 

 
SASSOT 
 
 
North Staffs PCT 
South Staffs PCT 
Stoke on Trent PCT 
 

 
Total: 17,936,180 
Average: 5,978,726.6 
 
3,768,920 
8,387,660 
5,779,600 

Total: 5,587,555  
Average: 
1,862,518.3 
 
1,852,887 
1,449,039 
2,285,629 

 
STW 
 
 
Telford and Wrekin PCT 
Shropshire PCT 

 
Total: 7,169,220 
Average: 3,584,610 
 
2,244,850 
4,924,370 

 
Total: 3,105,943 
Average: 1,552,972 
 
1,382,382 
1,723,561 
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Appendix 3. Audit Tool used for 2009 data collectio n  
 

 
Physical Activity Audit tool for PCTs  

 
 

PCT Name:        
 
1. Name & job title person completing questionnaire :    
 
 
 
2. Name & job title of physical activity lead in yo ur organisation:    
 
 
 
3. What % of the role of the person in Q2 focuses p urely on physical activity? 
 
 
 
5. Do you have a physical activity action plan/stra tegy?   

Yes �  
         No �  
 
 
 
6. Is your PCT actively engaged/involved with your County Sports Partnership? 

Yes �  
            No �  
 
If no would you like to be more involved with your CSP? 

Yes �  
        No �  
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7. Is your PCT a member of the Physical Activity Ne twork for the West Midlands (PAN-WM)? 

Yes �  
             No �  
 
 
If no, would you like us to send you our membership booklet/provide you with more information? 

Yes �  
             No �  
8. Does your PCT HOST any physical activity interve ntions or projects? 
          Yes �  
          No �  
If yes please complete the following table: 

 
HOST (the PCT is the lead agency/manages the servic e, the PCT offers facilities [in kind] for services  to be delivered in) 

Intervention/Project Name 

Targets 

Objectives/KPIs 
etc 

How is it 
evaluated? 

Time/ 
frequency 

of 
evaluation 

Definition of 
success Key target group/s 
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Please continue onto a separate sheet if necessary (extra tables provided at the end) 
 
 
9. Does your PCT DELIVER any physical activity inte rventions or projects?  
          Yes �  
          No �  
If yes please complete the following table: 
 
DELIVER (PCT staff/paid sessional workers are direc tly delivering these services to communities/servic e users) 

Intervention/Project Name 

Targets 

Objectives/KPIs 
etc 

How is it 
evaluated? 

Time/ 
frequency 

of 
evaluation 

Definition of 
success Key target group/s 
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Please continue onto a separate sheet if necessary (extra tables provided at the end) 
 
 
 
 
10. Does your PCT COMMISSION any physical activity interventions or projects? 
           Yes �  
           No �  
If yes please complete the following table: 
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COMMISSIONED  

Intervention/ 
Project Name 

 
Targets   

 
Objectives/KPIs 

etc 

How is it 
evaluated? 

Time/ 
frequency 

of 
evaluation 

Definition of 
success 

Key target 
group 

SLA/CA/LAA 
attached? 
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Please continue onto a separate sheet if necessary (extra tables provided at the end) 
11. Please complete the following table regarding c ontacts/partnerships with external agencies: 

Partner Never Ad hoc Quarterly Monthly Weekly 
Is this a key 

partner? 
Name, Role  

& Organisation key contact sits within  
Sport/leisure/ 
Fitness 

       

Transport        

School Health         

Education         

Environment         

Acute Health         

Community 
Health  

       

Social 
services  
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Voluntary 
groups  

       

Private sector        

Other Council 
Departments 

       

Other/s        

12. Do you participate in any networks relating to physical activity? 
Yes �  

         No �  
If yes please complete the following table: 
 

Topic Network Name/s Extent of involvement:  
Chair, Initiator, Member 

Physical activity   

Sport   

Transport   
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Healthy schools   

Environment/Planning   

Other/s: please state:  
 
 
 
 
 
 
 

  

 
 
 
 
 
 
 
13. What is the approximate CASH funding allocation  for physical activity interventions from the PCT?  
 
14. Has this amount increased since last year (othe r than inflation/Choosing Health monies – see below )? 
               Yes �  
               No �  
If yes, by how much? £ 
 
14a. Did this affect the budget for physical activi ty interventions, if so, how? 
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15. What was the PCT allocation for implementing Ch oosing Health? £ 
 
16. When did you receive your Choosing Health alloc ation? 
 
17. How much of your TOTAL budget is spent on the f ollowing areas?  
 

Item Cost Funding Allocated In kind Contribution Cash Contribution 

Staff      

Accommodation 
 

    

Administrative costs     

Development/interventions     

Sustainability     

Evaluation     

Other: please state: 
 

    

18. Have you recently been successful in bidding fo r external funding?   
Yes �  

           No �  
 
If yes please answer the following? 
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Funding Source _________________________________________________ 
Project Title/s _____________________________________________________ 
Investment £_____________ 
 
 
19. Do PCT staff currently have training relating t o physical activity/active lifestyle promotion etc?    
 

Staff Type Length of 
Training 

Level of 
Training 

Who is the 
Provider? How is it Evaluated? Accredited? By whom? 
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20. Are there opportunities for staff to participat e in physical activity interventions?   

Yes �  
            No �  
 
If yes by please provide a summary of the interventions/opportunities available below: 
 
 
 
 
 
 
 
 
 
 
 
21. Does the PCT have a Green Travel Plan (that inc ludes promoting active travel)?   

Yes �  
            No �  
 
 
22. Do you or a member of the PA Team have Green/Ac tive Travel in your/their remit? 
 

Yes �  
            No �  
 
If yes how do you/they promote active travel and physical activity opportunities to staff? 
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23. Does the PCT contribute to, either directly or via commissioning any dance initiatives? 

Yes �  
             No �  
 
If yes please describe: 
 
 
 
 
 
 
 
 
 
 
 
23a. Are the dance initiatives described above link ed to the 2012 Legacy work? 

Yes �  
             No �  
 
 
24.  Is your PCT involved in any local 2012 Plannin g Groups (not already detailed in Q8)? 

Yes �  
             No �  
If yes, what is your involvement? 



 

 81 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
25. What do you think the PCT needs to increase the  profile of physical activity? 
 
 
 
 
 
 
 
 
 
 
26. What support do you think is needed (and who wo uld you like the support from) to enable this to ha ppen? 
 
 
 
 
 
 



 

 82 

 
 
 
 
 
 
27. Where would you say your PCT is heading in term s of Physical Activity? (i.e. you expect to see mor e/less investment in the 
coming year, you will be commissioning/delivering/h osting services, you are improving/auditing/revisin g services such as the 
Exercise Referral Service, you work is becoming mor e obesity/CHD etc focused) 
 
 
 
 
 
 
 
 
 
 
 
 
Thank you for completing this questionnaire.  Pleas e email to sally.cornfield@sportengland.org  or post to address on covering 
letter. 
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ADDITIONAL TABLES (IF REQUIRED FOR QUESTIONS 4, 5 &  6) 
 
DELIVER (PCT staff/paid sessional workers are direc tly delivering these services to communities/servic e users) 

Intervention/Project Name 
Targets How is it 

evaluated? 

Time/ 
frequency 

of 
evaluation 

Definition of 
success Key target group/s 
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HOST (the PCT is the lead agency/manages the servic e, the PCT offers facilities [in kind] for services  to be delivered in) 

Intervention/Project Name 
Targets How is it 

evaluated? 

Time/ 
frequency 

of 
evaluation 

Definition of 
success Key target group/s 
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COMMSSIONED 

Intervention/ 
Project Name Targets How is it 

evaluated? 

Time/ 
frequency 

of 
evaluation 

Definition of 
success 

Key target 
group 

SLA/CA/LAA 
attached? 
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Appendix 4. Cost of Physical Inactivity by CSPAP an d PCT 
 
  (Adapted from Annex 1 – Be Active Be Healthy, p59 ) 
 

CSPAP Whole PCT (£)  Total/100k pop’n  (£)  
Birmingham  
 
 
Birmingham 
East & North 
PCT 
Heart of 
Birmingham 
Teaching PCT  
South 
Birmingham 
PCT 
 

Total:13,152,990  
Average:4,384,330 
 
5,290,100 
3,678,030 
4,185,860 

Total: 3,835,957  
Average: 1,278,652 
 
1,319,721 
1,290,505 
1,225,731 

Black Country  
 
 
Dudley PCT 
Sandwell PCT 
 
Walsall 
Teaching PCT 
Wolverhampton 
City PCT 
 

Total: 18,223,710  
Average: 4,555,927.5 
 
5,118,020 
4,536,090 
4,316,880 
4,252,720 
 

Total: 6,760,772  
Average: 1,690,193 
 
1,696,619 
1,525,500 
1,759,629 
1,779,024 
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CSPAP Whole PCT (£)  Total/100k pop’n  (£)  
CSW 
 
 
Coventry 
Teaching PCT 
Solihull Care 
Trust 
Warwickshire 
PCT 
 

Total: 13,749,420  
Average: 4,583,140 
 
3,621,860 
2,954,390 
7,173,170 

Total: 3,983,074  
Average: 1,327,691 
 
1,131,467 
1,477,239 
1,374,368 

H&W 
 
Herefordshire 
PCT 
Worcestershire 
PCT 
 

Total: 8,153,480  
Average: 4,076,740 
 
2,512,970 
5,640,510 

Total: 2,454,186  
Average: 1,227,093 
 
1,421,074 
1,033,112 

SASSOT 
 
 
North Staffs PCT 
South Staffs 
PCT 
Stoke on Trent 
PCT 
 

Total: 17,936,180  
Average: 5,978,726.6 
 
3,768,920 
8,387,660 
5,779,600 

Total: 5,587,555  
Average: 1,862,518.3 
 
1,852,887 
1,449,039 
2,285,629 

STW 
 
 
Telford and 

Total: 7,169,220  
Average: 3,584,610 
 
2,244,850 

Total:3,105,943  
Average: 1,552,972 
 
1,382,382 
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CSPAP Whole PCT (£)  Total/100k pop’n  (£)  
Wrekin PCT 
Shropshire PCT 

4,924,370 1,723,561 

  
West Midland s 
Total  

78,386,000 

West Midlands 
Average per 
PCT 

4,610,941 
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Appendix 5.  Detailed overview of PCT responses to what is 
needed to raise the profile of physical activity wi thin PCTs 
 
 
PCT 

 
Name 

 
Q: 25 - Profile 

1  
BEN 

·  Public health funding 
·  Greater links across PCT services / activities 
·  Greater range of physical activity services / 

programmes / activities 
·  Closer co-ordination of physical activity 

networks / activities 
·  Increased social marketing around physical 

activity 
·  Links to policy, strategy (national, regional, 

local) 
 

5  
Dudley 

·  Look at how it can make PA provision and 
promotion more explicit within other 
departments remits. Promote vigorously the 
need for workplace health programmes that 
may go some way to initiating environmental 
changes such as provision of showers, cycle 
storage on site gyms etc. 

 
 

6  
Herefordshire 

·  To invest in services which support the obesity 
care pathways  

·  To raise the importance of physical activity with 
partner agencies 

7  
Sandwell 

·  More mainstream funding and joint funding 
with partners. 

·  Lead by example 
·  More dedicated workers/ workforce. 
·  Targets for PA: nationally and regionally 
·  Marketing and promotion 
·  Mass marketing/publicity; public health 

awareness similar to alcohol, smoking, food 
etc… 

·  Lead by example 
·  More dedicated workers/workforce 
·  More role models representing a wider range 

of activities; Alan Hanson merchandising 
Morrisons, Tim Henman selling Percil and Ian 
Botham advertising Shredded Wheat.. 

·  ‘GET REAL!’ – How about Government money 
spent on Sean Connery promoting physical 
activity in older populations; or Kylie Minogue 
telling girls it’s cool to be active????? 

·  Simplify how/where/when to get active (i.e. 
frequency, intensity, type, time, where, how 
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PCT 

 
Name 

 
Q: 25 - Profile 

and how much does it cost????! 
 
 
 

·  Funding for: 
     Sustained advertising campaign. 
     Outreach Workers 

 
8  

Shropshire 
·  PCT performance targets for physical activity 

to drive investment! 
·  Robust local data to support physical activity 

as a PCT public health priority to be required 
for JSNA (Joint Strategic Needs Assessment) 
for World Class Commissioning. (Based on 
CMO recommendation of 5x30. Active People 
Survey only provides 3x30!) 

 
·  Guidance for ‘Vital Signs’ with Operational 

Framework that clearly identify physical activity 
as priority for action within Tier II national 
priorities for local delivery CVD mortality rate/ 
CVD   

·  DH National vascular screening programme 
implementation followed by management 
programme to include physical activity (linked 
to PCT performance targets!) 

·  Choosing Health re-emphasised. Concern that 
the profile of Choosing Health has slipped in 
the PCT list of ‘must do’s’  

 
9  

Solihull 
·  High profile national campaign – Link to ‘Small 

Changes, Big Difference’ campaign and 
walking campaign put forward in  

 
·  ‘Healthy Weight, Healthy Lives’ Strategy, 

11  
South 

Staffordshire 

·  SHA targets may help to increase the profile of 
physical activity within South Staffordshire and 
further engage our practice based 
commissioning partners. 

·  Development of additional projects with 
partners including the voluntary sector 

·  A joined up approach to physical activity with 
our local authority partners including local 
outcomes and targets. 

·  Stronger national marketing campaigns to 
raise awareness of the importance of physical 
activity amongst key target groups within 
society. 

·  Development of public health 5 year plan for 
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PCT 

 
Name 

 
Q: 25 - Profile 

physical activity. 
12  

Stoke 
·  Via FTAP process hope to raise profile overall 
·  Via health workplace/ good corporate citizen 

route 
13  

Telford & 
Wrekin 

·  High level outcome targets for physical activity  
·  Improved evidence and quality measures to 

demonstrate the impact that physical 
activity has on health outcomes wider than 
obesity e.g. mental health, smoking etc.  

·  Business case information e.g. – increase in 
physical activity and savings made to help 
demonstrate the potential effectiveness of 
investment 

·  Commissioning toolkit 
 
 
 

14  
Walsall 

·  The PCT Physical Activity Team will be 
instrumental in raising the profile of physical 
activity within the borough 

15 Warwickshire   
 
 
 
Appendix 6.  A detailed overview of the Support requirements 
indicated by PCTs 
 
 
PCT 

 
Name 

 
Q: 26 - Support 

1  
BEN 

·  Greater networking / partnerships 
·  Awareness of importance of physical activity - 

planning, policy, strategy, funding / 
commissioning 

·  Social marketing  
·  More links across partners / sectors 

5  
Dudley 

 

6  
Herefordshire 

·  Sharing of good practice regionally. 
 

7  
Sandwell 

·  Mass marketing/publicity. Both nationally and 
locally. Public health awareness similar to 
alcohol, smoking, food. 

·  Use of role models 
·  Simplify messages and just one message used 

by all. 
·  More research and collection of data on 

peoples activities  
·  Cross government department working. 
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PCT 

 
Name 

 
Q: 26 - Support 

·  More links between environment and health – 
much more joined up thinking to create 
physical and cultural environment conducive to 
activity. 

·  Cross – government departments i.e. 
transport, environment and health 
 

8  
Shropshire 

·  DH ‘must do’s always work! 
·  Could PAN-WM provide briefings for PCT’s 

regarding world class commissioning and 
physical activity? Vascular screening 
programme? 

9  
Solihull 

·  Similar to Get Active Campaign, need cross 
Government Department working and also 
focus on monitoring Chief Medical Officer 30 
minutes physical activity message to build on 
Active People Survey. More input on social 
marketing from lifestyle/active travel 
perspective. 

11  
South 

Staffordshire 

·  Support to design and implement a physical 
activity programme for vulnerable groups. 

·  The County Sports Partnership could offer the 
strategic direction and support to align local 
authority and PCT outcomes and targets to 
ensure we are all working towards the same 
goal. 

·  Could PAN-WM help to lobby the government 
to push physical activity up the agenda e.g. 
implementation of government targets and a 
national physical activity campaign. 

·  Support to deliver an annual local event to 
raise profile of the benefits of physical activity. 

 
12  

Stoke 
·  Strategic ‘buy in’ at local level reinforced at 

regional / national level – Health Weight 
Healthy Lives obesity strategy and NICE 
workplace health and physical activity is a start 

13  
Telford & 
Wrekin 

·  National leadership from DH Physical activity 
Team and the strategic health authority 

 
 

14  
Walsall 

 

15  
Warwickshire 

·  Support from and engagement of the board 
and directors and the commissioning team 
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Appendix 7. Detailed overview of the direction of t ravel for 
PCT regarding Physical activity  
 
 
 
PCT 

 
Name 

 
Q: 27- Direction 

1  
BEN 

 
 
 
 
 
 
 

BEN 

·  A physical activity strategy outlining a focus on 
increasing awareness, opportunities and 
services:  

o Addressing inequalities 
o Communities 
o Workplace  
o Target groups - high deprivation, BME, 

older adults, children / young people 
·  More investment / commissioning 
·  Links to obesity/ other work-streams including  
      major disease  

 
5  

Dudley 
·  Definitely heading towards more assimilation 

with weight management services and 
outcomes 

6  
Herefordshire  

·  The MEND pilot will be evaluated and needs 
assessed for future development.   

·  The exercise referral service is being 
independently reviewed later this year.  The 
intention to extend the service appropriately for 
young/as well as rural outreach. 

7  
Sandwell 

·  Expect to see more investment in PA 
·  Development into the Area of Early Years 

(Birth – 5) Physical Activity 
·  Taking on more of a commissioning role. 
·  More evaluation of programmes. 
·  Improving audit and database 
·  More training for PCT staff/ health 

professionals 
·  Joint working with other lifestyle teams 
·  Obesity has hijacked everyone’s agenda and it 

is likely to remain there for many years. 
Therefore I expect to see more investment in 
policy, workforce and development of projects. 
We will continue to host, deliver and 
commission the services aimed at reducing the 
obesity trend.   

 
 

8  
Shropshire 

·  Uncertain: PCT commissioning priorities will 
follow JSNA, so current commitment to develop 
Active4Health exercise referral/physical activity 
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PCT 

 
Name 

 
Q: 27- Direction 

intervention as part of obesity services open to 
review. 

·  Work currently obesity focused, but will 
broaden to include CVD. 

·  Provision of physical activity programme 
delivery/partnership working will remain 
dependent on external funding 

9  
Solihull 

More investment expected in coming year, from 
internal and external funding i.e. from funding already 
allocated for physical activity with the aim of 
commissioning services. Work is becoming more 
obesity/CHD focused but also looking becoming more 
involved in other chronic disease and particularly in 
promoting mobility in older people. Also promotion of 
physical activity in workplace.  

11  
 

South 
Staffordshire 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

South Staffordshire PCT has a commitment to 
increasing life expectancy and empowering patients to 
be in control of their own health.  
We are working towards the implementation of a 
Staying Healthy programme that will support patients 
with lifestyle/health risks to make lifestyle changes to 
improve their health.  It is a model that will shift the 
focus from treatment to prevention. The Staying 
Healthy programme is a primary care based model 
linked to the Health Trainer Scheme. Appropriate 
patients will be identified in primary care, risk 
assessed using a CVD risk assessment tool, and 
referred to a Health Trainer. Patients will be given one 
to one motivational and behavioural support to make 
lifestyle changes and actively signposted to 
appropriate interventions such as weight 
management, stopping smoking and Health Fit, South 
Staffordshire’s physical activity programme. Health Fit 
aims to increase levels of physical activity in adults 
identified with health risks.  It will ensure that more 
emphasis is placed on physical activity and help to 
engage practice based commissioners in its 
importance.   
Two CIF funded physical activity development officers 
will work with local authorities, sports clubs and the 
voluntary sector to develop appropriate and 
accessible sport and active recreation opportunities 
for the target group. The success of the programme 
will therefore depend upon the commitment and 
engagement of these partners. 
 
Exercise on Referral  – A review of the current 
exercise on referral scheme was conducted in 2007 in 
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PCT 

 
Name 

 
Q: 27- Direction 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

South 
Staffordshire 

 
 
 
 
 
 
 
 

light of the NICE guidance and DH statement on 
exercise referral.  South Staffordshire Primary Care 
Trust is working with local authority partners and 
practice based commissioners to develop a 
standardised scheme across South Staffs PCT area  
that will be focused on the medical management of 
certain conditions including obesity, osteoporosis, 
mild/moderate depression and diabetes type 2. The 
scheme will be commissioned to ensure that it is 
outcome led and tailored to meet the needs of 
patients with these conditions. 
 

·  Exercise referral and Health Fit will be linked to 
South Staffordshire PCT’s treatment care 
pathway for obesity. 

 
·  The PCT will ensure that where appropriate, 

physical activity is linked to LAA targets 
including adult participation in sport, childhood 
obesity and reducing mortality from CVD. 

 
·  The PCT will be an active player in new 

developments across South Staffs e.g. Football 
Association funding in East Staffs. 

 
·  Our PCT is the lead PCT for physical activity in 

the West Midlands. 
 

·  Our Staying Healthy D’Arzi Group includes 
physical activity for Sport 

 
·  Practice Based Commissioning plans for each 

area include plans to increase physical activity 
levels. 

12  
Stoke 

·  Commissioning focused as part of tackling   
child and obesity 

·  Capacity building with community and 
voluntary sectors to develop skills and 
expertise to compete in the commissioning 
climate of PCT 

·  Joint working re JSNA process overall as well 
as specifically under FTAP re transport, urban 
planning etc 

 
13  

Telford & 
Wrekin 

·  Increased funding and commissioning of 
activity 

·  Increased focus on obesity / CHD  
·  Revising services / development of the care 
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PCT 

 
Name 

 
Q: 27- Direction 

pathway 
·  Workplace Health 

14  
Walsall 

·  The PCT is committed to delivering Physical 
Activity through the PAT and to continue 
commissioning Partners to deliver specialised 
services. 

·  The PAT will be focused on promoting the 5 X  
      30 message and offering opportunities for 

people to become active. The service will also 
be building capacity within communities to 
ensure opportunities are sustainable 

15 Warwickshire ·  Hopefully if our financial position improves 
significantly we will be able to commission 
some joint work targeting obesity and physical 
activity 
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PAN-WM and the Department of Health in the West Mid lands, on behalf 
of regional partners working in physical activity a nd sport, 
commissioned the 2008 audit to support the developm ent of regional 
intelligence. 
 
 
I f you require a version in any other format pleas e contact PAN-WM for 
advice: 
 
The Physical Activity Network West Midlands 
C/O Trident Care & Support 
Fairlie House 
Trident Close 
Erdington 
Birmingham 
B23 5TB 
 
Email: Erica.rogers@pan-wm.org.uk   

 
  

      
 
 
 
Sally Cornfield undertook the PCT Physical Activity  Audit in 2008 on behalf of 
PAN-WM and the Department of Health West Midlands. 
 
Gareth Mapp, Lifestyle Fitness & Physiotherapy Limi ted, has produced the PCT 
Physical Activity Audit Analysis and Report in 2009  on behalf of PAN-WM and 
the Department of Health West Midlands. 
 
This current edition has only been produced as a do wnloadable document and 
was made available in March 2010.  Transmission and copying of this document 
is allowed  for all non-commercial use.      


