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Executive summary  

Background 

Chronic conditions are the leading cause of illness, disability and death in Australia. The Australian 

Institute of Health and Welfare (AIHW) reports that approximately 50% of Australian adults have at 

least one chronic condition.1 Modifying lifestyle factors contributes significantly to primary and 

secondary prevention of chronic diseases and improves health outcomes for people with diabetes, 

cancer, heart disease, respiratory disease and other chronic conditions.2 

Successful lifestyle interventions require behaviour change – health professionals need to be 

supported to advise and refer patients to programs, patients need to be supported to engage with 

lifestyle programs, and policymakers need to ensure that overarching policy and program content 

meets the needs of both patients and health professionals. Behaviour changes are often challenging 

as they occur in complex contexts where influences, barriers and enablers are at play for different 

people at different times.3  

The Get Healthy Service, offered by the NSW Ministry for Health, offers a six-month lifestyle and 

coaching intervention program, with delivery via a series of telephone calls. The program is free and 

accessible to patients and health professionals via several internet platforms. 

This Evidence Check review explored factors contributing to effective referral by health professionals, 

patient engagement, uptake and completion of lifestyle programs. We identified and analysed the 

barriers and enablers for referral to and acceptance of lifestyle modification programs by health 

professionals for patients with chronic disease for secondary or tertiary prevention services. 

Review questions 

This review aimed to address the following questions: 

Question 1: What factors influence whether a health practitioner will refer chronic disease 

patients to a population-based lifestyle intervention program? 

Question 2: What elements of the referral process make a health practitioner refer their 

patients to a lifestyle modification program in a way that increases patient uptake and 

engagement with the program? 

Question 3: What factors determine if a chronic disease patient referred to a lifestyle 

modification program will enrol and complete the program? 
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Summary of methods 

A rapid literature review of the peer-reviewed and grey literature was conducted. The search was 

limited to works published between January 2010 and April 2020 in English and to lifestyle programs 

from Australia, United States of America, United Kingdom, and western European and Scandinavian 

countries. Five databases were searched: Medline, Embase, Scopus, PsycINFO and CINAHL. Grey 

literature was identified by searching targeted websites of government and leading non-government 

health organisations, such as departments of health, The King’s Fund and The Commonwealth Fund. 

Snowball searching and manual searching were employed as complementary methods for both peer-

reviewed and grey literature.  

 

Evidence grading 

 

We used the Hierarchy of Evidence based on publications by the National Health and Medical 

Research Council (NHMRC)4, the Oxford Centre for Evidence-based Medicine Levels of Evidence5, 

and Melnyk and Fineout-Overholt.6 We used the Hawker tool to evaluate the quality of the selected 

peer-reviewed papers.7 The Authority, Accuracy, Coverage, Objectivity, Date and Significance 

(AACODS)8 checklist was used to appraise the quality of the grey literature.   

Key findings  

Twenty-nine papers—15 peer-reviewed, including 11 primary studies and four systematic reviews, 

and 14 grey literature documents—met the inclusion criteria and underwent data extraction. The 

strength of evidence was generally low, with most papers graded level IV or below (cohort studies or 

literature reviews). Based on the appraisal using the Hawker tool, the quality of the peer-reviewed 

literature was rated as good. Using the AACODS checklist, the grey literature was of adequate 

quality. Most papers described studies conducted in Australia (12/29; 41%) and the UK (11/29; 38%). 

Programs described in the literature included mainly exercise, self-management and chronic disease 

education programs for patients, care planning and case management interventions, and education 

interventions for healthcare professionals. Forty-four percent of the interventions were delivered 

remotely (telephone, internet, or distribution of hard-copy materials). In 69% of the included 

documents, health professionals, particularly general practioners, were the primary point of referral to 

lifestyle modification programs. 

Question 1: What factors influence whether a health practitioner will refer chronic disease 

patients to a population-based lifestyle intervention program?  

Key barriers hindering health practitioner capacity or willingness to refer patients to lifestyle 

modification programs included lack of familiarity with non-medical secondary prevention or social 

prescribing strategies. Health practitioners often lacked knowledge and resources about lifestyle 

modification programs. The following strategies to increase willingness and capacity to refer patients 

to lifestyle modification programs were identified: 
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• Increase exposure to and training in referring patients to lifestyle modification programs. 

Educational activities should target changing healthcare professionals’ beliefs about the 

effectiveness and patient health outcomes of programs 

• Give direct feedback to health practitioners on patient outcomes for patients engaging in lifestyle 

programs 

• Provide clear inter-disciplinary channels of communication and clarity on roles, responsibilities 

and boundaries for those involved in delivering the program 

• Offer monetary reimbursement to health practitioners who refer appropriately to lifestyle 

modification programs 

• Recruit healthcare professional champions trained to advocate for the program 

• Ensure that health practitioners have the tools and infrastructure needed to easily refer patients to 

programs in multiple settings (e.g. hospital, community, practice) 

• Introduce secondary prevention key performance indicators for health professionals 

• Use a single point of access framework for program case management. 

Question 2: What elements of the referral process make a health practitioner refer their 

patients to a lifestyle modification program in a way that increases patient uptake and 

engagement with the program? 

The way health practitioners refer their patients was found to influence patient uptake and 

engagement. Features of patient-health professional interaction thought to increase the likelihood of 

patient engagement with lifestyle programs included health professionals:  

• adopting ‘user-friendly language’ and motivational interviewing techniques 

• using active recruiting and multiple channels of communication with patients 

• tailoring advice to individual needs by addressing health and social needs as well as health 

beliefs and/or culture 

• providing advice appropriate to the different disease stages 

• reassuring patients about the relevance and effectiveness of programs 

• fostering patient feelings of agency and autonomy 

• providing detailed information to patients about programs to reduce fear and anxiety around 

enrolment. 
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Question 3: What factors determine if a chronic disease patient referred to a lifestyle 

modification program will enrol and complete the program? 

Program enrolment  

A combination of patient and program attributes determined if a patient would enrol. The most 

frequently cited barriers were related to social and environmental factors, whereas enablers were 

related to strengthening patient support networks. Program attributes included:  

• proximity and accessibility 

• neighbourhood safety 

• content, including cultural appropriateness, and 

• availability in multiple formats (e.g. telephone and/or home-based programs). 

Patient and support network attributes included:  

• having strong support and assistance from the patient’s family and support networks 

• having a trusted health professional who provided detailed information about the program and 

program effectiveness, motivated patients, and answered questions 

• having available resources (time and money) to attend the program 

• initiating conversations with health professionals about programs 

• having been exposed to multiple ongoing recruitment techniques. 

Program completion 

Patients who lacked time, were in poorer health (mental and/or physical) at the start of the program, 

or perceived minimal or no health benefits of lifestyle intervention were less likely to complete a 

lifestyle modification program. Lack of sustained patient interest and motivation was another major 

contributor.  

Strong connections between the patient and the program increased the likelihood of completion. 

Factors that created strong connections included:  

• building positive, trusting relationships with program leaders, facilitators and co-participants with 

ongoing communication 

• use of motivational and cognitive behavioural techniques throughout by program facilitators to 

support positive relationships 

• involving the patient’s family and support networks in educational activities 

• including peer-to-peer educators to increase patient optimism in the program’s capacity to 

produce positive change. 

Gaps in the evidence 

The literature is limited in terms of the number of articles identified, the intervention types described, 

and the breadth and depth of barriers and enablers attributed to engagement with lifestyle programs 

by the referring health professionals and patients. The literature was also limited mostly to cohort 

studies and evaluations were mainly short-term. Targeted patient groups were limited to obesity, 

diabetes, chronic respiratory disease or cardiovascular disease. Factors influencing health 
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professionals’ referral behaviour were not explored in detail. The effectiveness of different recruitment 

strategies was poorly described in the literature and it is not clear which strategies are most effective 

and under which circumstances. Only five studies reported barriers to patient adherence and 

completion of lifestyle modification programs. Although emerging literature suggests directly involving 

health practitioners and patients in program development and implementation through co-design and 

co-production approaches, this was not explored in detail. 

Conclusions 

Our review identified key factors that have been associated with health professional referral to and 

patient uptake of lifestyle modification programs (Figure 1). Some of the main barriers to referral by 

health professionals were their lack of knowledge about programs, doubts about the effectiveness of 

programs, and perceptions that referring to lifestyle programs was not part of their clinical role. 

Research suggests that these barriers can be addressed by involving health professionals in the 

design and production of programs, including them in ongoing educational activities addressing 

effective referral behaviours, and by recruiting practitioners who will advocate for the lifestyle 

programs. Receiving regular feedback about the programs, especially on how the programs have 

helped their patients, is also likely to improve engagement and change referral behaviour among 

health professionals.  

Figure 1—Summary of enabling factors of patient uptake of lifestyle modification programs. 

 

The way health professionals engaged with patients about lifestyle modification programs was also 

found to be important to referral success. Adequately explaining lifestyle modification programs, 

facilitating questions from patients, appropriately managing patient expectations about outcomes, and 

reassuring patients of the benefits of lifestyle modification programs all contributed to greater program 

uptake and completion. Using motivational interviewing techniques and ensuring that the patient was 
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part of the decision-making process, and that the patient’s individual health, social and financial 

circumstances and needs were considered, were important for patient engagement with programs. 

A combination of patient and program attributes also determined whether a patient would enrol in and 

complete a program. From the patient’s perspective, environmental and social factors, such as 

program proximity, the availability of culturally safe programs, and ability to safely access the program 

or to access them via different methods (e.g. face-to-face, online or via telephone), were primary 

factors affecting engagement. Involvement of family or personal networks and having needed 

resources (e.g. time, money, appropriate clothing) were identified as key enablers. Programs that 

developed supportive relationships with patients through approachable leaders and peer educators 

also had higher completion rates.  

The literature on factors that help or hinder health practitioner and patient engagement in lifestyle 

modification programs for secondary prevention is currently limited due to the paucity of well-designed 

long-term evaluations. Barriers and enablers that influence health professionals’ referral behaviours, 

and patients’ capacity to engage with and complete lifestyle programs should be explored in depth 

using mixed methods research.  
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Background  

Chronic conditions are the leading cause of illness, disability and death in Australia. The AIHW 

reports that almost 50% of Australian adults and 43% of Australian children have at least one chronic 

condition.1 There is clear evidence that lifestyle factors, including smoking, alcohol consumption, low 

levels of exercise and eating a poor diet contribute significantly to the development and exacerbation 

of chronic conditions9, 10 We know that augmenting lifestyle factors through lifestyle interventions 

contributes significantly to primary and secondary prevention of chronic diseases and improves health 

outcomes for people with conditions such as diabetes, cancer, heart disease, respiratory disease and 

other chronic conditions.11 Despite this, there are significant challenges for the effective referral to, 

and engagement with, lifestyle modification programs.12 

Referring patients to secondary prevention and lifestyle modification programs is rarely viewed by 

general practitioners (GPs) and specialist doctors as a core part of their work.13 With GP consultation 

times at less than 15 minutes on average, doctors tend to focus on the clinical problems at hand, 

leaving little time to consider referral to non-medical lifestyle modification programs.14 Furthermore, 

doctors often lack knowledge about the availability and effectiveness of lifestyle interventions for their 

patients and are unsure about which interventions might be suitable for their patients’ specific needs 

and personal circumstances. Some doctors have expressed concerns about their clinical and legal 

obligations when referring patients to lifestyle programs. Allied health practitioners, on the other hand, 

see referral to lifestyle programs as an integral part of their practice and are more likely to refer 

patients to such programs.14 

Even when referrals are made, patient engagement rates and program completion rates are low.15,16 

This has been reported across many settings, including in Australia.17 For example, while cardiac 

rehabilitation reduces deaths and illness and increases quality of life, only an estimated 30 per cent of 

eligible patients complete a recommended rehabilitation program in NSW.18 

Successful interventions require key stakeholders—whether they be patients, health professionals, 

policy makers or managers—to change behaviour, and interventions to translate evidence into 

practice require behaviour change approaches.3,19 People need to be actively supported through the 

change process, while the health professionals need to recognise the complex contexts, influences, 

barriers and enablers that might be at play for different people at different times.3 Such approaches 

have been used in successful social prescribing programs, for example in the United Kingdom and in 

Canada, where care navigators work closely with GPs and patients to tailor interventions to needs, 

readiness, capability and context through a patient-centred approach.20 

The Get Healthy Service (Figure 2), developed and implemented by NSW Health, offers a lifestyle 

and coaching intervention program with regular phone support provided over six months (up to 10 

phone calls) to support primary and secondary prevention. The program is freely available to anyone, 

including for people with chronic health conditions, and accessible via several internet platforms, 

including the national platform HealthDirect. 
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Figure 2—Key attributes of the Get Healthy Service. 

 

 

The Get Healthy Service is currently looking to optimise: 

1. The number of health professional referrals to the Service 

2. The number of participants who graduate.  

NSW Health has commissioned this rapid literature review to develop a better understanding of the 

current evidence about drivers and potential solutions to these two challenges. Specifically, the Get 

Healthy Service seeks evidence-based information to support decision-making to improve referral 

rates by health professionals, and engagement and retention of patients in the program by identifying 

patients who are likely to benefit and are able and likely to participate. 
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Methods  

Rapid reviews aim to discover actionable evidence in a timely manner. This rapid review was 

conducted over a two-month period. Methods recommended for rapid reviews were adopted.21 We 

limited our inclusion and exclusion criteria by date range, language, selected countries and by 

searching fewer databases. These restrictions limit comprehensiveness of the search while allowing 

for the timely identification of key evidence about the topic of interest.  

 

Peer-reviewed literature 

We conducted a rapid review of literature reporting on factors associated with health practitioner 

referral to, and patient uptake of, lifestyle modification programs targeting people living with chronic 

disease, thereby targeting literature on lifestyle modification for secondary prevention. Our search 

strategy for peer-reviewed studies (Table 1) was developed by a medical librarian. It covered the 

years 2010–2020 and targeted five databases: Medline, Embase, Scopus, PsycINFO and CINAHL. 

Inclusion/exclusion criteria and the search strategy adopted are described in Table 1.  

 

We used the Preferred Reporting Items for Systematic reviews and Meta-Analyses (PRISMA) to 

guide the methods. A flow chart of the literature selection process is included as Appendix 1. 

Grey literature 

The inclusion of grey literature sources enhances the comprehensiveness of the rapid review by 

capturing a range of non-peer-reviewed outputs such as program evaluation reports relevant to the 

aims of this review. We were guided by our published protocol for a similar systematic review of grey 

literature.22 Government and leading non-government health organisation websites were targeted for 

manual searching, including health departments, international health authorities, public policy 

institutes and universities. This technique was combined with keyword searches of the entire website 

using differing combinations of search terms and adjusting as needed for local/institutional vernacular.  

 

Snowball searching and manual searching were employed as complementary methods for both peer-

reviewed and grey literature. Where potentially relevant projects or literature were cited in pertinent 

texts, these were searched for via Google Advanced Search or URLs within a reference list. 

A full list of websites from which grey literature full-text documents were sourced to assess eligibility 

for inclusion is in Appendix 2. 

 



Sax Institute | Lifestyle modification programs 14 

Table 1—Search strategies for the peer-reviewed and grey literature. 

 Peer-reviewed studies Non-peer-reviewed (grey) 

literature 

Date 2010–2020 2010–2020 

Language English English 

Targeted 

databases/websites 

Medline, Embase, Scopus, 

PsycINFO and CINAHL 

Government and leading non-

government health organisation 

websites  

Text type Peer-reviewed, empirical research or 

evaluation studies and reports 

Non-peer-reviewed literature 

Study methods Qualitative, quantitative methods; 

opinion and descriptive studies; and 

conference presentations published 

in the past two years 

N/A 

 

 

 

 

Study details 

relevant to research 

question. 

Relevant to lifestyle modification programs or social prescribing programs 

Program used by people living with physical chronic disease 

Intervention for adults over 18 years 

Secondary and tertiary prevention programs with referral by a health 

professional 

Study from Australia, New Zealand, Canada, USA, UK, Western Europe and 

Scandinavia 

Sufficient details provided in the document to address research questions 

Evidence grading 

We used the Hierarchy of Evidence (Table 2), which includes seven levels based on publications by 

the National Health and Medical Research Council (NHMRC)4, the Oxford Centre for Evidence-based 

Medicine Levels of Evidence5, and Melnyk and Fineout-Overholt.6  
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This hierarchy was chosen because it includes additional levels that better described the types of 

studies identified in the literature search. Few randomised controlled trials were expected in this 

search, while more literature reviews, interrupted time-series and descriptive studies (quantitative and 

qualitative) were anticipated. 

Table 2—Hierarchy of Evidence Levels derived from NHMRC. 

 

In addition, the Hawker tool7 for scoring methodological rigor was used to appraise the quality of the 

evidence. The following elements of texts were assessed in relation to specified standards: abstract 

and title, introduction and aims, method and data, sampling, data analysis, ethics and bias, 

findings/results, transferability/generalisability, and implications and usefulness. For every document, 

each of these elements were appraised as either: good (40 points), fair (30 points), poor (20 points) or 

very poor (10 points). A document could receive a maximum of 360, if ‘good’ was awarded for each 

element. The final score was averaged to create a score out of 40.  

The Authority, Accuracy, Coverage, Objectivity, Date and Significance (AACODS)8 checklist was 

used to assess the quality of the grey literature texts. The AACODS was chosen because it was 

designed specifically to evaluate the quality of non-peer-reviewed literature.8  

All assessments were conducted by two independent reviewers. A summary table of the appraisal 

process is attached in Appendix 3. 

Hierarchy of 

evidence level  
Description  

I 
Evidence obtained from a systematic review of all relevant randomised control 

trials  

II Evidence obtained from at least one well designed randomised control trial  

III Evidence obtained from well-designed controlled trials without randomisation  

IV 

Evidence obtained from well-designed cohort studies, case control studies, 

interrupted time series with a control group, historically controlled studies, 

interrupted time series without a control group or with case- series  

V Evidence obtained from systematic reviews of descriptive and qualitative studies  

VI Evidence obtained from single descriptive and qualitative studies  

VII 
Expert opinion from clinicians, authorities and/or reports of expert committees or 

based on physiology  
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Findings 

Search results 

Overview  

The search identified 424 articles after exclusion of duplicates. Twenty-nine documents met the 

inclusion and exclusion criteria – 11 peer-reviewed primary studies, four systematic reviews and 14 

grey literature documents (Tables 3a and 3b).  

Articles were usually excluded because they did not address lifestyle modification programs. Most 

included studies were conducted in Australia (12/29; 41%) and the UK (11/29; 38%) (Table 3a).  

Peer-reviewed studies  

Among the peer-reviewed studies, exercise was the most commonly prescribed lifestyle modification 

program for secondary prevention (6/15; 40%), followed by self-management and/or educational 

programs (3/15; 20%) for patients managing their diseases2,23 and for healthcare professionals 

directing patients to programs.24 One included study detailed an initiative that allowed paramedics to 

refer patients with various chronic diseases to community programs.25 An evaluation of a specific 

program (NSW Get Healthy), which is aimed at primary prevention, was also included.26  

Six studies (40%) focused solely on the patient aspect of lifestyle modification interventions or 

educational programs (e.g. experience, engagement, uptake, acceptability). These explored patient 

experience, engagement and acceptability. Four other papers (27%) included information on both 

patients and health professionals and their engagement within the programs (e.g. interventions with 

educational programs for health professionals and patients). The most common chronic conditions 

included in the papers was cardiovascular disease (8/15; 53%) and diabetes (4/15; 27%). Six of the 

programs were from Australia, three from the UK with one each from the USA, England, Canada and 

the Netherlands (Table 3a). 

Evidence grading of peer-reviewed literature   

Only one paper was graded as level II on the Hierarchy of Evidence. All other peer-reviewed papers 

were graded as level IV or below, with two studies at level IV, four at level V, and eight at level VI. The 

included peer-reviewed literature was of good quality, based on the Hawker tool. Scores ranged from 

25.55 to 40 points. The average score of the peer-reviewed literature was 35.77. 
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Table 3a—Characteristics of included peer-review studies reporting primary data. 

Authors Year Location of 

program(s) 

Study 

typea 

Type of 

lifestyle 

programb 

Reported 

perspectives 

Target chronic 

condition 

Newton et 

al.24 

2011 Australia QL Educational 

program for 

healthcare 

professionals on 

prescribing 

osteoarthritis 

self- 

management  

Healthcare 

professionals 

Osteoarthritis 

Murray et 

al.27 

2012 International R Various Patients Cardiovascular 

disease 

Walters et 

al.28 

2012 Australia QL Self-

management 

Patients Chronic obstructive 

pulmonary disease 

(COPD) 

Clark et 

al.2 

2013 International  Rehabilitation Patients and 

healthcare 

professionals 

Cardiovascular 

disease 

Dennis et 

al.29 

2013 International R Various Patients  N/A 

Geense et 

al.30 

2013 The 

Netherlands 

QL Various Healthcare 

professionals 

Diabetes, 

cardiovascular 

disease, chronic 

respiratory 

disease, obesity 

Brydges et 

al.25 

2015 Canada QL N/A Healthcare 

professionals 

N/A 

O’Hara et 

al.26 

2015 Australia QT Exercise Patients Obesity 
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Authors Year Location of 

program(s) 

Study 

typea 

Type of 

lifestyle 

programb 

Reported 

perspectives 

Target chronic 

condition 

McNamara 

et al.31 

2016 Australia MM Exercise Patients Chronic respiratory 

and/or cardiac 

disease 

Whelan et 

al.32 

2016 Australia QL Exercise Healthcare 

professionals 

Obesity 

James et 

al.33 

2017 Australia QT Exercise Patients Chronic respiratory 

and/or cardiac 

disease, diabetes, 

arthritis, 

depression, cancer 

Matthews 

et al.34  

2017 UK QL Exercise Patients and 

healthcare 

professionals 

Diabetes 

Davisson 

et al.23 

2018 US QL Education for 

patients, self-

management 

Patients  Heart failure, 

COPD, diabetes 

Bird et 

al.35 

2019 UK MM Exercise Patientsc Diabetes, 

hypertension, 

obesity, 

overweight, pre-

diabetes 

Husk36 2020 International R 

(Real

ist 

revie

w) 

Variousb Patients Multiple chronic 

conditions 

a R=Review; QL=Qualitative methods; QT=Quantitative methods; MM=Mixed methods. 
b Various includes a combination of programs targeting alcohol reduction, smoking cessation, weight loss, healthy 

diet and exercise uptake. 
c  Multiple patient groups and more than one lifestyle modification reviewed. Patients often had chronic 

conditions, such as cardiovascular, diabetes, arthritis, depression, respiratory disease and cancer. 

 

Grey literature 
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Grey literature sources were mostly in reports (8/14; 57%) with some guideline resources (3/14; 21%). 

There was one case study, one evidence synthesis and one shared learning resource. The grey 

literature contained information about services in the UK (8/14), Australia (4/14), the US (4/14) and 

Germany (1/14) (Table 3b). Two sources synthesised information about programs in multiple 

countries.37,38 

These documents described programs for people with multiple chronic conditions (9/14; 64%) as well 

as programs tailored to specific conditions (e.g. diabetes) (5/14; 36%). Rehabilitation and self-

management programs were found to be the most common program type (9/14; 64%) followed by 

care coordination models (4/14; 28%). Secondary rehabilitation programs39−41 addressed 

cardiovascular conditions. The programs were typically multidisciplinary, integrated approaches 

delivering care for lifestyle risk factor management coupled with optimal use of protective therapies. 

Care coordination models for chronic conditions included allied health professionals embedding the 

promotion of healthy lifestyles into routine interactions by signposting patients to further services42 or 

having a link-worker service enabling GP referral of vulnerable patients with long-term illnesses to 

non-medical community programs.26,43 For further information on the interventions, please refer to 

Appendix 4. 

Evidence grading of grey literature 

The grey literature appraisal according to the AACODS checklist indicated adequate quality. 

Table 3b—Characteristics of included grey literature sources. 

Source Year Location of 

program 

Format Type of 

lifestyle 

program 

Reported 

perspecti

ves* 

Targeted 

chronic 

condition 

NHS44 2011 UK Report Care planning Patients Diabetes 

The King’s 

Fund37 

2011 UK and US Report  Care planning Patients Multiple, 

long-term 

conditions 

Secondary 

Prevention 

Alliance39 

2011 Australia Report Rehabilitation 

and self-

management 

Patients Acute 

Coronary 

Syndromes 

(ACS) 

The George 

Institute45 

2012 Australia Report Various Patients Coronary 

disease 
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Source Year Location of 

program 

Format Type of 

lifestyle 

program 

Reported 

perspecti

ves* 

Targeted 

chronic 

condition 

Newcastle 

Social 

Prescribing 

Project43 

2013 UK Report Link-worker 

service 

Patients  Multiple 

long-term 

conditions 

NICE46 2013 UK Shared 

Learning 

Resource 

Exercise Patients  Multiple 

long-term 

conditions 

King’s Fund38 2014 Australia, 

Canada, the 

Netherlands, 

New 

Zealand, 

Sweden, UK 

and US 

Report  Various Patients  Multiple 

long-term 

conditions in 

patients 

aged 65+ 

NICE40 2014 UK Guideline Rehabilitation 

program and 

self-

management 

Patients Myocardial 

infarction 

Department of 

Health, Western 

Australia47 

2014 Australia Guideline  Various Patients Cardio-

vascular 

disease 

The 

Commonwealth 

Fund41 

2015 US Evidence 

Synthesis 

Clinical care 

models or 

care 

management 

programs 

Patients  Multiple 

conditions 

with 

complex 

needs 

Royal Society 

for Public Health 

UK42 

2015 UK Report Healthy 

conversations 

Patients Multiple 

long-term 

chronic 

conditions 
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Source Year Location of 

program 

Format Type of 

lifestyle 

program 

Reported 

perspecti

ves* 

Targeted 

chronic 

condition 

EU48 2016 Germany Report Education 

and coaching 

on self-

management 

Patients 

aged 65+ 

Multiple 

long-term 

chronic 

conditions 

The 

Commonwealth 

Fund49 

2017 US Case 

Study 

Various Patients Multiple 

long-term 

chronic 

conditions 

Scottish 

Intercollegiate 

Guidelines 

Network50 

2017 UK Guideline Various Patients Cardio-

vascular 

disease 

 

Characteristics of the Lifestyle modification programs 

A summary of the characteristics of lifestyle programs is presented in Tables 4 and 5. Due to the 

nature, purpose and aims of the grey literature sources, reporting on the program format, frequency of 

patient contact and duration of intervention was not possible. 

Programs were mostly delivered in a combination of individual and group settings (5/15; 33%) 

although individual-only settings were also popular (4/15; 27%). Most programs were conducted 

remotely (6/15; 40%) or face-to-face (4/15; 27%); however, a third of the studies had a mixed mode of 

delivery, with face-to-face options supplemented by phone consultations and flyers/manuals (5/15; 

33%). Programs were delivered across a wide range of frequencies, with exercise programs having a 

range of 5−16 sessions over varying program durations (ranging from eight weeks to indefinite). 

Educational programs and self-management programs differed in delivery mode based on the target 

population. For those targeting patients, the mode of delivery was weekly for a short period of time, 

and for healthcare professionals it was usually a one-off session. There was insufficient information 

on the frequency and duration of other types of lifestyle programs.  
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Table 4—Detailed description of the four types of lifestyle modification programs. 

Program description Mode of delivery (# of 

programs) and 

frequency of program 

(# contacts and 

duration) 

Program type: Exercise interventions 

Exercise programs were the most frequently reported on interventions.26, 

31−35,46 These commonly targeted patients with obesity26,32,35, 

diabetes33−35 and cardiac diseases.31,33 The “Get Healthy” program, 

which was reported on by two different sources26,32, is a state-funded 

telephone-based exercise service for Australians living with or at risk of 

chronic disease. Phone-based coaching was also offered in the 

NewCOACH33 program, an Australian intervention for primary care 

patients living with chronic respiratory and/or cardiac disease. Other 

interventions were centre-based, consisting of group-based classes 

hosted by an exercise specialist; some centre-based interventions also 

included distance components. Two exercise interventions, “My Best 

Moves”46 and “Generation Games”34 additionally consisted of health 

professional training in lifestyle modification and referral techniques. 

Exercise interventions were informed by social cognitive33 and 

motivational interviewing theories.34,35  

Mode of delivery: 

Remote: 2 

Mix: 2 

In-person: 1 

Frequency (range): 1 

session per week‒

flexible  

Duration (range): 2 

months‒indefinite  

 

Program type: Self-management and chronic disease education for patients 

Self-management programs provide support and education around 

strategies and recommended behaviours and lifestyles for managing 

and minimising the symptoms of chronic disease. Self-management 

programs were addressed by five sources.23,28,39,42,48 One study 

addressed self-management strategies in general.39 Programs reported 

on were the “Sustainable Integrated Chronic Care Models for Multi-

morbidity”48, “Healthy Conversations”,42 “Living Well” and a fourth 

intervention for an academic study.28 All reported on interventions 

consisted of health professional educational components, aimed at 

increasing awareness about and referral to self-management 

interventions.  

The most frequently addressed conditions were COPD23,28, diabetes23, 

heart failure23 and acute coronary syndromes.39 Interventions for 

patients were delivered via phone23,28,48, in group settings23 and via 

information communication technologies.39 One intervention was 

Mode of Delivery:  

Remote: 1 

Mix: 2 

In Person: 1 

Frequency (range): 

weekly‒weekly 

Duration (range): 6 

weeks‒12 months 
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Program description Mode of delivery (# of 

programs) and 

frequency of program 

(# contacts and 

duration) 

informed by behavioural psychology and motivational interviewing 

theories.28  

Two grey literature studies reported on rehabilitation methods relevant to 

lifestyle modification,39,40 however, in both sources, definition and 

descriptions of lifestyle-based rehabilitation practices closely resembled 

definitions used in descriptions of self-management. These addressed 

lifestyle modification practices for the secondary treatment of acute 

coronary syndrome39 and myocardial infarction.40 

One peer-reviewed study systematically reviewed factors associated 

with health practitioners’ referral to and patient uptake of cardiac 

secondary prevention programs.2 

Program type: Care planning and case management   

Case management and care planning interventions refer to the way 

health professionals deliver and organise patient care. Three articles 

reported on care planning strategies that were relevant to lifestyle 

modification37,41,44, although only one specific intervention, the “Year of 

Care” program44, was reported on; this program was a policy-based 

initiative. Diabetes was the only chronic disease specifically reported 

on.44 

Information not reported 

on 

Program type: Education intervention for healthcare professionals  

Many interventions for patients also featured an educational component 

for healthcare practitioners, however, one study—“Better knowledge, 

better health”—focused on an intervention aimed exclusively at 

healthcare professionals.24 This intervention was an online education 

program about osteoarthritis self-management for general practice 

registrars. Motivational interviewing theories partly informed program 

content. Referrals processes and health professional–patient 

interactions were not examined. 

Mode of delivery:  

Remote: 1 

Duration: approx. 1 

hour 

Frequency: One off 

 

 

Further details of lifestyle programs from peer-review and grey literature sources as organised by type 

of lifestyle program are in Appendix 4. 
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Healthcare professionals initiating program referral 

Health professionals initiated lifestyle modification referrals most often (20/29; 69%) (Table 5). The 

literature reported a wide range of health professionals making referrals, including allied health staff, 

GPs, healthcare assistants, case managers and General Practice Nurses (GPNs). Only one 

publication in the grey literature specifically focused on the experiences of allied health 

professionals.42 

Table 5—Person who refers chronic disease patients to a population-based lifestyle intervention 

program. 

Question 1: What factors influence whether a health 

practitioner will refer chronic disease patients to a population-

based lifestyle intervention program? 

Barriers 

Barriers were discussed in many sources and are summarised in Table 6. The most common factor 

raised was the lack of exposure to and training in referring patients to lifestyle modification programs 

for health professionals. Health professionals placed low importance on such programs and did not 

prioritise these as a prevention or treatment strategy.30,35 GPs and GPNs are focused on clinical 

treatment and often lack exposure to chronic disease self-management techniques/programs and this 

was thought to contribute to a lack of referrals.2,23,24,30,40 Health system barriers to facilitating referral 

processes included inadequate training for health professionals34,41, insufficient inter-disciplinary 

communication, and ‘siloing’23,32,40,46 and confusion around roles, responsibilities and boundaries for 

those involved in implementing and executing the program.37,40 In addition, inadequate identification, 

measurement and feedback of outcomes resulting from the lifestyle programs to health professional 

teams were also considered as major barriers.25,44 

The next most common barrier type was insufficient resources. This included monetary barriers, such 

as difficulty accessing program reimbursement or having ongoing reimbursement issues due to lack 

of program funding2,28,30,34,35,40, cultural barriers, such as a lack of interpreters to engage people from 

non-English speaking backgrounds (NESB), and staffing issues (e.g. limited staff time for each 

patient, few allied health professionals such as physiotherapists, dieticians, clinical psychologists 

available).2,40 

Person initiating program Reviews Empirical 

studies 

Grey 

literature 

Total 

Health professional 2 8 10 20 

Either health professional or elf-referral 0 3 3 6 

Not specified 2 0 1 3 
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Other barriers cited as preventing referral to programs included: 

• program efficacy and acceptability: health professionals disagreed with the content30 and were 

sceptical of the therapeutic value of health promotion programs.44 There was also a failure to 

recognise the importance of tailoring the program to a person’s individual needs40  

• perceptions about patients: health professionals were reluctant to refer patients to specific 

programs as they believed patients “may see little ‘perceived benefits’ in the adoption of 

exercise”,34 assumed patients did not have the will power to complete exercise programs,2 and 

did not think that patients would benefit34 

• previous referral experience: health professionals’ prior experience led to negative attitudes about 

the referral process and therefore they did not invest time in their practice in delivering care 

planning that involved referral to lifestyle programs.25 Often, practitioners were frustrated by 

patients who failed to follow advice that was designed to improve outcomes. They felt referral was 

futile when people returned to their clinic with no changes in their behaviour or biomedical 

outcomes44 

• normative beliefs related to medicalisation: this relates to “beliefs about whether ‘important others’ 

would approve or disapprove of the desired behaviour”.34 The perceived desired behaviour of 

health professionals is not to prescribe lifestyle modification programs.28,34 Some health 

professionals may be concerned about further fragmenting primary care services. Others are 

hesitant to cede control of their patients to lower-level clinicians or non-clinicians.49  

• locality: physicians reported that having no appropriate local programs to refer their patients to 

was a barrier. However, whether this was because there were no such programs or whether they 

were not aware of existing programs was not clear. It was further suggested that a rural setting 

may negatively affect referral rates but reasons for this were unclear.23 
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Table 6—Summary of barriers to referral by health professionals. 

* Sources may include more than one barrier type 

 

Enablers 

Identified enablers are summarised in Table 7. An almost universally agreed enabler was having 

available and easily accessible, systematic and ongoing educational and training components to 

influence behaviour change of health professionals in terms of referrals.2,24,34,42,43,47 Effective 

educational training programs included high GP engagement with training program content, a 

presentation style that was digestible and capable of challenging GP/medical cultural resistance and 

preference for medicalisation, and enabled health professionals to feel in control.24,25,34 This enabled 

clarity on the role of health professionals, the staff, and where lifestyle interventions could fit in the 

local pathway/model of care.44 

Having GPs, GP organisations or a staff member involved in the program development – targeting 

interdisciplinary integration – was highly regarded46,30, particularly if the individual had worked with or 

was familiar with the targeted chronic condition35 or was partnered with a local provider.46 This could 

aid patient uptake and adherence to programs.40 Furthermore, having available primary care nurses 

in general practices would assist with referral procedures.30 Champions (i.e. health professionals 

specifically trained to advocate for the program) were effective in increasing referrals.35 

Other enablers identified include: 

• monetary reimbursements: health professionals received payment for assessing and referring 

patients2,30 

• available program and choice: having the ability to directly refer to existing services30,47, offering a 

choice between hospital and community location, and having readily available information about 

the program43 were considered facilitators to health professionals’ promotion of rehabilitation 

programs.40 It was considered desirable that lifestyle modification programs for patients were 

Type of Barriers Reference(s)* 

Inadequate training, communication and feedback Eight sources23,25,34,37,40,41,44,46 

Lack of resources Six sources24,25,30,34,35,40 

Lack of evidence of program efficacy and acceptability Five sources28,30,34,35,44  

Perceptions about patients Two sources2,34 

Previous referral experience Two sources25,44  

Normative beliefs related to medical clinical roles Three sources28,34,49 

Availability and access of program Two sources23,39 
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nearby and accessible (such as within the practice).30 One study identified the availability of 

phone and distance-based programs enabled HP referral to secondary cardiac rehabilitation 

programs2  

• implementing secondary prevention key performance indicators in general practice: for example, 

making quality indicators and quality improvement modules around secondary prevention 

available through RACGP was considered important38  

• single point of access/single assessment: a case management program with a single point of 

access—organisationally rather than geographically—can ensure that each individual is offered a 

systematic assessment and ensures that where clinician referral is the main form of admission to 

the program, the clinician can be assured of a straightforward route into the service in an 

otherwise complex system. Additional methods to reduce time constraints (such as using 

electronic records to identify eligible patients and the management of their risk factors) was 

considered valuable.38 

 

Identified suggestions to simplify the referral and communication process include:  

• Activity-Based Funding (ABF) link referral/attendance of funding to provide incentives38 

• when discharged from hospital after an event, GPs need an evidence-based care plan38 

• automated referrals that ideally reach the GP prior to the patient so that the GP has access to 

background information before they physically see the patient.38 

Table 7—Summary of enablers to referral by health professionals. 

 

 

A successful case study is presented in Box 1. (next page) 

  

Type of Enabler Reference(s) 

Appropriate training/educational programs Seven sources24,25,34,42–44,47  

Health professionals involved in program development Four sources30,35,40,46 

Monetary reimbursement Two sources30,38 

Availability and choice  Five sources2,30,40,45,47 

Key performance indicators One source38 

Single point of access One source38 
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Box 1. Case study: My Best Move, NHS London, UK 

The “My Best Move” project was designed to promote the prescription of physical activity, 

by GPs, for patients living with long-term conditions. Training was provided in the project to 

enhance GPs’ knowledge and confidence to prescribe physical activity. In 2012, this 

training was delivered to 314 health professionals across 67 GP practices in London. While 

most attendees were GPs, healthcare assistants, nurses, health promotion staff and 

administration staff also participated in these sessions. Encouraging outcomes were 

reported: 

“The project did monitor the impact of the training on GPs’ knowledge and confidence in 

recommending activity to their patients and showed a significant improvement in both the 

importance that GPs and healthcare staff attached to the role of physical activity and also to 

their confidence in speaking to their patients about becoming more active.” 

“My Best Move” was guided by the NHS London Long Term Conditions Steering Group and 

informed by findings arising from the implementation of previous physical activity initiatives. 

The training included the presentation of evidence about the benefits of exercise for a 

diverse range of conditions and emphasised the positive effects ‘everyday activities’, such 

as walking, can have. As noted: 

“By shifting the focus of training to how physical activity can help treat many conditions, 

GPs could appreciate how recommending physical activity could lead to better patient 

outcomes and is relevant to their role. Physical inactivity has suffered from being 

synonymous with obesity and many staff felt uncomfortable discussing weight with patients 

or felt that patients lost motivation for exercise as, without dietary changes, it did not lead to 

significant loss of weight.”  

This focus may have helped to anticipate and mitigate the barriers arising from health 

professionals’ lack of exposure to and training in lifestyle modification programs, as well as 

any concerns they may have about the evidence for therapeutic benefit.  

As part of the training, health professionals were introduced to motivational interviewing 

techniques, which were feasible to deliver within the brief consult timeframe – an important 

consideration where time is a limited resource. Further, the training outlined a clear role that 

GPs can play in initiating and facilitating patient behaviour change. 

Several lessons were learned in the implementation of “My Best Move”. GP practices were 

found to lack knowledge of and/or links with local service providers of physical activities 

(e.g. local cycling initiatives), and attempts were made to address this by inviting the 

involvement from these providers in the training. A high level of engagement from GPs, 

service providers and other health professionals was recommended to support successful 

program development and delivery. 

The study also acknowledged that further research of barriers and enablers to health professionals’ 

referral to lifestyle programs, particularly related to program uptake, should be conducted.23  
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Question 2: What elements of the referral process make a 

health practitioner refer their patients to a lifestyle modification 

program in a way that increases patient uptake and 

engagement with the program? 

Five sources from the peer-reviewed literature and two sources from grey literature reported on 

aspects of the referral process that increased uptake.34-36, 39, 40  

Identified elements included: 

1. Method of referral: 

 

• 'active recruiting' strategies, such as mail-based referral: Encouraging health professionals to 

proactively seek out program participants increased patient uptake. "Recruitment figures were 

seen to increase following GP mail-outs, adding to the evidence base in support of using 

active recruitment strategies."35 

• concurrent use of multiple referral techniques: For example, GPs conducting both in-person 

and targeted mail-out referrals was cited as a strategy to increase patient uptake.35 

 

2. Key elements of the referral process 

 

During the referral process, health professionals should: 

  

• tailor their advice to patients’ needs and preferences: health professionals tailoring advice to 

individuals by addressing health and social needs as well as health beliefs and/or culture had 

the potential to improve patient uptake.40 Advice should also be appropriate to the different 

disease stages (acute, subacute and ongoing care) and be readily accessible at all levels of 

the health system for health professionals making referrals39 

• assure patients of program relevance and effectiveness: patients may harbour concerns 

and/or have doubts about the effectiveness of lifestyle modification programs recommended 

by health professionals.35 Discerning and addressing patient reservations regarding 

participation was a cited strategy to overcome individual-level barriers to uptake. Program 

relevance to the patient’s medical conditions and specific needs should also be explained 

clearly: "Participants should feel that their condition or symptoms will be addressed by 

accepting" the referral36 

• foster patient agency and autonomy: patient concerns and preferences should inform health 

professionals’ decision-making about referral throughout the referral process, in a shared 

decision-making approach34,36 

• ensure that patients understand details of the programs: programs should be explained to 

patients and patients should have the opportunity to ask questions to reduce fear and anxiety 

around enrolment or fear of the unknown36 

• employ ‘user-friendly’ language techniques and use motivational interviewing techniques: HPs 

use of these behavioural techniques was found to be beneficial in increasing rates of program 

uptake by patients. Furthermore, encouraging GPs2 to use positive and encouraging 

language was valued.34  
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Question 3: What factors determine if a chronic disease patient 

referred to a lifestyle modification program will enrol and 

complete the program? 

Barriers to patient enrolment 

Numerous patient barriers to enrolment to referred lifestyle intervention were identified. Environmental 

barriers, such as proximity, access to private and public transport and patient perceptions about 

program accessibility, were frequently reported as inhibiters of patient uptake27,30,31,35,36,39,40,47, as 

were patient concerns about neighbourhood safety.35, 36 Social barriers included lack of support and 

assistance from friends and family27,35,40 and the local community.35,39 Disjunctions between the 

cultural beliefs of patients and program requirements (i.e. clothing, dietary requirements) were also 

cited as barriers requiring consideration by health professionals.36,40  

Individual context and psychological barriers were also frequently cited in the literature. Some patients 

were unmotivated and believed they could not change their current lifestyles.27,30,34,35,39,48 Some did 

not perceive the need to address their illness by changing their lifestyle30,34,47, or doubted the 

effectiveness of the prescribed lifestyle interventions.27,36 Younger individuals, in particular, were less 

likely to believe lifestyle-related factors contributed to their chronic conditions.40 For some patients, 

the prospect of program engagement was a source of fear which prevented enrolment.35 Other pre-

existing conditions, such as depression,39, 40 anxiety39 and other physical morbidities (e.g. 

cardiovascular disease preventing engagement in exercise intervention targeting diabetes)27,33,34 were 

also cited as factors.  

Other barriers identified include: 

• culturally and linguistically diverse (CALD) populations may face unique difficulties accessing 

lifestyle services. Barriers identified include linguistic and translation issues during referral,40 as 

well as misalignment between program characteristics and requirements, and cultural norms, 

especially around gender40 

• socio-economic factors such as patient inability to pay30 and make time for39,40 lifestyle 

modification 

• health system-related barriers: obstacles to patient enrolment arose because of the way 

healthcare professionals engaged with and referred patients to lifestyle modification programs. 

These included: patients not receiving enough information about the lifestyle modification 

programs2,40, patients detecting discrimination from health care professionals related to their 

socioeconomic status,40 and a lack of GP encouragement or willingness to refer patients to 

relevant LMPs.2  

Enablers to patient enrolment 

The most frequently cited enablers related to increasing patient support networks.36,41,43,50,45 Steps 

should be taken by the referrers to ensure patients feel supported to engage with lifestyle modification 

programs.2,34 Programs that established transitional support and channels of communication with 

referred patients prior to the lifestyle modification program commencement36,41,43,45,50 and engaging 
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and educating family members about chronic disease and lifestyle modification27,35,41,45 were widely 

cited and supported enablers of patient uptake. 

Health professionals were thought to play a significant role in encouraging patients to engage in 

lifestyle modification programs. Some patients reported they were “convinced by the conversation 

with their GP” to engage with lifestyle modification programs.43 Referral elements that effectively 

enhanced rates of patient recruitment included: health professional usage of and training in 

motivational interviewing and similar methods50, relationships of trust between health professionals 

and patients,34 health professionals’ ability to discern and address patient needs and reservations41 

and clearly explain relevant lifestyle modification programs2, and the health professionals’ awareness 

of the availability of person-centred and population-specific programs for ethnic and cultural 

minorities40,45,50 and older people.50  

Rurality and negative patient perceptions about program accessibility were primary barriers to 

program enrolment. To increase enrolment of rural and minority groups, telephone and/or home-

based programs specifically marketed to individuals who may struggle or find it inconvenient to 

access centre-based programs were used.31,38,43,29  

Other identified enablers include: 

• stage of patient journey: there was some evidence suggesting patients with a longstanding illness 

or those who sought information from their GPs about their illness were more receptive to lifestyle 

modification program referrals36,43 compared with other patient groups. In line with the first two 

studies, a third study cited evidence suggesting that exercise programs were less likely to be 

effective in the early stages of a diabetes diagnosis, as some patients are largely asymptomatic 

during this time and therefore did not see the value of addressing their condition34  

• patients’ positive perception of health practitioner authority: one peer-reviewed study reported that 

“there was a sense of [patients] being ready to be ‘told what to do’" by general practitioners34 

• the use of multiple ongoing recruitment techniques: combining referrals during general practice 

consultations as well as mail-out referrals was found to more effective than adopting a single 

recruitment method.35 

Barriers to patient completion of program 

Only five sources examined barriers associated with patient completion of and adherence to lifestyle 

modification programs. The most frequently cited barriers were lack of time to continue or complete a 

lifestyle modification program28,33 and diagnosis of depression or anxiety.27,39 Other barriers were 

related to patient morbidity. Patients with more symptoms,27 those who perceived minimal changes or 

benefits from program involvement,36 and who had a higher expectation of program capacity to 

address morbidities36 were identified as more likely to discontinue involvement before completion.  

Other barriers to completion were:  

• patient ill health, forcing early withdrawal because of capacity to complete33  

• lack of sustained patient interest in program33  

• patient perceptions of unsupportive program leaders: patients who felt program leaders lacked 

empathy and concern for their needs were less likely to return to prescribed interventions.36 
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Enablers to patient completion of program 

Enablers of program adherence and patient retention were addressed in seven studies. Most 

enablers identified were linked to social components of the lifestyle intervention program. Positive and 

trusting relationships with program facilitators23,29,35,36 and co-participants23,31, education sessions for 

friends and family23, and ongoing communication between health professionals, program staff and 

patients34,35 were all associated with increased patient satisfaction and completion likelihood. Program 

facilitator expertise31,36, the use of motivational and cognitive behavioural techniques36 and facilitator 

provision of tailored advice29 were also associated with greater patient retention.  

Other identified enablers of patient completion were: 

• peer-to-peer educators: opportunities for patients to meet and mutually support one another were 

associated with increased patient satisfaction, mutual feeling of patient comradery and increased 

likelihood of program adherence45 

• patient optimism in program capacity to bring about positive change27  

• patient perception of positive change due to involvement.36 

Gaps in the evidence 

The literature included mainly descriptive cohort studies. There were no pragmatic or randomised 

controlled trials with well-described contemporaneous control groups. We found few in-depth, long-

term evaluation studies of lifestyle interventions in the recent literature. This is a significant gap in the 

literature which limits program adaptation, improvement, scaling up or de-implementation of 

programs. Systems theory suggests that health programs that are built for purpose at one time point 

may not be relevant at another time point as contexts, policies, patient populations and health 

practitioner populations change. Therefore, programs need to be continually evaluated and adapted 

to ensure that they remain fit for purpose in changing circumstances.14 Furthermore, feedback of 

program outcomes was identified as an important factor facilitating health professional engagement 

and referral practices. Without ongoing robust evaluations, this needed feedback to health 

professionals is not possible. 

The bulk of the literature focused on patient perspectives, including patient benefits, factors leading to 

patient engagement, and enablers and supports needed for completion of programs. Although 

significant patient factors were identified that posed barriers to engagement, detailed solutions and 

practical strategies about overcoming these barriers were limited. 

Factors that helped health professionals refer to lifestyle programs were mostly limited to providing 

education to health professionals about programs and their benefits. This is a passive approach to 

behaviour change among health professionals and has been shown to have limited effect in 

practice.51 Few articles explored more active approaches, such as program co-design and co-

production with health professionals and patients, which ensures relevance and a feeling of 

ownership, both of which are related to positive behaviour change and ongoing engagement with new 

programs. The use of champions and advocates for lifestyle programs within the health professions 

(e.g. GP champions to support GP behaviour change among GP colleagues) was rarely discussed. 

Although the patient-centred approach to identifying individual needs was suggested as important, the 

literature was not clear to what extent this approach is actually implemented in health settings when 
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health professionals and patients make decisions about treatment and prevention options in the 

context of referral to lifestyle prevention programs. 

Well-designed, methodologically robust, long-term evaluations of lifestyle programs are needed and 

should be prioritised to improve the evidence base. Such evaluations need to be comprehensive and 

timely. Evaluations should be underpinned by the Quadruple Aim52 and should include studies to 

gauge multiple perspectives: patients, referring health professionals, organisations and staff delivering 

lifestyle programs, and policy makers and managers who commission and fund these programs.  
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Discussion 

Current literature on improving patient referral and completion of lifestyle modification programs is 

relatively well described, however, there are very few robust, well-designed long-term evaluations of 

these factors contributing to better patient referral, uptake and completion of lifestyle modification 

programs, from both the GP and patient perspective. On balance, there are some promising reports 

providing detailed descriptions of the barriers and enablers to patient uptake of the prescribed 

program (Figure 1).  

Figure 1—Summary of enabling factors of patient uptake of lifestyle modification programs.  

 

Our rapid literature review identified factors relating to four program types only (i.e. exercise, self-

management and education for patients, education for clinicians and care planning).  

Significant barriers affecting GPs’ decisions to refer patients to lifestyle modification programs were 

identified and need to be addressed when planning future lifestyle programs. These include barriers 

among GPs and other health professionals, including lack of awareness and training around such 

programs2,23,24,30,40, perception that program referrals are not a component of their role28,35, and lack of 

capacity and time to refer.32 Some health professionals perceived that such programs had little value 

and efficacy for patients’ outcomes and care pathways2,35, either because of previous experience or 

general beliefs. Methodologically robust studies should be undertaken to further clarify the specific 

factors identified here. 

Important enablers were identified. These include increasing exposure to and training in referring 

patients to lifestyle modification programs with resources targeting change in health professionals’ 
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beliefs about program efficacy and patient improvements following program attendance. Providing 

clear inter-disciplinary communication and clarity on roles, responsibilities and boundaries for those 

involved in arranging the program will further assist in health professionals’ patient referral.34 Having 

monetary reimbursement to health professionals was a clear enabler2,30, as well as having health 

professionals champions who were trained and could advocate for the program.35,46 Health 

professionals valued if programs themselves were readily accessible and available in a variety of 

settings.30,47 Future lifestyle modification projects could benefit from co-design and co-production 

approaches with meaningful involvement of patients, health professionals and policy stakeholders.  

The type of referral processes had an effect on health professionals’ referral decisions. Having active 

recruitment strategies and multiple referral techniques (e.g. mail-based referral, face-to-face clinic 

referral) were considered positive elements.38,47 Programs that had flexible secondary service options 

and were perceived as suitable for improving patients’ conditions were seen as favourable by health 

professionals.38 Health professionals’ ability to assess patient preferences and motivations and to 

apply shared decision-making when referring patients to lifestyle programs was seen as important, 

however, it was not clear whether health professionals have the capability to apply these approaches 

in practice. Building capacity among health professionals for motivational interviewing and shared 

decision-making within their routine practice should be a priority.  

Factors related to patient enrolment and ongoing engagement with lifestyle modification programs 

were identified. These included having multiple recruitment strategies35, providing accessible and 

culturally appropriate programs33, and with the flexibility to be carried out via the telephone or at 

home.29,33 Improving the support and assistance of patients’ supportive networks of family and 

friends36,41,43,45,50, especially during transitions during the program uptake phase when the behaviour 

changes and new habits are being built, were seen as critical for ongoing engagement. Education 

sessions on the program for the patient and for their significant support persons boosted patients’ 

completion rates.35 Patients who lacked sustained interest in the program as well as not experiencing 

any perceived health benefits of the lifestyle intervention were unlikely to complete the program.34 

Managing patient expectations at the outset and providing realistic information about the program 

(e.g. what it involves and what benefits to expect within flexible timeframes) are also important for 

ongoing engagement.40 Patients who have unrealistic expectations of large changes within short 

timeframes are less likely to engage and continue to participate to complete the programs.40 

Program facilitators played a big role in patient adherence and completion of the program.41,43,50 

Patients building a positive and trusting relationship with program leaders, facilitators and co-

participants by establishing ongoing communication23,35, having an effective program facilitator who 

used motivational and cognitive behavioural techniques,47 and having peer-to-peer educators45 were 

helpful. Future programs should ensure that the staff who deliver the intervention have been 

appropriately trained and have capacity to work with people of different ethnicities, ages, socio-

economic and educational backgrounds, and who have the skills to recognise different abilities and to 

adapt programs accordingly to ensure engagement. 

 



Sax Institute | Lifestyle modification programs 36 

Applicability and implications  

The quality and relevance of existing evidence varied. However, our findings provide a minimum base 

of evidence supporting the implementation of policies and procedures to increase patient usage of the 

Get Healthy service. Based on our findings, the following factors could be taken into account when 

considering improvements for better engagement from health professionals and patients: 

• Increasing the impact of educational resources for general practitioners. It was widely 

acknowledged that health professionals lacked the skills and knowledge required to address 

lifestyle-related treatments and refer patients to relevant services. Furthermore, health 

practitioners were often not interested in, had reservations about or doubted the effectiveness of 

lifestyle modification programs. Health practitioner training was identified as an effective way to 

improve referral rates to (exercise-based) lifestyle modification programs.  

 

Evidence suggests educational resources should: 

o Provide clear information about how the program works, including potential benefits for 

patients, and 

o Where applicable, challenge normative beliefs about the strictly clinical role of GPs.  

Offering training in motivational interviewing techniques and other effective referral strategies, 

which highlight the importance of discerning and addressing patient concerns and reservations 

about enrolment, could overcome GP reticence to engage with the program.   

Providing GP compensation or incentives to attend or use training resources, has been shown to 

be effective in several other programs and may also be effective for the Get Healthy program. 

• Reviewing how communication about the program fits with the routine GP workflow. Poor 

communication between health practitioners and lifestyle modification program facilitators can 

reduce health practitioner willingness to engage with programs. Additionally, health professionals 

are often time and resource poor, and therefore unable to engage with modification programs. 

Creating a seamless referral process that embeds the initial GP referrals, patient hand-over, and 

information relevant to patient safety in existing general practice workflows could increase referral 

success. Linking Get Healthy program facilitators into the secure messaging delivery software 

used by GPs in NSW could enhance feedback to GPs and improve communication. Taking the 

opportunity to partner with Primary Health Networks may be another potential avenue to engage 

GPs in educational activities about lifestyle programs. 

• Developing a means of transitional support for patients shortly after referral. Patient follow-up post 

referral and prior to enrolment was the most widely acknowledged method of increasing patient 

uptake. In the absence of link workers, effective, point-to-point channels of communication 

between GPs and the Get Healthy service would help establish timely phone-based patient 

follow-up. 
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• Creating educational resources to engage and educate the patient and their family and friends. 

Patients considering enrolment in lifestyle modification programs benefit from additional support 

within their personal networks. This could be achieved by educating patients’ support networks 

(friends and families) about patient morbidities and the benefits of relevant lifestyle intervention 

programs. The commissioning agency may therefore wish to consider developing educational 

materials specifically for patients’ support networks. Health professional training resources could 

also include information regarding the effectiveness of education being provided to families and 

friends who support the patient to engage with the lifestyle intervention program. 

 

• Marketing the accessibility of the Get Healthy program specifically to populations who may have 

difficulty accessing centre-based exercise programs. Phone-based exercise and other lifestyle 

interventions were particularly suited to rural-dwelling patients. Patients who require culturally 

safe intervention settings may also prefer distance-based lifestyle modification programs.  

 

• Educating GPs about which patients may be more likely to attend and benefit from referral. 

Available evidence indicates that patients with longstanding illnesses who seek advice from and 

trust their GPs were more likely to be receptive to referrals to exercise programs. There was also 

evidence suggesting patients with diagnoses of depression and/or anxiety were less likely to enrol 

and complete lifestyle modification programs recommended by health professionals. Referral to 

the Get Healthy service may be inappropriate for such populations without additional intensive 

support and integration of the lifestyle modification program with other treatment modalities.  

 



Sax Institute | Lifestyle modification programs 38 

Conclusion 

The main identified barriers to referral for lifestyle modification programs were health practitioners’ 

lack of knowledge about programs, doubts about the effectiveness of programs, and perceptions that 

referring to lifestyle programs was not part of their clinical role. To increase referral rates, health 

practitioners need to be engaged with lifestyle modification programs through co-design and co-

production of the programs, through ongoing educational activities about the programs and by 

recruiting practitioners who will advocate for and champion the programs among their colleagues. 

Receiving regular feedback about the programs, especially how the programs have helped individual 

patients, is also likely to improve engagement and change referral behaviour.  

Health practitioners who engage with patients when referring for lifestyle modification programs, by 

explaining the program adequately, facilitating questions from patients, reassuring the patient of the 

benefits of the program while managing realistic expectations, contribute to patient engagement with 

the program and completion. Using motivational interviewing techniques and ensuring that the patient 

is part of the decision-making process and that the patient’s individual health, social and financial 

circumstances and needs are considered are essential to patient engagement with programs. 

In addition to health practitioner factors, a combination of patient and program attributes also 

determines whether a patient will enrol in and complete a program. For patients, program proximity 

and ability to safely access the program, or to access via different modalities (e.g. online or via 

telephone), increase likelihood of engagement. Furthermore, patients expect program content that is 

relevant, appropriate to their level of ability and culturally appropriate. Involvement of family or 

personal networks and having needed resources (e.g. time, money, appropriate clothing) were all 

enablers. Programs that used approachable leaders and peer educators were more likely to retain 

patients to program completion because of the potential to develop supportive positive relationships 

with patients.  

The literature on factors that help or hinder health practitioner and patient engagement in lifestyle 

modification programs for secondary prevention is currently limited due to the paucity of well-designed 

long-term evaluations. Methodologically robust long-term studies should be undertaken to clarify the 

factors influencing lifestyle modification referral from both healthcare professionals’ and patients’ 

perspectives. Barriers and enablers that influence health professionals’ referral behaviours and 

patients’ capacity to engage with and complete lifestyle programs should be explored in depth using 

mixed methods research. 
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 Appendices 

Appendix 1. PRISMA diagrams 

Figure 1—PRISMA flowchart for peer-reviewed literature. 
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Figure 2—PRISMA flowchart for grey publications. 
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Appendix 2. Search strategy 

Sources for grey literature  

Websites from which full texts were sourced to assess eligibility for inclusion: 

1. The National Institute for Health and Care Excellence (NICE) 

2. The King's Fund 

3. World Health Organisation (WHO) 

4. Organisation for Economic Cooperation and Development (OECD) 

5. The Commonwealth Fund  

6. Public Health Agency of Canada 

7. The Royal Society for Public Health (RSPH) 

8. The Scottish Intercollegiate Guidelines Network (SIGN) 

9. The National Health Service 

10. Alliance for Healthier Communities 

11. The George Institute 

12. Secondary Prevention Alliance 

13. Australian Secondary Prevention Alliance 

14. Diabetes Australia 

15. Department of Health, Western Australia 

16. European Observatory on Health Systems and Policies 

17. University of Westminster 

18. ERS Research and Consultancy  
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Appendix 3. Evidence grading 

Table 1—Quality assessment for peer-reviewed literature using the Hawker tool7 scoring for methodological rigor. 
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Newton et al.24 Fair Fair Poor Poor Poor Poor Poor Fair Good 25.55 

Murray et al.27 Good Good Good Good Good N/A (Good) Good Good Good 40 

Walters et al.28 Good Fair Fair Good Good Poor Fair Fair Good 33.33 

Clark et al.2 Good Good Good Good Fair N/A (Good) Good Good Good 38.88 

Dennis et al.29 Good Good Good Good Good N/A (Good) Good Good Good 40 

Geense et al.30 Good Fair Good Good Good Fair Good Good Good 37.77 

Brydges et al.25 Good Fair Fair Fair Good Poor Good Fair Good 33.3 

O’Hara et al.26 Good Fair Fair Good Good Poor Good Good Fair 34.44 
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James et al.33 Good Fair Good Good Good Poor Good Good Good 36.66 

Matthews et al.34 Good Fair Fair Fair Good Good Fair Good Good 35.55 

Davisson et al.23 Good Good Fair Poor Good Poor Fair Poor Good 31.11 
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Table 2—Quality assessment for grey literature using the AACODS tool scoring for methodological 

rigor. 

Source Authority Accuracy Coverage Objectivity Date Significance  

NHS44 Yes Yes Yes Yes Yes Yes  

The King’s Fund37 Yes Yes Yes Yes Yes Yes  

Secondary Prevention 

Alliance39 
Yes Yes Yes Yes Yes Yes 

 

The George Institute45 Yes Yes Yes Yes Yes Yes  

Newcastle Social Prescribing 

Project43 
Yes Yes Yes Yes Yes Yes 

 

NICE46 Yes Yes No No Yes Yes  

King’s Fund38 Yes Yes Yes Yes Yes Yes  

NICE40 Yes Yes Yes Yes Yes Yes  

Department of Health, 

Western Australia47 
Yes No Yes Yes Yes Yes 

 

The Commonwealth Fund 41 Yes Yes Yes Yes Yes Yes  

Royal Society for Public 

Health UK42 
Yes Yes Yes Yes Yes Yes 

 

EU48 Yes Yes Yes Yes Yes Yes  

The Commonwealth Fund49 Yes Yes Yes Yes Yes Yes  

Scottish Intercollegiate 

Guidelines Network50 
Yes Yes Yes Yes Yes Yes 
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Appendix 4. Intervention characteristics 

Table 1—Intervention characteristics.

  

Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

Newton et al.24 Better 

Knowledge, 

Better Health 

S Australia  Developed to improve general 

practice registrars’ understanding and 

competence around self-management 

for patients with osteoarthritis. 

Delivered via online learning module 

comprised of educational, interactive 

workshop, and self-assessment 

quizzes  

HP Osteoarthritis  

Murray et al.27 Systematic review 

of interventions 

G UK  Information not available; multiple 

programs reviewed 

Mix  Cardiovascular 

disease  

Walters et al.28 Intervention for 

academic study: 

COPD-specific 

clinical 

management 

module 

S Australia  Initiative to train general practice 

nurses to provide ongoing health 

coaching to identified chronic 

obstructive pulmonary disease 

(COPD) patients. After taking part in 

education and training session, 

general practice nurses mentored up 

Mix COPD  
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Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

to five patients for 12 months. 

Mentorship was patient-centred and 

aimed to help patients reach personal 

goals and manage symptoms of 

COPD 

Clark et al.2 Systematic review 

of interventions 

- Canada Information not available; multiple 

programs reviewed 

Mix Cardiovascular disease 

Dennis et al29 Systematic review 

of interventions 

- Australia Information not available; multiple 

programs reviewed 

Mix Multiple 

Geense et al.30 -  G The 

Netherlands  

Information not available; multiple 

programs reviewed. 

P Diabetes, 

cardiovascular disease, 

chronic respiratory 

disease, obesity  

Brydges et al.25 CREMS 

(Community 

referrals by 

Emergency 

Medical Services) 

initiative  

S Canada  Referral initiative that aims to involve 

paramedics in initiating patient referral 

to lifestyle intervention and other 

community programs. Paramedics are 

trained and educated around referral 

criteria and techniques. Various 

programs are available to patients, 

although patients are most often 

HP  Multiple  
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Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

referred to chronic disease 

management options 

O’Hara et al.26 Get Healthy 

Information and 

Coaching Service 

S Australia  State-funded telephone-based 

exercise service. Provides an 

information kit on healthy eating, 

physical activity recommendations 

and achieving or maintaining a 

healthy weight, and a telephone-

based health coaching service that 

aims to help participants reach 

personal health goals 

P  Obesity  

McNamara et 

al.31 

One-off 

intervention for 

academic study  

S Australia  Supervised exercise program for 

people living with chronic respiratory 

and/or cardiac disease. Offered to 

patients instead of hospital-based 

rehabilitation. Exercise therapy hosted 

by physiotherapist 

P  Chronic 

respiratory and/or 

cardiac disease  

Whelan et al.32 Get Healthy 

program  

S Australia  State-funded telephone-based 

exercise service. Provides an 

information kit on healthy eating, 

physical activity recommendations 

and achieving or maintaining a 

healthy weight, and a telephone-

based health coaching service that 

HP  Obesity  
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Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

aims to help participants reach 

personal health goals 

James et al.33 Newcastle 

Comparison Of 

Activity Coaching 

for Health 

(NewCOACH) 

S Australia  Exercise counselling program for 

inactive patients with or without 

chronic disease. Program established 

to determine the feasibility and 

efficacy of primary care referrals 

pathways to lifestyle modification 

programs, and to compare results of 

face-to-face and phone-based 

delivery of program 

P  Chronic respiratory 

and/or cardiac 

disease, diabetes, 

arthritis, depression, 

cancer  

Matthews et 

al.34  

Generation 

Games  

S UK  Offers multiple exercise programs for 

different population groups, seeks to 

facilitate healthy lifestyle across age 

groups. Also facilitates health practice 

education programs and referral 

pathways for chronically ill patients, 

such as people living with diabetes. 

Health practitioners are trained to 

identity and refer patients who may 

benefit from physical therapy 

coaching  

Mix  Diabetes  
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Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

Davisson et 

al.23 

 “Living Well” 

chronic disease 

management 

program 

S US Chronic disease self-management 

program for rural Americans. Program 

elements are facilitated by a nurse 

coordinator. Elements include in-

person and telephone coaching on 

disease self-management, as well as 

peer-support and group educational 

sessions 

P  Heart failure, COPD, 

diabetes  

Bird et al.35 CLICK into 

activity referral 

scheme 

S UK  General practice referral scheme 

designed for inactive patients living 

with, or at risk of developing, one or 

more morbidities. Program consists of 

exercise program held in local leisure 

centres, which are led by exercise 

specialists 

Mix  Diabetes, hypertension, 

obesity, overweight, 

pre-diabetes  

Husk36 Systematic review 

of interventions 

G UK Information not available; multiple 

programs reviewed 

Mix  Multiple  

NHS44 Year of care 

programme 

S UK Policy initiative targeting the patient 

uptake of and health professional care 

management of diabetes 

P Diabetes 

The King’s 

Fund37 

Case 

management 

G UK and US Case management approach is 

discussed. Case management refers 

P Multiple, long-term 

conditions 
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Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

(analysed as 

generic approach) 

to tailored interventions, usually 

lifestyle interventions, for patients 

suffering illness or chronic disease 

Secondary 

Prevention 

Alliance39 

Rehabilitation and 

self-management 

programs 

G Australia Discusses a range of cardiac 

rehabilitation programs 

P Acute Coronary 

Syndromes (ACS) 

The George 

Institute45 

- G Australia Secondary prevention for coronary 

disease discussed generally 

P Coronary disease 

Newcastle 

Social 

Prescribing 

Project43 

Newcastle Social 

Prescribing 

Project 

S UK Link-worker program developed within 

existing voluntary organisations. 

Designed to assist health care 

professionals to refer patients with 

long-term illnesses to community 

secondary support. Other goals were 

to raise awareness of program and 

social prescribing among health care 

professionals  

P Multiple 

NICE46 My Best Move S UK Educational intervention for GPs. 

Project aims to assess the feasibility 

of educating and encouraging GP 

referrals to physical activity 

interventions 

P Multiple 
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Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

King’s Fund38 - G US Information not available; multiple 

programs reviewed 

P Multiple 

NICE40 Cardiac 

Rehabilitation 

G UK Discusses a range of cardiac 

rehabilitation programs 

P Myocardial infarction 

Department of 

Health, 

Western 

Australia47 

Cardiovascular 

rehabilitation 

 Australia Discusses a range of cardiac 

rehabilitation programs 

P Cardiovascular disease 

The 

Commonwealth 

Fund 41 

- G US Examines a range of community 

resources for patients with complex 

needs 

P Multiple 

Royal Society 

for Public 

Health UK42 

“Healthy 

Conversations” or 

“Making Every 

Contact Count” 

initiative  

S UK “Healthy Conversations” refers to an 

initiative encouraging health 

practitioners to embed discussion of 

lifestyle, including lifestyle 

modification program referral options, 

into everyday discussions with 

patients 

P Multiple 

EU48 Sustainable 

integrated chronic 

care models for 

S Germany An initiative to prevent hospital 

(re)admissions of older patients using 

P Multiple 
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Ref Intervention 

name 

Type Country of 

origin 

Lifestyle intervention description Targeted 

populationb 

Chronic condition(s) 

targeted 

multi-morbidity 

(SELFIE) 

targeted lifestyle modification and 

self-management programs 

The 

Commonwealth 

Fund49 

-  US Discusses a range of lifestyle 

modification interventions 

P Multiple 

Scottish 

Intercollegiate 

Guidelines 

Network50 

-  UK Discusses a range of cardiac 

rehabilitation programs. 

P Cardiovascular disease 
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Table 2—General characteristics of the lifestyle program including format, mode of delivery and frequency of intervention. 

Type a Ref Year Location Type of lifestyle 

program 

Format of 

programb 

Method of 

deliveryc 

Frequency/ 

Durationd 

PR Newton et al.24 2011 Australia Education for healthcare 

professionals 

Not 

reported 
D 

One-off online training module 

PR Murray et al.27 2012 UK Various - Multiplef - 

PR Walters et al.28 2012 Australia Self-management Individual 
F2F 

Weekly, then less frequently / 

12 months 

PR Clark et al.2 2013 Canada Various  - Multiple - 

PR Dennis et al.29 2013 Australia Various - Multiple - 

PR Geense et al.30 2013 The 

Netherlands 

Various - 
Multiple 

- 

PR Brydges et al.25 2015 Canada - - - - 

PR O’Hara et al.26 2016 Australia Exercise Group F2F Twice a week / 8 weeks 

PR McNamara et 

al.31 

2015 Australia Exercise Individual 
D(PC) 

10 calls / 6 months 
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Type a Ref Year Location Type of lifestyle 

program 

Format of 

programb 

Method of 

deliveryc 

Frequency/ 

Durationd 

PR Whelan et al.32 2016 Australia Exercise Individual D(PC) 10 calls / 6 months 

PR James et al.33 2017 Australia Exercise Individual Mixed (F2F, 

D[PC]) 

5 / 13 weeks 

PR Matthews et al.34  2017 UK Exercise Both Mixed (F2F, 

[PC, IV,ICT]) 

Flexible and ongoing 

participation 

PR Davisson et al.23 2018 US Education for patients, 

self-management 

Both Mixed (F2F, 

D[PC]) 

Once every week / minimum 6 

weeks 

PR Bird et al.35 2019 UK Exercise Group F2F 1 session per week / 12 weeks 

PR Husk36 2020 England Various - Multiple - 

GL NHS44 2011 UK Care planning - - - 

GL The King’s 

Fund37 

2011 UK and US Care planning - 
D (PC/TH) 

- 

GL Secondary 

Prevention 

Alliance39 

2011 Australia Rehabilitation 

programmes and self-

management 

- 

ICT 

- 
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Type a Ref Year Location Type of lifestyle 

program 

Format of 

programb 

Method of 

deliveryc 

Frequency/ 

Durationd 

GL The George 

Institute45 

2012 Australia Various - Mixed (F2F, 

D[PC], B, 

other)e 

- 

GL Newcastle 

Social 

Prescribing 

Project43 

2013 UK Link-worker service - 

- 

- 

GL NICE46 2013 UK Exercise - - - 

GL King’s Fund38 2014 UK and US Various - - - 

GL NICE40 2014 UK Cardiac rehabilitation 

programme 

- 
D (PC/TH) 

- 

GL Department of 

Health, Western 

Australia47 

2014 Australia Various - 

- 

- 

GL The 

Commonwealth 

Fund41 

2015 US Clinical care models or 

care management 

programs 

- 

- 

- 
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Type a Ref Year Location Type of lifestyle 

program 

Format of 

programb 

Method of 

deliveryc 

Frequency/ 

Durationd 

GL Royal Society 

for Public Health 

UK42 

2015 UK Healthy conversations - 

- 

- 

GL EU48 2016 Germany Education and coaching 

on self-management 

- Mixed (D[PC]; 

B) 

- 

GL The 

Commonwealth 

Fund49 

2017 US Various - 

F2F 

- 

GL Scottish 

Intercollegiate 

Guidelines 

Network50 

2017 UK Various - 

D (PC/TH) 

- 

        

a PR=peer-review article; GL=grey literature. 
b Delivery of the program could be in a group setting or individual intervention (e.g., self-education) or both group and individual. 
c F2F=Face-to-face; D=distance, PC=phone consultation; TH=telehealth; B=brochures; IV=Instructional video; ICT=information communications technologies 
d Frequency and duration of program. 
e Other also included internet or web-based systems, provided video, DVD or written manuals 
f Multiple programs evaluated; program details not.s 


