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1. Introduction  

1.1 Public Health England (PHE) is commissioning the an appropriate provider to produce evidence-based public health recommendations on physical activity for people with impairments and disabilities, and supportive materials for carers and practitioners to facilitate implementation of the UK Chief Medical Officers (CMOs) existing physical activity guidelines, Start Active, Stay Active (2011), and inform their forthcoming update.


2. Background

2.1. PHE is the expert public health agency in England which fulfils the Secretary of State for Health’s statutory duty to protect health and address inequalities, and executes this power to promote the health and wellbeing of the nation.


3. Context

3.1. Physical inactivity is in the top ten greatest causes of ill health nationally, with negative impacts on health, social and economic outcomes for individuals and communities. It is responsible for 1 in 6 UK deaths – equivalent to smoking – and up to 40% of many long term conditions such as diabetes could be prevented if people were more physically active. Annually it costs the UK £7.4 billion per year (£0.9 billion in NHS services, £5.5 billion in lost productivity and £1 billion in premature mortality of working age people).

3.2. PHE launched the national physical activity framework, Everybody Active, Every Day, in October 2014. It included a key domain for action on ‘Moving professionals’ to engage professional networks to support understanding and awareness of, and greater engagement in, physical activity among the wider public.

3.3. The UK Chief Medical Officers’ (CMOs) guidelines for physical activity outline evidence-based, age-specific recommendation for physical activity for good health. Each of the guidelines covers three elements: cardiovascular activity; muscle and bone strengthening and balance activities (MBSBA); and reducing prolonged sedentary (sitting) time. However they are limited in their reference to how these apply and can be implemented by people with disabilities or impairments.

3.4. Epidemiological data on physical activity demonstrate significant inequalities affecting people living with a disability, e.g.[footnoteRef:1]: [1:  Sport England. Unpublished data.] 

· Around a third of ‘inactive’ people are disabled (30%) compared to just a fifth of the population as a whole (21%).
· ‘Inactive’ people are far more likely to be doing ‘nothing at all’ compare to ‘inactive’ non-disabled people.
· ‘Inactive’ disabled people with 3+ impairments are even more likely to be doing nothing than those with 1 or 2 impairments.
· People with disabilities or impairments are more likely to suffer from another condition (e.g. 30% of people with a chronic physical health condition also have a mental health condition) and could potentially gain greater benefit from being active for prevention and management of conditions.

3.5. Qualitative research with active and non-active disabled people has suggested that the greatest barriers to participation for disabled people are not health, but are logistical, physical and psychological[footnoteRef:2]. [2:  English Federation of Disability Sport (2012) Understanding the barriers to participation in sport. ] 


3.6. It is proposed that this project uses a social model and term for ‘disabled people’. This term refers to people who have a long-standing and limiting disability or illness. These are impairments or health problems that limit or restrict activities in any way, in different areas of life. A person can have a long standing disability or illness without it being limiting (i.e. non-limiting). 

3.7. Research by Sport England and the English Federation of Disability Sport demonstrates that disabled people would pay particular attention to a recommendation from someone they trust. This could be someone with whom they have a formal relationship (e.g. their GP) or an informal relationship (e.g. a friend or a local hairdresser).

3.8. [bookmark: _Ref494881906]Aetiology varies significantly across individuals and disabilities and impairments[footnoteRef:3]. The majority of physical and sensory impairments are acquired during a life time, in contrast to disabilities such as learning difficulties which are often from birth and affected from childhood. Increases in life expectancy and certain lifestyle health risk factors have and are leading to an  increase in number of people and proportion of life lived with a disabilities or impairment that daily activity and function. [3:  Sport England (2017) Mapping disability – The facts.] 


3.9. There are differences between different types of impairments and disabilities that dictate the need for a level of personalisation at individual level. However it is likely that there is enough commonality across categorisations of impairments to provide evidence-based public health advice at this macro level. Categories of impairments can be defined in a number of ways, from a physiological approach (e.g. upper limb, lower limb, global mobility, sensory and intellectual) to more functional definitions (e.g. the Active Lives Survey uses 13 categories2). It is proposed that the Expert Group consider the most relevant and practicable categories for providing public health guidance on physical activity.

3.10. Research has been undertaken by Sport England and the English Federation of Disability Sport on reaching, engaging and communicating with disabled people[footnoteRef:4]. Guidance has also been produce on communication for people with disabilities[footnoteRef:5].  [4:  Sport England (2016) Mapping Disability. Engaging disabled people: the research.]  [5:  English Federation of Disability Sport (2016) Access for all: inclusive communications.] 


3.11. With renewed interest in physical activity in general and for emerging priorities such as healthy ageing, there is a risk that the lack of clear understanding of how to interpret the guidelines for different types of disabilities and impairments may create a further barrier to affected individuals being active and achieving their potential.

3.12. The UK CMOs’ Guidance, Start Active, Stay Active (2011), recognises that there are significant inequalities in physical activity affecting people living with disabilities, but that its development process “did not specifically review the available evidence in this area and the array of different impairments and disabilities makes generalisation very difficult. Nevertheless, most disabled people would benefit from physical activity according to their capacity. The expert advisory working groups agreed that the guidelines in this report would be broadly applicable. Specific activities may however require adaptation to individual needs and abilities and safety concerns must be addressed. Environmental barriers, social oppression and psychological challenges also need to be consider.”

3.13. The UK CMOs have established an Expert Group on physical activity (chaired by Dr Charlie Foster (University of Bristol / President of the International Association for Physical Activity and Health) to undertake specific evidence-related tasks on their behalf; including improving awareness and usage of the physical activity guidelines by healthcare professionals and other key influencers. This work will need to show a clear link and similar format with the past and future work of the CMO PA expert advisory group. 

3.14. This commission tasks the provider with producing evidence-based public health recommendations on physical activity for people with impairments and disabilities, and supportive materials for carers and health and care practitioners to facilitate implementation of the UK Chief Medical Officers (CMOs) existing physical activity guidelines, Start Active, Stay Active (2011), and inform their forthcoming update.

3.15. The provider is invited to develop a process to undertake the objective and deliver the required output as part of their proposal. It is suggested that it includes the following elements: 

i. Establishment of an expert panel of academics, policy makers and relevant orgaisations
ii. Agree scope, definitions and project plan with PHE.
iii. Identify and commission reviews
iv. Review of evidence to answer research question undertaken by appropriate members of Group.
v. Review and consensus on evidence and recommendations by Group.
vi. Drafting of report and recommendations.
vii. Review and sign-off of report and recommendations by key leaders, including the UK CMOs.
viii. Co-production of materials for carers and health and care practitioners (e.g. infographics) with tailored and generic recommendations across impairment categories.


4. Aim, Objectives and Deliverables 

4.1. Aim

4.1.1. Produce evidence-based public health recommendations on physical activity for people with impairments and disabilities, and supportive materials for carers and health and care practitioners to facilitate implementation of the UK Chief Medical Officers (CMOs) existing physical activity guidelines, Start Active, Stay Active (2011), and inform their forthcoming update.

4.1.2. The output of this work is population health, not clinical disease-specific guidance (unless considered where relevant).

4.2. Objectives 

4.2.1. Review the evidence base for physical activity in people with people with impairments and disabilities for general health benefits.

4.2.2. Synthesise the evidence base with consideration of: 1) types of impairments and disabilities; and 2) congenital and acquired impairments and disabilities. It should include practical recommendations for how physical activity can be incorporated into an individual’s life, taking into account specific risks (e.g. cardiovascular disease).

4.2.3. Coproduce with relevant stakeholders suitable formats of the recommendations for carers and health and care professionals to create awareness and support incorporation of the guidance within their care for people with impairments and disabilities. It should consider the relevance and need for consideration of the stage of impairment (e.g. at early stage of development of long-term illness, after trauma-induced disability and impairment). 

4.2.4. Consider and provide practical recommendations on how population surveillance of physical activity in people with disabilities and impairments (i.e. Active Lives Survey) can inform local needs assessment and planning.

4.3. Deliverables

4.3.1. Evidence review / synthesis - A comprehensive academic review of the evidence base and synthesis into public health guidelines on physical activity for good health for people with impairment and disabilities. This should include:
· All elements of the current UK CMOs guidelines (i.e. aerobic activity, muscle and bone strengthening and balance activities, and sedentary time)

· A summary of potential contributions of specific physical activities to specific disability and impairment categories.

· Identification of specific considerations for physical activity at specific stages of the life course for people with disabilities, including the relevance of whether disability and impairment is congenital or acquired.

· Recommendations for individuals and their carers on incorporating physical activity into everyday life (and specific activities where relevant) for specific types of impairment.

· Recommendations for practitioners on specific support needs for people with disabilities and impairments within their practice, including potential barriers and enablers for behaviour change, and the relevance and need for consideration of the stage of impairment. 

· Recommendations on how population surveillance of physical activity in people with disabilities and impairments can inform local needs assessment and planning.

4.3.2. Materials for carers and health and care professionals (e.g. infographics) – A suite of materials (potentially infographics) to communicate the findings and enable cares and health and care professionals to incorporate them into their practice supporting patients with impairments and disabilities co-produced with relevant stakeholders in relevant formats (as agreed by the stakeholder group, but potentially braile, sign language video and easy read formats). 


5. Standard information for applicants

5.1. The sections below provide standard information on different aspects of the project and will contain details relevant to your application.

5.2. Governance Issues

5.2.1. Day-to-day management of this project will be by an identified project lead within the provider organisation.

5.2.2. The successful provider must adhere to the Data Protection Act (1998) and the Freedom of Information Act (2000). Effective security management, and ensuring personal information and assessment data are kept secure, will be essential. 


6. Patient and Public Involvement 

6.1. The provider will be undertaking direct engagement with stakeholders as appropriate.


7. Reporting Arrangements

7.1. The PHE lead for this project is Dr Mike Brannan (Deputy National Lead for Adult Health and Wellbeing) supported by Nick Clarke (Programme Manager – Physical Activity), who will liaise with the provider lead and provide day to day support from PHE.

7.2. The provider will be expected to meet with the PHE lead at the initiation, mid-point and end point of the project and to highlight any risks or issues as soon as possible in writing to the PHE lead.

8. Dissemination

8.1. Any branding of developed resources will be subject to PHE policy on the use of its name, logo, etc.

8.2. The resources developed during the project will be co-branded between Public Health England and the provider and be available for use free of charge.

8.3. The intellectual copyright to the resources will be shared between PHE and the provider.


9. Budget and Timescale

9.1. The project has a budget of up to £60,000 (excluding VAT), which should include all costs required to deliver the stated outputs (e.g. including design costs).

9.2. The project must be completed by 31st March 2018. 


10. Key milestones

10.1. The Provider is requested to provide a Project Plan for agreement at the earliest opportunity for agreement with PHE

10.2. The project will start as soon as the Project Plan is agreed and complete by 31st March 2018.

10.3. The key milestones are to be outlined by the provider and have to be sufficient to deliver the required objectives and outputs by the end of the contract period.
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