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AbstrAct
Objective Physical activity (PA) prescriptions provided 
by family physicians can promote PA participation 
among patients, but few physicians regularly write PA 
prescriptions. The objective of this study was to describe 
family physicians’ experiences of trying to implement 
written PA prescriptions into their practice.
Design Longitudinal qualitative study where participants 
were interviewed four times during a 12-month period. 
After the first interview, they were provided with PA 
prescription pads. Data were analysed using thematic 
analysis.
Setting Family medicine clinics in New Brunswick, 
Canada.
Participants Family physicians (n=11) with no prior 
experience writing PA prescriptions, but who expressed 
interest in changing their practice to implement written PA 
prescriptions.
Results Initially, participants exhibited confidence in their 
ability to write PA prescriptions in the future and intended 
to write prescriptions. However, data from the follow-up 
interviews indicated that the rate of implementation was 
lower than anticipated by participants and prescriptions 
were not part of their regular practice. Two themes 
emerged as factors explaining the gap between their 
intentions and behaviours: (1) uncertainty about the 
effectiveness of written PA prescription, and (2) practical 
concerns (eg, changing well-established habits, time 
constraints, systemic institutional barriers).
Conclusion It may be effective to increase awareness 
among family physicians about the effectiveness of writing 
PA prescriptions and address barriers related to how 
their practice is organised in order to promote written PA 
prescription rates.

IntroductIon
Participation in physical activity is labelled as 
‘medicine’ as it plays a critical role in disease 
prevention and control. It can reduce the 
risk of developing several chronic diseases, 
including heart disease, type 2 diabetes, 

osteoporosis and several types of cancer.1 In 
addition, participation in physical activity 
can help improve insulin sensitivity, assist in 
diminishing elevated blood glucose levels 
into the normal range, lower blood pres-
sure and alleviate symptoms of depression 
among adults diagnosed with various chronic 
diseases (eg, depression, diabetes, hyper-
tension).2–5 In light of this evidence and 
evidence that physical activity can be as effec-
tive as frequently prescribed pharmaceutical 
agents in managing many common chronic 
diseases,6 7 numerous medical practice 
guidelines recommend introducing physical 
activity as a first-line therapeutic option.8–12

Advice from family physicians can be a 
strong external cue for health-promoting 
actions. Patients expect to receive recom-
mendations to modify behaviours from their 
primary care providers.13 One way of giving 
advice is to write physical activity prescrip-
tions. Writing physical activity prescriptions 
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Strengths and limitations of this study

 ► This is the first study to follow family physicians 
over a 1-year period as they tried to implement 
written physical activity (PA) prescriptions into their 
practice. This design enabled us to document the 
process that physicians go through as they plan to 
modify their practice and as they encounter barriers.

 ► The design of this study did not incorporate a direct 
measure of the rate of PA  prescription, or of the 
frequency of each barrier.

 ► Although our study involved multiple face-to-face 
interviews, it is possible that the 11 physicians 
participating in this study are not representative of 
the larger population of family physicians practicing 
in Canada or elsewhere.
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has shown promise in promoting behaviour change. 
Researchers have concluded that written prescriptions 
of physical activity by family physicians can lead patients 
to attain higher physical activity levels.14–17 Prescribing 
physical activity can also lead to improvements in physical 
fitness18 and health-related quality of life.19

Despite the effectiveness of writing physical activity 
prescriptions and evidence that most family physicians 
recognise the value of physical activity,20 a national survey 
indicated that only 16% of family physicians in Canada 
write physical activity prescriptions for their patients.21 
Similar proportions have been noted elsewhere.22 23

To increase the likelihood that physical activity 
promotion becomes part of regular practice, addressing 
physical inactivity has become a key component of 
medical curricula and is recognised as part of regular 
health services in some countries such as England and 
New Zealand.24 25 Although there are no clearly defined 
expectations of the role family physicians should play in 
promoting physical activity at the present time in Canada, 
nor is it typically included in their training, various organ-
isations, including provincial medical societies and the 
Canadian College of Family Medicine, have prepared 
and distributed physical activity prescription pads for 
members at no cost to encourage physicians to write 
physical activity prescriptions for their patients.26 27 This 
action aligns with results from a previous study where we 
reported that primary care providers identified a lack of 
tools (eg, prescription pads) as a barrier to writing phys-
ical activity prescriptions.28 To understand if and how 
the distribution of these prescription pads has impacted 
family physicians’ practice, we conducted a longitudinal 
qualitative study with family physicians who were new 
recipients of physical activity prescription pads. We aimed 
to explore how their prescription habits changed (if at 
all) over time and to identify barriers and enablers to 
writing physical activity prescriptions for their patients.

Methods
This longitudinal descriptive qualitative study was 
approved by the Vitalité Health Network research ethics 
committee. There are an estimated 208 family physicians 
practising in the Greater Moncton Area.29 We purpose-
fully recruited 11 of these family physicians (100% 
French speaking, 64% women, average of 17±9 years of 
practice) whom self-reported having no prior experi-
ence in writing physical activity prescriptions but had a 
desire to implement it into their practice. The Moncton 
Census Metropolitan Area has a population of 144 810, 
with 65% speaking English and 32% speaking French as 
their first language.30 With the majority of the workforce 
commuting to its urban core for work, Moncton presents 
as an urban economy with a lower than national average 
unemployment rate.31 Similar to most of Canada, there 
are four seasons in Moncton and weather varies according 
to season, with daily average temperatures ranging from 
−8°C in winter months to 20°C in summer.32

After providing consent, participants were interviewed 
four times during a 12-month period. Following the first 
interview, they received two types of physical activity 
prescription pads with brief instructions on how to use 
each pad. One pad was distributed by their provincial 
medical society and the other was distributed by Exer-
cise is Medicine Canada. Both pads include a section for 
physicians to specify a recommended type, frequency 
and duration of activity for each patient and present the 
Canadian physical activity guideline. Physicians were free 
to use the pad they preferred. No other intervention 
was provided to be representative of the context most 
often associated with the distribution of physical activity 
prescription pads in practice.

Participants were first interviewed in January 2015, 
and then again 2, 4 and 12 later (ie, after receiving 
the physical activity prescription pads). The timing of 
follow-up interviews was based on previous research33 and 
was meant to cover the estimated median time required to 
form the habit of prescribing physical activity (2 months; 
first follow-up), the time when we could expect the 75% 
of participants to have formed the habit (4 months; 
second follow-up) and a time when all participants would 
have formed the habit (12 months; third follow-up).33 
This data collection schedule was also designed to allow 
gaining understanding of the process of behaviour 
change and adoption and observe whether any behaviour 
change would be maintained. Interviews were conducted 
in French at participants’ workplace, were semistructured 
and lasted between 20 and 55 min. The last interview took 
place in January 2016. The first three cycles of interviews 
were conducted by one of four residents in family medi-
cine; the fourth cycle of interviews was conducted by one 
of four fourth year medical students because the residents 
were no longer available. All interviewers had a clear 
understanding of the study objectives and were trained 
on how to use the interview guide for this study. All inter-
views were audio-recorded and transcribed verbatim.

The interview guide included open-ended ques-
tions and probes. Participants were asked about their 
experiences of implementing written physical activity 
prescriptions into their practice (eg, ‘Describe to me how 
you go about integrating physical activity prescriptions 
in your practice—How do you do it? In what contexts? 
What instructions do you give? What tools do you use? 
How frequently?’), any challenges they faced (eg, ‘Can 
you tell me about the things that may interfere with you 
prescribing physical activity?’) and what they found that 
helped them (eg, ‘What are things that you find help 
you prescribe physical activity in writing?’). They were 
also asked about their feelings about prescribing phys-
ical activity now and in the future, the reasons for which 
they prescribe, their comfort with the practice, their 
intentions and their best and worst experiences with 
presenting physical activity prescriptions to patients. The 
questions included in the interview guide did not change 
over time and served as a checklist of points for discus-
sion. However, interviewers were instructed to be flexible 
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and allow participants to take the discussion in any direc-
tion they wished to.

data analysis
The data were imported into NVivo software (V.11) and 
analysed using the six stages of thematic analysis: familiar-
isation with data, generation of initial codes, searching for 
themes, reviewing themes, defining and naming themes, 
and producing the report.34 Data were analysed within 
and across cases to illuminate participants’ individual 
experiences over time, as well as to highlight commonal-
ities that existed across cases, respectively. The first four 
stages were done by two researchers separately. Each 
used the constant comparative method, which involved 
the constant and repeated checking of the interpretation 
of the data.35 Then, they verified their analyses by ascer-
taining consensus in the explanation, understanding and 
interpretation of the collected data among three research 
team members. Quotations were selected to illustrate the 
themes and convey family physicians’ experiences. These 
were translated from French to English at the time of 
manuscript writing, and unique participant identifiers 
were used instead of names to maintain participants’ 
anonymity.

results
In total, 43 of the 44 interviews planned were conducted 
among 11 family physicians over a 12-month period (one 
family physician was not available for the final interview). 
Overall, participants started with positive attitudes towards 
prescribing physical activity (either in writing or verbally) 
because they understood how important physical activity 
is for health, most notably the role that physical activity 
plays in the prevention and control of chronic diseases 
such as type 2 diabetes, cardiovascular disease and cancer. 
At the time of the first interviews, this motivated partic-
ipants to start writing physical activity prescriptions for 
their patients and they felt confident in their ability to do 
so, as seen in the following quote:

 ‘I’m confident that with time, this will start working out 
[…].’ (P11 interview 1)

However, participants’ confidence seemed to dissipate 
with the passing of time as low confidence was evident 
among participants throughout interviews 2–4. Indeed, 
despite feeling confident during the first interview, this 
physician no longer felt confident:

‘My confidence [to write physical activity prescriptions] is 
low, really low right now […].’ (P11 interview 3)

Over time, there was also evidence of a gap between 
participants’ initial intentions to write physical activity 
prescriptions during the first set of interviews and their 
subsequent behaviour. They did not consistently write 
physical activity prescriptions for their patients. This 
intention–behaviour gap was best described by one partic-
ipant during a follow-up interview:

‘I’m still talking about it [physical activity]. I still encourage 
it [physical activity]. I didn’t do any written prescription. 
Zero. Which surprises even me because I had the intention 
to do it and I was telling myself that it didn’t take so long. 
It doesn’t take long, but I didn’t do any.’ (P8 interview 2)

Participants discussed a number of factors during the 
follow-up interviews to explain why they had not written 
more physical activity prescriptions during consultations 
with patients. These factors can be housed under two 
main themes: (1) lack of conviction about effectiveness of 
physical activity prescription, and (2) practical concerns 
(eg, changing well-established habits, time constraints, 
systemic institutional barriers).

lack of conviction about effectiveness of physical activity 
prescription
When discussing reasons for not regularly writing phys-
ical activity prescriptions, participants raised concerns 
that simply giving their patients a prescription might not 
be effective unless they could also provide patients with 
behavioural support. One participant elaborated and 
explained that if patients do not receive support to help 
them remove their barriers to physical activity, they likely 
will not change. Moreover, participants did not know how 
or did not have confidence in their ability to support their 
patients, as illustrated by the following quote:

‘And really, you know, I’m not sure how to help them in that 
sense. I find that I give my recommendation, I tell them that 
it needs to be done, we get a lot of responses like: ‘I don’t 
have time, I have too many kids, I work 40 hours a week, I 
have other activities. When do you want me to do this?’ For 
doctors it can be tough to say: ‘I don’t know, but you should 
be able to find time’.’ (P1 interview 1)

Over time, this made participants less likely to want to 
write physical activity prescriptions for all their patients. 
Specifically, the potential for low compliance of their 
patients with the physical activity prescriptions led partic-
ipants to start writing physical activity prescriptions for 
patients whom they felt would follow their advice. Being 
familiar with the transtheoretical model of behaviour 
change, participants tried to assess patients’ readiness to 
change, and if they felt their patient was ready to become 
active, they were more inclined to write a physical activity 
prescription as described in the following quote:

‘I start off with the Prochaska steps to see what the patients 
are currently doing, because if they are already very active 
then good, I can reinforce that, but if they are completely 
inactive then I can work with them to sort out their risk 
factors and can demonstrate to them that a pill will not 
replace the power of physical activity in the prevention of 
chronic illnesses, control of diabetes, etc.’ (P9 interview 1)

Participants’ motivation to write prescriptions selectively 
for those they believed were ready and open to change 
was also initially based on the anticipation of negative 
reactions from some patients. As one participant stated:
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‘It’s obvious that physical activity and physical activity 
prescription unfortunately is not for everybody. Older adults, 
those with poor cardiac health, patients with arthritis all 
over, patients who have trouble walking from here to there, 
patients who are intolerant to glucose might see a prescription 
as insulting if I were to tell them they should try walking 
more when they have a cane and can’t walk as it is.’ (P1 
interview 1)

However, over time, participants realised that their 
assumptions may have been false, either because some 
patients did not have negative reactions to receiving a 
written physical activity prescription or because they 
saw change in their patients’ behaviour and health. This 
change in mentality is best described by the same partic-
ipant as above who had preconceived assumptions and 
who in a follow-up interview showed a different mindset:

‘I had a follow-up appointment with someone that I gave 
a prescription to… She told me that she had followed my 
prescription, she hadn’t started walking like we had 
discussed but at least she had started! That encouraged me. 
Hey maybe it works. She had also lost a lot of weight since the 
prescription! So that was encouraging. When you see results 
it’s fun.’ (P1 interview 3)

Another participant also reinforced the notion that 
patients drive their motivation to write physical activity 
prescriptions:

‘I think it’s the patients’ pride that encourages us to apply 
it [written physical activity prescriptions].’ (P4 interview 3)

In addition to considering patients’ readiness to change, 
participants considered their patients’ condition. They 
generally wrote physical activity prescriptions for patients 
at risk of developing certain chronic diseases and this 
pattern persisted over time, as seen in the following 
quotes from one of the participants at two separate time 
points:

‘I think that no matter what physical condition, like 
hypertension, dyslipidemia, diabetes, whether it’s heart 
failure, cardiovascular disease or even lung disorders like 
COPD, for example, these people can all benefit from physical 
activity, but for some reason I only did it with a few of my 
diabetics [patients].’ (P11 interview 2)

‘If we look at conditions where we have a tendency to 
prescribe physical activity, it’s probably diabetes first, and 
sleep apnea. I have a tendency to definitely target cholesterol 
and hypertension patients, as well osteoarthritis.’ (P11 
interview 4)

Although they acknowledged that writing physical activity 
prescriptions should be placed on par with writing drug 
prescriptions for many chronic conditions, participants 
felt that the former required a greater change in their 
patients. When asked to explain this, they expressed 
being more willing to provide drug prescriptions due 
to how easy they perceived it would be for their patients 
to comply with the drug prescription in comparison to 

complying with the physical activity prescription which 
would require having to make more significant lifestyle 
changes. As one participant explained:

‘It’s easier [for patients] to take a pill than it is to change 
lifestyles.’ (P4, interview 3)

Practical concerns barriers
During the follow-up interviews, participants offered a 
number of reasons why they did not end up writing phys-
ical activity prescriptions as they had initially intended 
to. One was that it was not part of their ‘routine.’ The 
approaches taken towards general practice consultations 
were often a product of habit, making physical activity 
less of a focal point compared with other health issues. 
Despite being aware that physical activity could prevent, 
treat or control some of the health problems presented 
by patients, writing physical activity prescriptions instead 
of writing other types of prescriptions was hard because it 
would require changing existing habit. As one participant 
explained during the last interview:

‘I’m convinced that [physical activity] prescription works. 
It’s just changing habits, it’s not easy to change a habit.’ 
(P1 interview 4)

Indeed, the participants appeared more willing to give 
other prescriptions (eg, metformin to patients with 
diabetes, psychotherapy for patients with mental health 
concerns) that arose more consistently in their respective 
practices.

Another reason participants voiced was that it required 
more time to properly explain a written physical activity 
prescription when compared with explaining other types 
of prescriptions like medication. Their concern with time 
did not seem to diminish over the 12 months of follow-up 
and was especially elevated in situations where they have 
patients presenting with multiple issues that needed to be 
addressed during a short consultation. As one participant 
explained during the second interview:

‘To be honest, what I can say is that patients come to an 
appointment with x number of problems, and as a doctor, 
to be able to give them answers to all of those problems and 
more, I sincerely think that I would not have enough time.’ 
(P4 interview 2)

In addition, participants discussed systemic institutional 
barriers to writing physical activity prescriptions. For 
example, although they had each been given prescrip-
tion pads (and had access to pads during the course 
of this study), the lack of visible prescription pads in 
every consultation room deterred them from writing 
physical activity prescriptions. They noted that having 
them everywhere would serve as a reminder for them to 
prescribe physical activity as well as for their patients to 
ask about physical activity prescriptions. As one partici-
pant explained during the third interview and reinforced 
during the fourth:
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‘I don’t always work in the same rooms, so it would probably 
be necessary to have the prescription pads in all four of 
the rooms that I work in and to leave them there, because 
I think often at the beginning of my day if they aren’t there 
I’ll probably just give non-written advice and wouldn’t take 
the time to write it, so it’s more an issue of easy access to the 
pads.’ (P1 interview 3)

‘It’s about having access to the prescription pad at all times. 
It’d be useful to have it in all of the rooms and make sure they 
don’t leave the room, sometimes they get taken out in piles of 
paper.’ (P1 interview 4)

An additional systemic institutional barrier identified 
by participants was change in procedures to manage 
patients’ dossiers. During the course of this study, partic-
ipants were introduced to a new electronic medical 
records programme, which required them to learn this 
new system. They felt this interfered with their ability to 
write physical activity prescriptions as captured here:

‘It’s a challenge with the electronic files because I have still 
not established a routine and am still adapting to it.’ (P6 
interview 3)

Participants explained that, with the new system, phar-
macological prescriptions were made electronically 
and printed for patients. However, the physical activity 
prescription pads were hard copy, meaning they would 
have to use two systems to make prescriptions and then 
take the time to enter the information in the patients’ 
dossier. For this reason, they suggested that an electronic 
version or template of the physical activity prescription 
pads be included within the systems to improve accessi-
bility.

dIscussIon
Although seemingly effective in promoting behaviour 
change in primary care, the provision of written phys-
ical activity prescriptions is not common practice among 
family physicians.21 Results from this study suggest that 
even among family physicians who intend to start writing 
physical activity prescriptions within their practice and 
who feel confident in their ability to do so, providing phys-
ical activity prescription pads was not sufficient to entice 
a real change in practice. Based on previous research, the 
distribution of prescription pads may be more effective 
in changing practice if combined with training on how 
to use them.36 Specifically, researchers have reported 
that 3 hours of training which focus on the process of 
prescribing physical activity to patients increased the 
rates of written physical activity prescriptions by 70% 
among family physicians.36 Such training may be neces-
sary as it would help family physicians understand what to 
prescribe (eg, intensity, duration, frequency and mode of 
physical activity) and give them background information 
that could be included in a physical activity prescrip-
tion for it to be effective and appropriate to the needs 
and abilities of their patients.37 It would also provide an 

opportunity to inform family physicians that physical 
activity can be beneficial for everyone, not only patients 
presenting certain conditions. This is particularly rele-
vant since our findings revealed that physicians factored 
in their patients’ condition when deciding whether to 
prescribe physical activity versus other therapies.

Incorporation of evidence that writing physical activity 
prescriptions is effective in changing patients’ behaviour 
would also be valuable because doubt about its effec-
tiveness was identified as a key barrier by physicians. 
For example, information that writing physical activity 
prescriptions can lead to increases in physical activity of 
about 10%,14 which from a public health and an economic 
perspective can represent enormous beneficial effects,38 
could be presented. Furthermore, evidence that adher-
ence to physical activity as prescribed by family physicians 
can be as good as adherence to most treatments for 
chronic diseases17 should be communicated. This is 
especially important, because without having any prior 
experience, participants initially anticipated that patients 
would react negatively to receiving written prescriptions 
of physical activity and fail to comply with it. However, 
participants in this study reported that negative reactions 
did not occur. Moreover, some physicians reported that 
patients did follow their physical activity prescriptions 
and this influenced participants to become more open to 
writing more such prescriptions.

Whereas it appears necessary to offer training to the 
current generation of physicians, targeting the next 
generation of physicians is also important for successful 
implementation in the future. In an attempt to do this, 
the Canadian Medical Association adopted a motion to 
support the development of education on the prescrip-
tion of physical activity within the country’s medical 
schools during its 149th annual meeting in 2016.39 Anal-
ysis of whether this contributes to address the various 
challenges reported by physicians when trying to imple-
ment written physical activity prescription into their 
practice (eg, barriers stemming from practical concerns 
such as not being part of their routine and often being 
easier to use courses of treatment that did not include 
physical activity) will be needed. It is possible that the 
inclusion of training on physical activity prescription 
within medical curriculums will help ‘normalize’ this type 
of intervention and create norms around writing physical 
activity prescriptions. This is nevertheless unclear as a 
recent systematic review reported that although medical 
training programmes that incorporate physical activity 
counselling education lead their students to have more 
positive self-efficacy to conduct physical activity counsel-
ling, there is currently no information on the effects of 
such training on the future practice of physicians and 
their patients’ participation in physical activity or on 
the mechanisms through which it may yield change.40 
The effects of training on physical activity counselling by 
primary care providers may also depend on other factors. 
For example, whereas it is possible for family physicians 
and nurse practitioners to refer patients to exercise 
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professionals in some countries,41 42 such services are not 
covered under the Canadian publicly funded system of 
universal healthcare. In the absence of generally available 
publicly funded exercise referral programmes, physical 
activity prescriptions may represent the best option for 
current primary care practices in Canada.

Finally, participants in the current study indicated that 
the time required to provide a proper physical activity 
prescription represented an important barrier for its 
inclusion in regular practice. This is in line with find-
ings from previous studies with family physicians.43 44 
Even if the merits of 2–4 min interventions to promote 
physical activity have been well documented,45 tools and 
strategies are needed to help family physicians integrate 
physical activity prescriptions in their practice more 
easily. As suggested by the normalisation process theory,46 
new interventions need to be perceived as beneficial to 
physicians and their patients and need to fit with what 
physicians are already using in order to be integrated into 
routine care. Although the recent development and distri-
bution of physical activity prescription pads is a step in 
the right direction, results from the current study suggest 
that more efforts are needed. It must be recognised that 
in addition to addressing physical inactivity, family physi-
cians are under considerable pressure to provide a wide 
range of services to their patients.47 48 Faced with the need 
to prioritise actions, it is not surprising that participants 
in the current study reported being more inclined to 
prescribe physical activity to patients with conditions they 
judged most likely to improve because of physical activity. 
Advances with electronic medical records, mobile services 
and wearable technology may eventually lead to easier 
and as effective ways for physicians to intervene, but in 
the interim, physicians are encouraged to approach the 
prescription of physical activity as they do for other treat-
ments.49 When possible, referrals to health professionals 
with expertise in physical activity counselling may also be 
considered.50

Although the qualitative longitudinal methods used 
in this study enabled a rich and in-depth exploration of 
family physicians’ experiences, there are several limita-
tions. First, this study does not aim to quantify rates of 
prescription or frequency of each barrier. Second, results 
may not be transferable to other family physicians. 
Although data saturation was reached in this study with 
this sample,51 French-speaking family physicians were 
recruited through self-referrals and we cannot rule that 
these self-selected family physicians are different from the 
larger population of family physicians across Canada and 
other countries who work in different healthcare systems.

conclusIons
Based on the results from this study, the simple distri-
bution of physical activity prescription pads may not be 
sufficient to encourage the written prescription among 
family physicians practising in Canada. Even among family 
physicians self-described as confident and intending to 

start writing physical activity prescriptions regularly within 
their practice, there was a considerable gap between their 
intentions and their behaviour. Most factors that contrib-
uted to this intention–behaviour gap could seemingly be 
attenuated if physicians were more knowledgeable of the 
effectiveness of writing physical activity prescriptions and 
by making changes to the environment physicians prac-
tice in.
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