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Abstract
Background: Community-based health-enhancing physical activity (HEPA) programmes aim to improve
the mental health of vulnerable groups through physical activity. The providers of these programmes
play an important role in the delivery of the activities and the promotion of the mental health of their
participants. Objective: Current literature does not sufficiently answer the question what providers
need to adequately carry out these community-based HEPA programmes. Therefore, this thesis aims
to investigate the needs and assets of providers, to contribute to the success of community-based
HEPA programmes. Theoretical framework: The PRACTIS guide is an evaluation framework that can
be used to implement and/or evaluate community-based HEPA programmes. Appreciative inquiry is
an approach to evaluate organisations or programmes more positively. Methods: The practical
evaluation framework, PRACTIS guide, and appreciative inquiry were used as a lens to assess the needs
and assets of providers. Eleven interviews were conducted with coordinators, managers and providers
of eight different community-based HEPA programmes across different vulnerable groups in Ireland
and the Netherlands. The recorded and transcribed interviews were coded and thematically analysed
with ATLAS.TI. The adapted social-ecological model of the PRACTIS guide was used as a deductive
coding scheme, and inductive codes were added as subcodes in case necessary. Results: Four themes
were identified in the thematic analysis: programme characteristics, provider characteristics,
organisation characteristics, and funding. One of the programme characteristics is a communitycentred delivery. Meaning the programme should be designed together with the participants. This was
mentioned as an essential requirement for a successful programme. In the theme provider
characteristics, specific traits for instance passion and self-efficacy were mentioned to be helpful in
the delivery of the programme. Supportive elements of the programme at organisation level were for
example the existence and use of evaluation methods and collaboration with external organisations.
Lastly, funding was mentioned to be crucial to sustain a programme. Across these themes the
challenges found were recruitment, long-term retainment and motivation of participants, and to find
providers who are motivated to work with vulnerable groups. Discussion: The results deviate from the
initial objective to assess the needs and assets of providers, due to the fact that providers did not
indicate specific needs for the delivery of physical activity. These needs were found in the challenges
the interviewees mentioned. Assets were identified in characteristics of the providers and the
organisation. An element is a need or an assets, depending on whether it is present or absent in the
specific programme. The results however, align with the literature, emphasizing the need to adjust
physical activity programmes, together with the participants. Current literature advocates for a
systems approach, that has similarities with a community-based delivery. Also, the findings of provider
characteristics align with existing research, namely that qualities and personality of a provider
influence the attendance of a programme. Furthermore, the use of an implementation plan is
encouraged in the literature, which aligns with elements of organisation characteristics (collaboration,
evaluation and supportive organisation). In future research, the findings of this thesis, could be
compared with the perspectives of participants, to gain an understanding of how these programmes
are perceived by the actual users. In addition, it would be interesting to conduct the study in a larger
sample, and across different countries, to investigate the remaining challenges of these programmes.
Conclusion: Community-centred delivery is key to the success of HEPA programmes and to retain their
participants. Certain characteristics of a provider, such as passion to work with vulnerable groups, are
helpful in the delivery. Other important assets were evaluation, collaboration and supportive factors
within the organisation like an accessible location. The providers themselves did not indicate specific
needs, but these needs were found in the challenges these programmes face.
Keywords: community-based health-enhancing physical activity, socially vulnerable groups, mental
health, PRACTIS guide, providers, adaptation, needs, assets.
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Abbreviations
Table 1
List of abbreviations
Abbreviation Meaning
CFIR

Consolidated framework for implementation research

CHW

Community health worker

HEPA

Health-enhancing physical activity

PRACTIS

Practical planning for implementation and scale-up

SEP

Socio-economic position

SMI

Severe mental illness

WHO

World health organisation
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1. Introduction
The benefits of physical activity on mental health are a highly researched topic. Physical activity can
have positive effects on mental health and well-being and it can reduce depression and anxiety
symptoms (Rebar et al., 2015). Vulnerable groups with a lower socio-economic position (SEP) and
minority groups often have lower levels of physical activity than populations with a higher SEP (Rawal
et al., 2020). Lower SEP is also associated with higher rates of mental illness and reduced mental health
compared to higher SEP (Mann et al., 2022; Pickett & Wilkinson, 2010). A definition of a vulnerable or
hard-to-reach group is a population which is “marginalized, socially excluded, have limited
opportunities and income, and suffer abuse (physical, sexual, psychological and financial), hardship,
prejudice and discrimination” (Larkin, 2009, pp. 3). In 2020, only 30.6% of adults with a lower education
level and low-income level in The Netherlands, reached the World Health Organisation (WHO) physical
activity recommendation. Which includes two and half hours of intense activity and two times muscle
and bone-strengthening activities per week, compared to 57.9% of adults with higher education level
and higher income level (Duijvestijn et al., 2021; WHO, 2010). In 2019, 60,5% of the Irish population
with the highest income level performed aerobic sports, and 42,5% of them muscle strengthening
exercises. For the Irish population with the lowest income level, 30.4% engaged in aerobic sports, and
15.3% in muscle-strengthening exercises (Eurostat, 2019).
To address these undesirable inequalities in physical activity levels and mental health, communitybased health-enhancing physical activity (HEPA) programmes aim to support vulnerable adults. Lawlor
et al. (2019) describe the rationale of community-based HEPA, the community can support participants
to overcome barriers to engage in physical activity, for instance motivation, time constraints, access
and costs. Another idea behind community-based HEPA is that participants develop for instance social
capital, and quality of life by connecting within the community (Herens et al., 2017). Community-based
HEPA programmes vary ranging from daily to weekly meetings and performing a variety of different
sports or physical activity in an inclusive environment (Foster et al., 2005). For instance, walking,
fitness, exercises classes, football or yoga. Also, community-based HEPA programmes target a variety
of vulnerable groups for instance, elderly, low SEP or refugees (Herens et al., 2017; O’Regan et al.,
2020). Within these programmes, the providers of the activities play a crucial role in the success of the
programme and the promotion of mental health (Rebar & Taylor, 2017; van de Vijver et al., 2020).
Providers play a key role, as they can adapt and adjust programmes to the circumstances of an
individual, to make a programme more successful and sustainable (Scott et al., 2018; Curran et al.,
2016; Rebar & Taylor, 2017). Moreover, a better understanding of the needs and assets of providers,
could optimize the programmes and support mental health promotion through physical activity.
However, current research on implementing community-based HEPA programmes insufficiently values
the impact of individuals like providers (Cooper et al., 2021). Also, little is known about what providers
need, to promote the mental health of participants through physical activity. There is a need for more
practise based research on these programmes (DiPietro et al. 2020). Therefore, this thesis aims to
identify the needs and assets of providers to understand how to support these providers, in the
promotion of mental health through physical activity. The term providers will be used to refer to
anyone who provides physical activity, whether it is their profession, like sports coaches, or not
specifically trained providers like, volunteers and social workers.
Currently, a small amount of data is published about the needs of providers (Dunn et al., 2021; Scott
et al., 2018). However, some systematic reviews and studies, in the context of the United States, found
that community health workers (CHW) need specific training in the delivery of physical activity and
mental health (Barnett et al., 2018; Dunn et al., 2021; Haughton et al., 2015). CHWs are members of a
community without formal training, that support other members of their community. Research on
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professionals in primary care found that they also have needs for training and support, in the delivery
of physical activity, and training in self-efficacy (Crisford et al., 2018; Huijg et al., 2015). Additionally,
these professionals have needs for time, support of colleagues, successes of patients, and the needs
are context depended (Crisford et al., 2018; Huijg et al., 2015).
To my knowledge, in community HEPA an in-depth investigation of providers’ needs has not been
performed before. Furthermore, the present literature mostly investigated barriers (e.g. lack of social
support) to participate in physical activity, rather than facilitators (Rawal et al., 2020). Den Broeder et
al. (2017) explored assets in the environment of a Dutch neighbourhood, and found that professionals
seem to focus more on barriers to health rather than assets. So, the focus on barriers could be a result
of the perspective of providers. It could therefore be useful to investigate health-enhancing physical
activity programmes, with a salutogenic or positive lens (Rawal et al., 2020). All these findings, led to
the following research question, and sub-questions, that this thesis aims to answer:

1.1 Research question
How can providers be supported in the promotion of mental health through community-based healthenhancing physical activity programmes?

1.2 Sub questions
1. What are the needs of providers working in community-based health-enhancing physical
activity programmes to promote and facilitate mental health?
2. What are assets that support providers to promote mental health through community-based
health-enhancing physical activity programmes?
Community-based programmes are a way to approach health promotion (McLeroy et al., 2003). The
rationale of community-based programmes can be explained in different ways. In this thesis, the
description of McLeroy et al. (2003) is applied. They distinguish four ways of describing communities,
from which community as a resource is most applicable in this thesis. Community as a resource
contributes to health promotion due to community ownership and participation, which are essential
to the success of community-based programmes. In this model, a community builds on internal
resources, for example, the assets of participants or providers.

2 Theoretical framework
In this chapter, the PRACTIS guide, which is an implementation framework, is discussed. Thereafter,
the concept of appreciative inquiry will be explained.

2.1 PRACTIS guide
In public health, there are over 60 implementation frameworks, which can be applied to evaluate and
enhance the adoption, implementation, and sustainability of a programme (McKay et al., 2019; Powell
et al., 2015). A commonly used framework is the Consolidated Framework for Implementation
Research (CFIR) (McKay et al., 2019). However, there are no guidelines on which framework to use, or
how to apply implementation frameworks in practice. Because effective physical activity trials often
fail to translate from a controlled research setting into real-world interventions. Koorts et al. (2018)
proposed a guide to evaluate, sustain, and adapt physical activity programmes. This is the Practical
planning for Implementation and Scale-up (PRACTIS), which helps to plan for implementation, by
combining elements of three commonly used frameworks. Namely, the Interactive systems
framework, the ecological framework and CFIR combined with the ecological model (see Figure 2).
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The ecological model originates from 1979 and was developed by Bronfenbrenner, who recognized
that different systems interact and influence a person’s life (Ettekal & Mahoney, 2017). Over the years
the model has evolved to the socio-ecological model. This model contains different levels, which form
a complex system that interacts and influences behaviour namely: individual-, interpersonal-,
organisational-, community- and policy- level (Mcleroy et al., 1988). The socio-ecological model is used
in health promotion and acknowledges that the behaviour of an individual is not only determined by
factors at individual level, like motivation (Cochrane & Davey, 2008). Behaviour is shaped and
influenced by an interaction with within the different levels and the environment. Related to physical
activity promotion, support of friends and family is an example of the interpersonal level (King &
Gonzalez, 2018; Moore et al., 2019). At the organisational level an influence could be the work
environment. At the community level, norms and values towards physical activity can be of influence.
The policy on physical activity promotion can be an influence at policy level. An example of interaction
between the different systems is that the support of family and friends (interpersonal level) could
influence the motivation of an individual (individual level). The socio-ecological model is illustrated in
Figure 1.
Figure 1
Socio-ecological model (King & Gonzalez, 2018)

The ecological model of the PRACTIS guide contains different levels, that should be considered in
implementation: individual-, provider-, organisational- and community/systems- level (Durlak &
DuPre, 2008). In Figure 2, the model is shown, including the factors at the different levels of influence
in implementation or evaluation of physical activity programmes. These factors originate from the
three frameworks, on which the PRACTIS guide is based. In this ecological model of the PRACTIS guide
the different levels interact, similarly to the socio-ecological model previously explained. The
individual level reviews the characteristics of the individual, that could be of influence in the
implementation, for instance, age or gender. At the provider level, characteristics of influence on the
innovation process are, for example, the perceived benefits of physical activity or skills of the provider.
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The type of leadership or coordination with other organisations are examples of influences at the
organisational level. Lastly, the community/systems level, acknowledges the influence of, for
instance, user-centredness and community readiness for prevention. The interaction between these
different levels is for instance the interaction between provider-, organisational- and
community/systems- level. For example, a governmental policy (community/systems level) can dictate
the amount of funding a programme receives, which influences the organisational support for
implementation (organisational level) which can affect the motivation of a provider (provider level).
Figure 2
The ecological model of the PRACTIS guide (Koorts et al., 2018)

The PRACTIS guide differentiates four steps of implementation or evaluation. The first step is to
characterize the parameters of the programme. With the help of 15 questions, gaps of the programme
are identified by researchers and stakeholders. For example, “how will retention1 be supported and
monitored?” or “Who will deliver the intervention?”(Appendix 1) (Koorts et al, 2018, pp.5). In step two,
the key stakeholders are identified, in order to involve them in the process. Together with key
stakeholders, barriers and facilitators of the programme are identified in step three (the ecological
model in Figure 2 can be used for this). Lastly, in step four potential solutions are explored on how
barriers can be addressed. For instance, by focus groups discussions with stakeholders (Koorts et al,
2018).
The PRACTIS guide can be used as a practical direction for implementation or scale-up research (Cassar
et al., 2019). Teychenne et al. (2021) used the PRACTIS guide to explore stakeholders' perspectives on

1

Ability to continue something (Cambridge Dictionary, n.d.). I.e. to keep participants in the programme.
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the design and delivery of physical activity programmes. In this study, CFIR and PRACTIS guide were
used to develop an interview guide, and to create deductive codes for the thematic analysis of
interviews. Wong et al. (2022) published a study protocol containing a process evaluation of physical
activity interventions, for participants with walking difficulties. In this protocol, the PRACTIS guide is
used as a framework for evaluation. At the provider level, they will conduct interviews to investigate
their expectations, barriers, and facilitators, in the delivery of the intervention. The interview questions
were developed with the PRACTIS guide in mind. In their research next to inductive coding, deductive
coding was done with help of Figure 2 of the PRACTIS guide.

2.2 Appreciative inquiry
Over the last decades, the focus of health promotion has shifted from disease to looking at health
more positively. Antonovsky (1979) developed the salutogenic model, which focuses on the origins of
health rather than the origins of disease. This model identifies salutary factors, which actively promote
health (Antonovsky, 1996). Salutogenesis is dynamic and can be applied to different settings. Huber et
al. (2011) developed the concept of positive health, which aligns with the salutogenic model. Huber
claims that definitions of health should not focus on the absence of disease, but rather on the ability
to adapt, and self-manage. The focus of health should be on the capacity to cope with challenges in
life, also when, for example, a chronic disease is present. Positive health can be applied within
communities to see what people can do, instead of focusing on deficits (Huber et al., 2022).
Another approach that fits within this trend is appreciative inquiry of Cooperrider (1986). Which
focuses on success factors, and can be used to evaluate an organisation or programme. Appreciative
inquiry was initially applied to organisations, and over the years also used in nursing, and health
promotion. This method starts by investigating what is going well, the reason for that, and where a
programme needs more of. The largest difference between appreciative inquiry and a problem-solving
approach, is that appreciative inquiry does not assume there are problems to be solved, but rather
looks at opportunities (Moore & Charvat, 2007). Appreciative inquiry can both be used in innovation
and evaluation. It can partially be applied depending on the context. Four questions are often included
in appreciative inquiry evaluations; peak experiences, personal values, motivating factors and
preferred future (Cooperrider et al., 2005; Coghlan et al., 2003).
Coghlan et al. (2003) explain that there are two models in appreciative inquiry, the 4-D model and the
4-I model. These models exist of four phases to evaluate or innovate a programme or organisation. In
the 4-D model, the first discovery phase, explores peak experiences among participants by peer
interviews. In the dream phase, participants imagine the ideal situation of their organisation. In the
design phase participants develop methods that could be implemented, to achieve the identified goals
of the dream phase. Lastly, in the destiny phase, the plan of the dream and design phases will be
implemented and monitored. The 4-I model is similar to the 4-D model, but is more focused on
implementing solutions across different levels of a programme or organisation. This 4-I model uses
different wording for the four phases: initiate-, inquire-, imagine- and innovate- phase.
Besides the 4-D- and the 4-I- model, there are five principles of appreciative inquiry (Cooperrider et
al., 2005). The constructionist principle states that the first questions asked shape the outcome of
change. The second principle, simultaneity, links to the constructionist principle. It refers to the fact
that the first question asked, shapes the direction of the outcome. The third poetic principle addresses
the idea, there is a choice on what characteristic of the organisation to investigate, for example,
creativity or bureaucracy. The fourth anticipatory principle describes that change in a programme is
based on the collective imagination about the future. Lastly, the positive principle states, if questions
are asked more positively, change within a programme will be more effective.
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The use of appreciative inquiry has provided insights into obesity prevention and treatment
programmes, teacher engagement in physical education, and providers' perspectives on physical
activity programmes for severe mental illness (SMI) (Gray et al., 2019; Teevale & Kaholokula, 2018;
Todd, 2021). Morgan et al. (2022) evaluated appreciative inquiry as a method applied in physical
activity promotion research. First, they used an appreciative interview in the discovery and dream
phase. Later on in the design phase, with help of collaborative group meetings, ideas were developed
to achieve the findings of the dream phase.

3 Methods
In this chapter, the methods of this thesis are described. First, the research design is explained, and
the selection and recruitment criteria are defined. Hereafter, the inclusion and exclusion criteria are
presented. Then, the data collection and analysis are explained.

3.1 Research design
This thesis followed a qualitative descriptive research design, by using semi-structured interviews to
gain an understanding of the needs and assets of providers, over eight different programmes in the
Netherlands and Ireland. The community-based health-enhancing physical activity (HEPA) in the two
different countries were structured and funded in different ways. Which may provide broader insights
than focussing on one country. These two countries were selected due to available contacts with
programmes, providers, coordinators, and managers. In addition, selecting interviewees from different
kinds of programmes provided a wide understanding of their perspectives on community-based HEPA
programmes. Data for the different programmes and countries were collected simultaneously.

3.2 Recruitment
Providers involved in community-based HEPA programmes in Ireland and the Netherlands were
selected for this study. The Irish interviewees were selected through existing contacts of the project
group. The Dutch interviewees were selected through contacts of the project group or were recruited
via the database of Kenniscentrum Sport en Bewegen2 in the Netherlands (Kenniscentrum Sport en
Bewegen, n.d.). Hence, a combination of two non-probability sampling methods was used,
convenience and purposive sampling (Panacek & Thompson, 2007). Convenience sampling, because
the selected providers were chosen with the help of contacts within the project group. Purposive
sampling, because providers were selected fitting the inclusion and exclusion criteria in Table 2.
Amongst the interviewees, two groups can be distinguished. The first group are providers, which are
directly involved with the participants of the programme (Zubala et al., 2017). These are most often
sports coaches or fitness instructors, but occasionally could be a social worker (Zubala et al., 2017).
The second group are coordinators or managers of the programme. The majority of this second group
is not directly involved with participants. They facilitate the organisation of the programme for the
providers (de Jong et al., 2022). Both groups, the providers and the coordinators or managers were
interviewed for this thesis. The interviews for this second group included questions about the goals
and evaluation methods of the programme. The interview questions for the providers were directed
towards an in-depth understanding of their needs and assets. Initially, a distinction was made between
programmes that only provide physical activity, or have additional elements next to physical activity.
However, this distinction was found to be redundant and has not been used in the final research
report.
2

Knowledge centre for sport and physical activity
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3.3 Inclusion and exclusion criteria
The outcome of physical activity programmes is depended on multiple factors. To enable comparison
between different interviewees of different programmes, inclusion and exclusion criteria were
determined. Trying to exclude factors that are not the focus of this research, for instance, children.
Table 2
Inclusion and exclusion criteria.
Inclusion criteria

Exclusion criteria

Located in The Netherlands or Ireland

Targeting severe mental illness for example
schizophrenia and depressive disorders

Targeting vulnerable groups for example low
socio-economic position

Targeting youth <18 years old and participants
with dementia

May include participants with mild symptoms of
mental illness for example anxiety and mild
forms of depression

Combined lifestyle interventions with a primary
focus on physical health benefits

Some focus on mental health or well-being as
an outcome

No direct or indirect focus on mental health or
wellbeing

Includes a sport or physical activity component

Physical activity on an individual basis.

As described in the introduction mental illness or mental health can be closely related to social
inequality, lower income, poverty and unemployment, one can lead to the other and vice versa
(Campion et al., 2013; Mann et al., 2022; Pickett & Wilkinson, 2010; Rebar et al., 2015; WHO & Calouste
Gulbenkian Foundation, 2014). For this reason, community-based HEPA programmes that include
participants with a mental illness, for instance, anxiety disorders or mild forms of depression, were not
excluded from this thesis. However, severe mental illness (SMI) like schizophrenia, psychotic disorders
and depressive disorders were excluded, as this group faces unique challenges that are not faced by
the population without SMI (McMahen et al., 2022). Challenges could be the effect of certain
medications, lower physical activity capacity, low mood and motivation (McMahen et al., 2022).

3.4 Data collection
Semi-structured interviews were conducted to collect data. In this thesis, both the PRACTIS guide and
appreciative inquiry were used as a lens to generate interview questions (see Appendix 2). Two
questions of the PRACTIS guide were included in the interview guide for the coordinators and
managers. Additionally, factors in the ecological model of the PRACTIS guide (Figure 2) were used as
directions for the interviews. The appreciative inquiry lens was helpful to formulate interview
questions more positively, in the discovery and dream phase. The first two questions in the interview
guide relate to the discovery phase and are from the handbook of appreciative inquiry by Cooperrider
et al. (2005): “What is it about the nature of the work that you do here that you value most?” “What
are the most important qualities or strengths you bring to the programme?”. These questions relate to
the discovery phase as they aim to explore the peak experiences of the interviewees. Also, the
questions align with the constructionist principle, meaning the first questions asked, shape the
direction of the interview. Two of the last questions relate to the dream phase: “What would the
programme ideally look like in 3 years from now? What resources are necessary to get there?”. These
questions intended to make interviewees think or dream about an ideal future situation for the
programme and what is needed to get there.
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The interview questions were summarized in an interview guide shaping the structure for the
interviews (see Appendix 3). Two interview guides were made, one in English and one in Dutch. Before
the first interview, the interview guides in Dutch and English were once tested and adjusted. The
interviews were held either face-to-face or online via Microsoft Teams. The online interviews were
recorded via Teams, and the face-to-face interviews via a voice recorder on the researcher’s
smartphone. The informed consent forms were sent to the participants via email before the interview
(see Appendix 4), while they were asked for consent at the start of the interview. After the data
collection, the interviews were transcribed. The interview recordings and transcribed data were
anonymised and stored using password protection.

3.5 Data analysis
After data collection, the interviews were analysed in ATLAS.ti. The interviews were coded and a
thematic analysis was performed. In a thematic analysis patterns across interviews are identified
(Braun & Clarke, 2006). Finding patterns was useful to understand the perspective of different
interviewees and compare patterns across different HEPA programmes.
For the thematic analysis, the researcher chose a semantic approach that analyses the explicit
meaning of what an interviewee said. Hence, it does not analyse underlying ideas and assumptions, as
a latent thematic analysis would do (Braun & Clarke, 2006). The epistemological paradigm chosen is
either a realist approach, that focuses on the straightforward relationship between meaning and
experience. Or a constructionist approach, that tries to understand the socio-cultural context. Here,
the researcher chose a realist approach, which fits best as it tries to understand the needs and assets
of providers based on the experiences of the interviewees.
The six steps of Braun & Clarke (2006) were used to do the thematic analysis. In the first phase, the
researcher transcribed the interviews and familiarised herself by rereading them. Also, the researcher
checked the transcriptions with the original audio recording where necessary. The process of
familiarisation with the data resulted in a list of initial ideas and notes. Then, in the second phase, the
researcher started to code the data, based on a deductive coding scheme based on Figure 2 of the
PRACTIS guide (see Appendix 5). Then, the researcher created additional inductive codes if the initial
codes did not fit. In the third phase, the researcher started to analyse the codes, to see which codes
would fit into a theme. Here, the use of online sticky notes helped arrange codes into potential themes.
The researcher did not exclude any themes during this phase, and the researcher considered the
relationships between the potential themes. In phase four, the researcher checked and adjusted the
potential themes of the third phase. If the researcher thought the themes were not coherent the
researcher either removed a theme or created a new theme, which resulted in a candidate thematic
map. Hereafter, the researcher reread the entire data set, to make sure no data was missed, and to
check the logic of the themes. In phase five, the researcher went over the data, that was identified for
each theme, to provide a short analysis of the theme. Which contained a name for each theme, and
linkages between the themes. Appendix 6 illustrates how the themes were adjusted over phases three,
four and five, and which codes belong to which theme. It should be noted that in phase five the
researcher merged one theme. This should already have been done in phase four. Lastly, in phase six
the researcher wrote down the results of the analysis, which can be found in the results chapter of this
thesis.
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4. Results
In this chapter, the results are presented starting with a description of the interviewees and an
overview of the number of codes per code group and interviewee. Hereafter, the four themes that
were found in the data are discussed, using interview quotes to illustrate the themes.

4.1 Participants
Eleven participants were included, of which six were Dutch and five Irish. The role of the participants
varied. Four participants were solely providers, one participant combined providing with coordinating
tasks and one provider was also the founder of the programme. Additionally, two coordinators were
included and three participants had an (assistant) manager role. The average age of the participants
was 47 years, the youngest participant was 27 and the oldest was 60. Three participants were male
and eight participants were female. The interviews lasted between 38 and 63 minutes, with an average
duration of 48 minutes. An overview of the included interviewees with their characteristics can be
found in Table 3. However, due to the privacy of the interviewees, the names of the programmes are
referred to with a letter.
In Table 4 the percentages of codes, in different levels of the deductive coding scheme are shown.
From the table, it can be concluded that the interviews with the providers resulted primarily in codes
at the provider level. While the interviews with managers and coordinators resulted in more codes at
the organisational level. Hence, the needs and assets that were mentioned by interviewees related
largely to their own roles in the programme.
Table 3
Overview of the included interviewees and characteristics.
Reference
1
2
3
4
5

Role
Provider
Provider
Provider
Provider
Provider/ founder

Programme
A
A
H
A
D

6

Provider/ coordinator

C

7
8
9
10
11

Coordinator
Coordinator
Manager
Manager
Manager

E
B
F
G
F

Target group
Low SEP
Low SEP
Elderly, disability
Low SEP
Distance labour market/
disability
Distance labour market/
Low SEP
Elder men
Low SEP
Elderly
Elderly, disability
Elderly

Country
Netherlands
Netherlands
Ireland
Netherlands
Netherlands
Netherlands
Ireland
Netherlands
Ireland
Ireland
Ireland

Table 4
Roles interviewees and percentage codes across different levels.
Reference

Role

1

Provider

codes
individual
level
11%

codes
provider
level
47%

15

codes
organisational
level
28%

codes community
systems level
14%

2
3
4
5
6
7
8
9
10
11

Provider
Provider
Provider
Provider/
founder
Provider/
coordinator
Coordinator
Coordinator
Manager
Manager
Manager

13%
13%
19%
1%

49%
50%
33%
47%

24%
20%
36%
35%

14%
16%
12%
17%

16%

31%

37%

16%

5%
17%
2%
15%
10%

37%
28%
29%
31%
26%

42%
31%
40%
35%
46%

16%
24%
29%
19%
18%

4.2 Themes
In this section, the four identified themes are discussed: programme characteristics, provider
characteristics, organisation characteristics and funding. In the interviews, the providers did not come
up with specific needs for the delivery of physical activity. Rather, the challenges of the programmes
were discussed, and elements that make programmes more successful. Therefore, the themes deviate
from the research aim to identify needs and assets, but do provide information on how providers can
be supported. In the themes, the links between the themes will be described, and quotes are used to
illustrate the findings. The original Dutch quotes can be found in Appendix 7, and the quotes that were
translated from Dutch to English are marked with an asterisk *.
Theme 1: Programme characteristics
Community-centred delivery
The first part of the theme is a community-centred delivery, which contains elements that have to be
considered while adapting a programme together with the participants. The following themes of
funding, organisation characteristics and provider characteristics all contribute to community-centred
delivery. All interviewees mentioned adaptation, wherein it is important to put the participants
central. Also, many interviewees (2 managers, 2 providers, 1 coordinator, and 1 provider/founder) said
to consult the participants in the design, implementation and delivery of the activity. As a provider
illustrated: “Yes and listening to what people want. Also as a sports instructor, I find that important. I can come
up with that everyone should go running, but if that doesn't work it also becomes an experience of failure and
that is not the intention. Thus, yes you have to see what the possibilities are. According to me, that is a very
important one also.” (8)

According to almost all interviewees (10 out of 11), in the first place, it has to be considered what
motivates the participants and what is important for them. Many interviewees (3 managers, 2
coordinators, 1 provider/coordinator, 1 provider/founder and 1 provider) suggested to consider the
specific situation and characteristics of the participants in the delivery, for instance, mental health
problems or a language barrier. Making adjustments is not always easy and was illustrated by a
manager: “And I kind of think it’s just that age cohort with different health issues, is a challenge to be able to
keep them on board, and be able to keep offering something that they are able to keep doing” (11)

Next to the situation of the participants themselves, the broader context needs to be taken into
account. Many interviewees (3 managers, 2 coordinators, 1 provider and 1 provider/coordinator)
mentioned that the programme had to be adapted to circumstances related to covid. “Covid obviously
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has been the mayor one, because all of the work we do tends to be around group activity. And of course, during
covid, we haven’t been able to do that. So, that was a huge challenge for us.” (11)

Likewise, several interviewees (2 managers, 2 coordinators and 1 provider) mentioned the context of
a country, and specifically how ready people are to get involved in preventive activities, to affect the
delivery of the programme. “Our thinking is that, you know, I suppose in Ireland, maybe 20 or 30 years ago,
once you reached a certain age, or once you retired, you were told to sit down maybe and take it easy. Or sit in a
corner and you know put your feet up. Whereas I think we’re starting to figure out now that it is even more
important to remain active as you become older.” (9)

Programme characteristics
Related to the programme characteristics itself, almost all interviewees (4 providers, 1
provider/founder, 1 provider/coordinator, 2 coordinators and 2 managers) mentioned that it is
important that participants feel welcome and included. Several interviewees explained ( 2 providers,
2 coordinators and 1 manager) that it is important to make participants feel at home, take time, don’t
rush, and for instance drink a cup of coffee together before or after the activity. A manager stressed
the importance of a homely atmosphere and inclusion: “Well I think from the group physical activity, for
the cohort that we work with, the social aspect is hugely important, we get feedback from that all the time. Like
there is no point in running a workshop if you are not going to give them a cup of tea at some stage, and a biscuit,
or a chat, or a sandwich. So I think the social aspect is hugely important to the people we work with.” (11)

In addition to feeling included, social connection and social capital were named unanimously by all the
interviewees, to be important for the participants. The group setting was mentioned to create impact
and for participants to stay involved in the programme: “I think if a programme is delivered in a group, that
setting is going to improve a person's mental health straight away.” (9) However, a few interviewees (2
providers, 1 provider/coordinator and 1 manager) mentioned that social anxiety can play a role for
some participants, at the start of a programme in a group setting.
Furthermore, some practical forms of delivery were pointed out, that can facilitate the promotion of
mental health through physical activity. Two providers mentioned the use of music in physical activity,
and one of them explained: “And I how do that as well is music that I use. So I would have a playlist for each
group, and the music would suit the age profile and while they doing the exercises they’re singing along. They
don't realise they're doing the exercises, it's so much fun.” (3) Likewise, it was mentioned by several

interviewees (3 providers, 2 managers and 1 coordinator) that the activities should be fun and
enjoyable for participants. Additionally, a few interviewees (3 providers and 1 manager) explained that
the programme being outside in nature, could positively influence the mental health of the
participants. Moreover, a few interviewees mentioned the use of a game element.
However, one provider mentioned being uncertain about how to integrate music into her delivery.
Notably, several interviewees (2 providers, 2 managers and 1 coordinator) highlighted the challenge
to motivate participants for physical activity: “That people who have mental problems, of course, are difficult
to enthuse. That I always find difficult and keep running into.” (1)* Also, a few of these interviewees (2
providers and 1 manager) said that it is difficult to make participants stay active after the programme
has finished.
Lastly, a participation fee plays a role in programme characteristics. Most of the included programmes
are funded, and participants do not have to pay to take part. One coordinator mentioned that the
participants pay a little fee, for them to remain in the programme. The coordinator explained that
participants felt they wasted their money if they did not remain in the programme. Similarly, three
providers indicated that if their programme would ask for a little fee, participants might be more likely
to remain. However, one manager mentioned that it is not motivating for participants to pay for the
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programme, as they have more urgent matters to pay for. Likewise, one provider discussed that
participants were happy to go to the programme, as they normally do not have enough money to pay
for sports facilities. So, the opinions on fees to participate in the programme were mixed. In conclusion,
according to the interviewees to be able to establish a community-centred delivery, it is crucial to take
into account the characteristics and preferences of the participants. Several practical programme
characteristics were pointed out to improve mental health: delivery in a group, an inclusive
environment, fun and enjoyable activities, the programme being in nature, and the use of music.
However, it could still be challenging to motivate participants and keep them active after the
programme has finished.
Theme 2: Provider characteristics
The background, experience and characteristics of a provider namely: education, experience, interest,
motivation, knowledge of benefits, enthusiasm, passion, creativity, self-efficacy, patience and
perseverance, were mentioned to influence the delivery of the programme to a specific group. The
provider is an important player in the delivery of the programme and a few interviewees (1 manager,
1 coordinator and 1 provider/founder) mentioned that good trainers are necessary to deliver the
programme, which is illustrated by the following quote: “And again we can sing about the benefits all we
want, but it doesn’t always turn into people attending. Again it is the role of the tutor and coach when they have
the personality, the fun factor, the knowing people’s names, welcoming them, this has a huge, I can’t stress it
enough, that trained person is the key to bringing people back on to programmes time and again.” (10)

Except for one, all interviewees mentioned that education or training related to physical activity is
necessary to do the work. One provider mentioned providing the programme based on previous
experience. According to all interviewees, the previous experience is helpful, but most importantly
providers need to be interested and willing to work with vulnerable groups. Next to being interested,
many interviewees mentioned the need to be motivated, and believe in the benefits of physical activity
for mental health. Also, many interviewees discussed that the provider needs motivation to work with
a vulnerable group. The interviewees most often named positive results (9 interviewees) and helping
people (3 providers, 1 provider/coordinator and 1 coordinator) as motivation to deliver physical
activity, or work for the programme: “I just get a buzz out of helping people, you know out of helping people
age gracefully.” (3)

All interviewees indicated being well aware of the benefits of physical activity, also regarding mental
health. Also, all interviewees were physically active themselves. According to many interviewees,
understanding the importance and benefits of physical activity, helps to convey the message of the
benefits to the participants. Moreover, several interviewees ( 3 providers, 2 managers, 1 coordinator
and 1 provider/founder) came forward as advocates of the benefits of physical activity, illustrated by
a provider: “Okay I am very curious because what I say I hope that it becomes more normal, to use physical
activity for your mental health. And that that realisation also comes there a bit. That it is not like I am tired so I
am not going to move. No I am going to move because I am tired.”(2)*

However, two interviewees (1 manager, and 1 coordinator) said that the mental health benefits could
be emphasized more. Thus, knowing these benefits in combination with being motivated helps to
convey a message about the benefits, and to deliver physical activity. According to most interviewees
(3 providers, 1 provider/coordinator, 1 provider/founder, 2 coordinators and 2 managers), the physical
activity delivered with enthusiasm and passion is motivating for the participants. And one provider said
that it is important to be yourself in the delivery: “You have to love it and I think if you have that passion it
comes out, and it's very evident you have to be able to think outside the box and find another way around.” (3)

Other characteristics mentioned are, being creative to adjust the activity (3 providers and 1
provider/founder), and self-efficacy to provide and tailor the programme (2 providers and 1 provider
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founder). Also, it was brought up that the programme should not be forced upon participants, as the
following quote illustrates: “Yes staying as enthusiastic as possible yourself. And emphasize to the people that
it is good, and it does not matter what. Nothing has to but just, how do I say that? It does not matter what you
do as long as you move.”(1)*

Also, according to several interviewees (2 providers, 1 provider/coordinator, 1 provider/founder and
1 coordinator) creating a relationship with the participants and trust, are key in the delivery and
retention. “But again then the second piece would be the recruitment and gaining the trust from the men to
show you know, it’s this is so important. You know that, you know, that you’re there on their side and it’s very
much they decide what they want to do. We are not here to dictate or to take over. That’s such an important
message to get to them as well.” (7)

Lastly, time plays a role in the delivery of the programme. Two providers discussed that it could be
helpful to spend more time with participants next to the activity, to get to know them better. Now,
these two providers only see the participants for one hour during the delivery. Some interviewees (2
providers, 1 provider/founder and 1 provider/coordinator) mentioned that patience and perseverance
of the provider are needed. Because it can take time to see the results of participants: “And sometimes
it is difficult that where I exactly struggle with a bit. Because every now and then if have the feeling like hey we
are doing good, but is it actually really changing? It are very few steps so I also needed to learn, that you also
have to be happy with the littlest changes that they implement.”(6)* In sum, education, experience, relation

with the participants and certain qualities of a provider (interest, motivation, passion, enthusiasm,
creativity, self-efficacy, patience and perseverance) appear important in the delivery of the
programme.
Theme 3: Organisation characteristics
Evaluation, collaboration, and support within an organisation facilitate the implementation of a
programme. From these three elements, most interviewees mentioned evaluation (3 managers, 3
providers, 1 provider/founder and 2 coordinators) and collaboration (2 managers 2 coordinators, 1
provider, 1 provider/founder and 1 provider/coordinator) as important factors within a programme.
Evaluation
Evaluation was discussed concerning different elements of the programme. According to several
interviewees (two managers, two providers, 1 coordinator and 1 provider/founder), receiving
feedback from the target group, enables a provider or an organisation to tweak the delivery or other
elements of the programme. Also, it helps to understand the preferences of the participants: “I think
you just have to also open up for their opinion about you, that is something I have learnt to take seriously, to talk
about that and to change things in that. Otherwise, it becomes a one-way street.”(5)*

Many interviewees also mentioned that evaluation can provide insights into the results of the
programme, for participants and for the organisation itself. So, different types of evaluations were
mentioned, related to the preferences and results of participants and the programme. Some
interviewees (2 managers and 2 providers) mentioned evaluation was mostly done verbally after
training: “No actually not. I often also asked, like how do you come back? Then mostly like, how does it feel? Do
you feel warm yes or no? I see a smile, you have a blush. That feedback I gave and then it came back sometimes,
like yes it was nice to be anyway outside, and I enjoyed doing it. But real feedback we only asked at the end.”(2)*

Also, the frequency of the evaluation was discussed. Some interviewees (3 providers and two
managers) said that their organisation regularly evaluates the results of participants, while other
interviewees (two coordinators, 1 manager and 1 provider/founder) mentioned the results were
evaluated some time ago, or were not evaluated regularly (1 manager and 1 provider/founder). Two
coordinators mentioned the programme was evaluated by a university. One provider/founder said it
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was not possible to evaluate, due to lack of funding. One manager said that evaluation is not feasible
for every target group, for instance for people with a disability.
Another type of evaluation was mentioned by six interviewees, which is the feedback between staff.
One provider/coordinator mentioned that is it possible to ask for feedback from colleagues. However,
evaluation or feedback between colleagues is often absent. For instance, because of time constraints
or if the programme is provided by an individual provider (3 providers and 1 provider/founder). “I have
very few mirrors. There are very few people that mirror me. I stand here sometimes alone, you know, no one says:
don't be so weird, why do you do that like so? Or shouldn't you do that differently?”(5)* Only one provider

found the feedback from colleagues unnecessary.
Collaboration
Collaboration, with organisations inside and outside the sports industry, universities and societal
organisations, was mentioned as an important factor. According to several interviewees (2 managers
2 coordinators, 1 provider, 1 provider/founder and 1 provider/coordinator), collaboration with
external organisations facilitates the delivery, recruitment, promotion and funding of a programme.
Several interviewees (2 managers, 2 coordinators, 1 provider/founder and 1 provider/coordinator)
mentioned that organisations support each other and exchange knowledge. “But I think the partnerships
with the different organisations is so so important, and it’s like so key for the whole thing to run. You know if we
didn’t have those relationships it wouldn’t work as well” (7)

According to some of the interviewees (2 managers, 2 coordinators and 1 provider/coordinator)
partners can refer participants to a programme, or request the programme to be delivered. Similarly,
two interviewees (1 coordinator and 1 provider) mentioned that the contacts with external
organisations support the promotion of the programme. One interviewee mentioned that meetings
with external organisations can help participants to feel included in society. Lastly, several
interviewees (1 manager, 2 coordinators and 1 provider/founder) mentioned the wish to extend the
programme’s network and to increase the number of collaborations.
Other forms of support
Various forms of organisational support were mentioned, that benefit the delivery of the physical
activity namely: the goal and vision of the programme, tasks of the provider, accessibility and
promotion of the programme. The goal and vision of the programme were most often referred to.
Several interviewees (3 managers, 1 coordinator, 1 provider/coordinator and 1 provider) mentioned
the commitment and actions of the organisation in order to get participants more active. According to
these interviewees, a vision wherein the organisation is committed to support participants in reaching
their goals, supports providers to adapt the programme. “And I think we are very open-minded in the
programme you know we kind of see people, as older people what they can do and what they can’t do. ”(11)

Interviewees with a double role (provider/founder, provider/coordinator) referred to tasks next to the
delivery of the physical activity. Whereas providers (3 providers) with a single role, who related only
to the delivery itself. Hence, how the organisation is structured impacts the extent to which providers
can focus on the delivery of physical activity: “It just suits me to work for the organisation, I get paid the
same whether one person comes or 50 people come. And it just suits you know it is more security that way. I don’t
have any of the paperwork either which is great, because I hate that side of the job” (3)

Also, the location of the programme has an impact. According to many interviewees (3 managers, 2
coordinators and 2 practitioners) where the programme is located and how accessible it is, are
important factors in participation: “Mobility is also a very important one, we are in a small neighbourhood. It
has been considered to go to another neighbourhood, but then you lose people. They just don't go far out of the
neighbourhood.”(8)*
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Three interviewees (2 providers and 1 provider/coordinator) said that organisations should improve
the promotion of the programme. Notably, many interviewees (3 managers, 2 providers, 1
provider/coordinator, 1 provider/founder and 1 coordinator) discussed that it remains challenging to
recruit people to participate in the programme: “That’s a small group if I could get as many people involved,
and they’re a pretty affluent group as well, but the hard-to-reach continue to be hard-to-reach.” (10) Altogether,
evaluation, collaboration with other organisations, the vision of the organisation, division of tasks,
accessibility and promotion of the programme are important factors in the implementation of a
programme.
Theme 4: Funding
Funding was the most used individual code, 8 out of 11 interviewees mentioned the influence of
funding spontaneously (3 managers, 3 providers and 1 coordinator). Two interviewees mentioned the
influence of funding when specifically asked about it (1 coordinator and 1 provider), and one provider
did not know how the programme was funded. The interviewees stressed that without funding the
existence of a programme is at risk. According to them funding is vital to the programme and influences
several resources such as staff, equipment, evaluation, size of the programme and its lifespan. “Again,
sometimes you know I guess money doesn’t make a good programme, but money means that a programme can
be sustained.” (10)

Additionally, funding was believed to influence staff. Three interviewees (1 manager, 1
provider/founder and 1 coordinator) mentioned that funding influences the amount of staff. Two of
them said, that funding can help to hire and attract more, and the right staff to deliver the programme.
It was also brought up by these interviewees that it can be a challenge to find enough trainers,
especially trainers willing to work with vulnerable groups. According to four interviewees (2 managers,
1 coordinator and 1 provider/founder) whether a programme can grow and expand to other regions,
also depends on funding and consequently on enough staff as well. “I think that you just need good
trainers. That you have people that know how to provide a training, preferably that have an eye for it, well
preferably, you have to know what you are doing and why you are doing it.” (5)*

Furthermore, it was mentioned (3 managers, 1 coordinator and 1 provider) that whether a programme
gets funding depends on the policy and evaluation criteria of the funder. One manager mentioned the
influence of politics on funding. Some interviewees (3 managers and 1 coordinator) mentioned that
programmes often have to apply for funding yearly. In fact, according to some interviewees (2
coordinators, 1 manager, and 1 provider/founder), the uncertain financial situation can result in
insecurities and stress among staff, providers and even participants. One interviewee remarked that
the funding itself influences whether it is possible to evaluate a programme: “And I think I think initially
when the programme was starting off it was huge you know, obviously we’re a non-profit. our funding is dictated
by government and whether that changes each year. So it can be very, you know, it we have to kind of do our
best each year like, because next year we might not have the funding.” (7) To summarize, according to the

interviewees funding enables an organisation to carry out a programme, to get resources such as
enough and the right staff and evaluation seems to have a close relation with funding.

5. Discussion
This study aimed to identify the needs and assets of providers that deliver community-based HEPA
programmes that promote mental health among vulnerable groups in Ireland and the Netherlands.
Ultimately, to contribute to the success of these programmes, and support providers in their delivery.
The PRACTIS guide and appreciative inquiry were used as a lens to develop the interview guide. Four
themes were identified the thematic analysis: programme characteristics, provider characteristics,
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organisation characteristics and funding. These themes deviate from needs and assets, because
providers did not indicate specific needs for the delivery of physical activity. Rather, the elements that
make programmes more successful were discussed and the remaining challenges. The needs can be
found in the challenges that are faced by the programmes. Also, elements that make a programme
successful, can be considered an asset or a need depending on whether an element is present or not.
Also, elements of the organisation characteristics theme can support providers in the delivery, which
relates to the main research question. In this discussion, the different findings will be compared to the
current literature.
Programme characteristics
In the community-centred delivery part of the theme, the interviewees pointed out that the most
important factor in the delivery is adjusting the activity to the community. To design and implement a
programme, the participants should be consulted to find out their preferences. Herein, the individual
drivers and characteristics of the target group should be taken into account. For example, ageing
participants or a language barrier should be considered. In addition, the circumstances of the specific
country and people’s readiness to engage in preventive activities were mentioned as an influence on
the delivery. Also, events like the covid pandemic were named to require adjustment of the delivery.
According to the interviewees, several programme characteristics can help to promote mental health.
By giving the participants more suitable exercises for their level, by the use of music, or by offering the
programme outdoors. Additionally, it was mentioned that the participants should feel welcome and
included by creating a homely atmosphere, for instance by offering a cup of coffee before or after the
activity. O’Regan et al. (2020) also found that it is important for the success and sustainability of the
programme to adapt a programme to the unique needs of a target group. Thus, to be inclusive in the
delivery of the programme. In addition, the social aspect of the activity is important and was often
mentioned as a factor for which participants retain in the programmes, and evoke (mental) health
benefits (O’Regan et al., 2020). However, the interviewees mentioned that the challenge remains to
motivate the participants for physical activity, and to keep them active after the programme has
finished. In adapting the programme, suitable and motivated staff members, communication with
participants, and planning interventions were mentioned to be important. The importance of
adaptation of community-based HEPA interventions for older adults was confirmed in a systematic
review of reviews (Zubala et al., 2017). The authors advocate for a systems approach, where older
adults are included in the design of the intervention (Zubala et al., 2017). Notably, Cooper et al. (2021)
found in their qualitative systematic review, that tailoring physical activity is a facilitator for
implementation. However, adapting the activity can also be a barrier, due to deviating from the
standardized protocol of the intervention, influencing the effectiveness of the programme.
Provider characteristics
The results show that providers, together with the participants, are the designated persons to adapt
the activity. Nevertheless, in the interviews, the providers did not indicate that they need something
specific for the delivery of the activity. However, some provider characteristics were mentioned to be
helpful in the delivery and can be considered assets.
First, education was mentioned to be a prerequisite, and previous experience is helpful for providers
in the delivery. Second, it is key for the provider to be interested and motivated to work with the target
group. Third, being passionate and enthusiastic is even more important, to convey the benefits of
physical activity and motivate the participants. Also, the creativity and self-efficacy of the provider help
to deliver the physical activity and tailor it to the participants. Then, having a relationship of trust with
the participants makes them come back. Lastly, it can take time for results to show, which requires
providers to be patient and persevere. Similarly, Zubala et al. (2017) found that the qualities and
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personality of a provider influence the attendance of the programmes. For instance, being too
extravert or coming across as too intelligent was associated with fewer people attending (HawleyHague et al., 2014). However, being more conscientious (i.e. being careful and orderly (Jackson et al.,
2010)) was associated with more people attending. Hawley-Hague et al. (2014) followed a cohort of
sports coaches, using three questionnaires over six months on community physical activity classes.
These studies align with this research, as interviewees mentioned it is important to be patient and give
participants space.
Organisation characteristics
Within the organisation of the programme, elements were found that are supportive for the providers.
First of all, different kinds of evaluations were mentioned to be helpful. For example, an evaluation of
the implementation process, and development of the programme. Also, feedback between colleagues
within the organisation, was mentioned as valuable. Although, this form of evaluation appeared not
to be a priority, due to time constraints or individual delivery. Finally, evaluation of programme
outcomes and feedback from the target group was mentioned. Not in every programme, the outcomes
were evaluated regularly. These results imply that in some programmes more regular evaluations
could be done.
Second, the support of the organisation could help providers in the delivery of the programme, in
which the goals and vision, accessibility, tasks and promotion of the programme were mentioned to
be important. A vision wherein the organisation is committed to supporting participants in reaching
their goals, supports providers to adapt the programme. How the organisation is structured and the
specific tasks providers have, influence the extent to which providers can focus solely on the delivery.
Apart from this, some interviewees indicated that their organisation could do more to promote the
programme. Also, the programme being located in an accessible location was mentioned to increase
participation. Some interviewees mentioned it was difficult to recruit participants for the programme.
Likewise, Cooper et al. (2021) found in their systematic review on barriers and facilitators of
community-based HEPA programmes, that these often do not have a (detailed) implementation
strategy attuned to the specific context. The authors stress the importance of planning,
implementation and evaluation for which an implementation plan should be used. The lack of an
implementation plan, could explain why not all programmes that were studied in this thesis performed
regular evaluations. Also, an implementation plan could be influential in the promotion of the
initiative, the location, the goals and vision of the programme and the formulation of tasks that were
found in this research. However, the interviewees were not questioned about an implementation plan.
Lastly, collaboration with other organisations came up to be helpful as these organisations sometimes
deliver (part of) the programme. Also, organisations can learn from each other and shared networks
can help to find participants. Having access to a large network was mentioned as beneficial for the
programme itself, and the delivery of the activity. This is confirmed by a systematic review of NagorckaSmith et al. (2022) on collaborative structures in community-based initiatives. They found that the
number of collaborative partnerships had a positive relation with community outcomes. This review
indicates the importance of partnerships and collaborations between different organisations, and their
influence on outcomes within the community. So, this supports the finding that collaboration is an
important asset for a programme.
Funding
It became clear that funding has a large influence on the programme. It was mentioned to influence
the continuation of the programme and the number of resources like staff, equipment, size of the
programme and evaluation. Interviewees often mentioned that a programme has to apply annually
for funding and report evaluation criteria to the funder. This can cause stress among providers and
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participants. Also, Kohl et al. (2012) stress the importance of sustainable funding. In their summary of
efforts to address physical inactivity, they plea for a systems approach in which certain elements are
important for a successful implementation. In addition to funding, their paper highlights the
importance of collaboration and coordination, which was also found in this current research:
illustrated by the following quote: “Successful implementation also depends on political commitment and
sustainable funding, leadership and coordination, working in partnership, a network supporting
professionals as well as ensuring links between policy and practice, and a communication strategy and
a clear programme branding.” (Kohl et al., 2012, pp. 296–297).

5.1 Strengths and limitations
Some strengths and limitations need to be considered. In the first place, the sampling methods that
were used might have introduced a selection bias. Including programmes and providers with the use
of contacts of the project group might have resulted in a not completely representative sample
(Taherdoost et al., 2016). Likewise, the number of interviewees and distribution across the
programmes may have influenced the results. A limited number of interviews (n=11) were conducted.
Nonetheless, this is not a limitation per se, as data saturation was established at the 9th interview. The
validity of the interviews does not necessarily increase with a larger number of interviews (Diefenbach,
2009). However, an over-representation of interviewees from two programmes, likely influenced the
results. Three providers came from the same programme, and two managers also represented the
same programme, whereas the other interviewees all came from different programmes. Also, the
inclusion of only one Irish provider under-represented this perspective compared to the number of
Dutch providers (n=5). These over-representations may have introduced a bias towards these opinions.
A strength of this research is the inclusion of interviewees from two countries and eight different
programmes. It led to a broad understanding of the opinion of the providers, coordinators and
managers. The heterogeneity of the study population made it difficult to compare the results across
the different programmes. However, the systematic review of Cooper et al. (2021) suggests that in
different situations similar factors influence the implementation of physical activities programmes.
Therefore, it is more likely that the results are comparable between the different programmes.
Nonetheless, possible differences between participant groups should be kept in mind.
In light of using interviews as the only data collection method, the quality of the research could have
been improved by using different data sources (Diefenbach, 2009). However, including interviewees
with different roles contributed to a broad understanding of the interviewees’ opinions about the
programme. By including providers, coordinators and managers, at least triangulation of different
perspectives was established.
Furthermore, the strengths and limitations of the used theory need to be considered. The use of the
PRACTIS guide in the design of the interview questions and the deductive coding scheme could have
introduced a bias, as it chose a specific perspective for the data collection and analysis. Consequently,
the self-design of an interview guide gives a low measurement validity in comparison to a validated
measurement tool. However, the guide was reviewed and tested before use. Although appreciative
inquiry was also used as a lens to design interview questions, only a few questions directly related to
this method. So, appreciative inquiry could have been used more extensively. Lastly, the potential
threats of the thematic analysis and the overlap between the themes were kept to a minimum, as all
required six steps were closely followed (Braun & Clarke, 2006).
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5.2 Recommendations
Some recommendations are made for community-based HEPA programmes, on what should be
considered during the implementation and delivery of a programme. These can be found in Table 5.
Hereafter, the recommendations for further research are stated.
Table 5
1
Prioritize community-centred delivery in the programme.
1.1 Include the participants in the development and delivery of the programme.
1.2 Adapt the programme to specific characteristics of the participants, for instance, age and
history of mental health problems.
1.3 Choose a type of physical activity that fits the participants and suits their needs.
Always offer scaling options for the chosen activity or exercises
2. Programme characteristics can support mental health promotion.
2.1 An inclusive, low-key and welcoming set-up can help to increase participation. Consider
offering a cup of coffee before or after the activity.
2.2 The programme should be provided in a group to evoke results through social capital and to
increase retention.
2.3 Consider the use of music during physical activity.
2.4 Deliver the programme outside if possible, as it could help to improve the mental health of the
participants.
3
Providers are key in the delivery of the programme.
3.1 Providers are key in the adaptation of the programme for and with the target group, and the
importance of their role should be acknowledged.
3.2 Providers’ qualities and character traits such as patience and perseverance are helpful in the
delivery.
3.3 Natural enthusiasm and passion are helpful in the delivery. However, the provider should stay
him or herself.
3.4 Providers could emphasize the (mental health) benefits to make participants more aware of
these benefits.
4
Support providers and evaluate the programme.
4.1 Do regular evaluations to gain insights into participants' results and preferences.
4.2
4.3
4.4
4.5

Formulate specific tasks and get enough staff to execute these tasks.
State a clear goal for the programme.
Promote the programme in a way that fits the target group.
The programme should be very accessible, preferably in the neighbourhood of the
participants, to decrease the barrier to participate.
4.6 A clear and detailed implementation plan could help to plan these elements.
5

Maintain and expand collaborations and partnerships with external organisations.

5.1 Collaboration and partnerships are important resources for physical activity programmes.
Organisations can support each other in the delivery, recruitment and funding.
6
Sustainable funding is essential for a programme to develop, sustain and function well.
6.1 Funding for multiple years can provide security for a programme, which helps to focus on their
core business namely, the well-being and results of participants.
Future research
This study found some directions for future research. A larger sample with equal representations of
different roles across programmes in several countries, might increase the generalizability of the
research. Also, triangulation could be established by using a mix-methods study design. Or by
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comparing another data collection method with the results of this study. Notably, the findings in this
study present results on the opinion of stakeholders on the different programmes, and assumptions
they have about the target population. In further research, it would be interesting to compare the
current findings with the perspectives of the participants of the programmes. For instance by using a
participatory research design. Further research should investigate ways to overcome challenges in the
delivery of the program. Challenges such as motivating and recruiting participants, and finding
providers willing to work with vulnerable groups. Investigating these challenges could help
programmes to develop sustainable solutions.

6. Conclusion
This thesis set out to identify the needs and assets of the providers that promote the mental health of
participants through physical activity in community-based HEPA programmes. This was done to
understand how a provider can be supported in the promotion of mental health through physical
activity. To do so, an interview guide was developed with the use of the PRACTIS guide (Koorts et al.,
2018) and appreciative inquiry (Cooperrider, 1986). The providers did not indicate specific needs for
the delivery of physical activity. Rather, the challenges of the programmes were discussed, and
elements that make programmes more successful. Based on the analysis of the interviews it can be
concluded, that in the delivery of physical activity it is key to tailor the programme for and together
with the participants (community-centred delivery). Almost all providers have had training or
education to provide physical activity and were motivated and interested in the specific target group.
Additional assets of the providers are, passion, self-efficacy, creativity, patience and perseverance.
These came up to be helpful in the delivery of physical activity. In the analysis, the challenges faced
are, to recruit, retain and motivate participants long-term. In addition, sustainable funding is crucial
combined with finding motivated providers willing to work with vulnerable groups. Assets were found
across the theme of organisation characteristics. These were evaluation of the programme,
collaboration with other organisations, promotion and an accessible location of the programme. In this
research, community-centred delivery, programme characteristics and provider characteristics came
forward to be helpful to motivate participants. However, the presence or absence of a certain element
could make something a need for one programme, and an asset for the other. Providers could be
supported by the organisation if they take care of recruitment, promotion and funding. Moreover, a
clear goal and vision and task division of the programme, are supportive elements on the
organisational level.
This research contributed to more practice-based research and highlighted the importance of the
provider, and community-centred delivery, in community-based HEPA programmes. Overall the
findings of this research were supported by the scientific literature in this domain. This research
provides practical directions on how to adapt the programme to participants. Also, it highlights helpful
characteristics of providers and exhibits the importance of their role in community-based HEPA
programmes. Moreover, this research shows what works for the interviewees, and which challenges
they face in the programmes. Also, this research adds to the call for more practice-based research and
contributed to the knowledge gap on how providers can be supported (DiPietro et al., 2020; Reis et
al., 2016). In future research, it would be interesting to extend this study to different countries, with a
larger number of interviewees and a more equal distribution of the different roles in the programmes.
Also, it would be interesting to investigate whether these outcomes align with the perspective of the
participants themselves. Lastly, the remaining challenges could be investigated in future research, for
instance how to recruit and motivate participants.
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Appendix 1: Guiding questions PRACTIS guide
Table 6
Questions step one PRACTIS guide (Koorts et al., 2018, pp. 5)
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Appendix 2: Operationalization
In Tables 6 and 7, an overview is given of how the two theories, PRACTIS guide and appreciative inquiry,
are used to create the interview questions.
Table 7
Operationalization of interview questions for providers
Interview questions for providers
1. Could you tell me a bit about your
role in the programme?
- What role does physical activity
have in the programme?
2. What is it about the nature of the
work that you do here that you
value most? What is most
interesting or meaningful?
(Cooperrider et al., 2005, pp. 124)
3. What are the most important
qualities or strengths you bring to
the programme? (Cooperrider et al.,
2005, pp. 124)
4. How do you value physical activity?
- What benefits do you think
participants could gain from physical
activity?
- And concerning their mental health?
5. What do you need to effectively
work in your setting to promote
mental health through physical
activity?
6. What resources are available to
support you in the delivery of
physical activity?
- Do you have any specific needs for
resources or support?
- For example, education or training in
the delivery of physical activity or
personal development.
7. What motivates you to deliver
physical activity?
8. Are there specific factors or persons
that influence this motivation?
- For example certain colleagues or
the culture within the programme
- Past experiences or how you value
physical activity
- What do you think about those
influences?

PRACTIS guide
-

Individual level /
Provider level,
perceived benefits

Appreciative
inquiry
-

Asset Needs

Personal
values/
positive
principle

X

Core lifegiving factors

X

-

X

Organisational level /
provider level,
perceived needs

X

Provider level,
education, knowledge,
skills, self-efficacy

X

Provider level,
motivation
Organisational level,
organisational climate,
champion, culture,
norms, values,
organisational
leadership, previous
experience, beliefs,
attitude

X
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-

X

X

9. What are the most important factors Organisational level
or aspects that make the
programme work?
10. Do you experience any challenges in Provider level, selfthe delivery of physical activity to
efficacy, stage of change
this population? Are you able to
overcome them?
11. What are factors that influence your Organizational level,
programme in the delivery of
community/ systems
physical activity?
level
- For example policy or funding
12. Based on the interview with the
Organisational level,
coordinator: What do you think of
evaluation,
the level of evidence of the
implementation climate
programme and the evaluation of
the programme?
- What is the influence of evaluation
and evidence base on the delivery of
physical activity?
- Do you have any specific needs for
evaluation (or evidence)?
13. What would the programme ideally
look like in 3 years from now?
- What do you or the programme
need to get there?
14. What could other programmes learn Community/ systems
from this programme?
level
15. Is there anything else you would like to add or discuss?
Table 8
Operationalization of interview questions for coordinators
Interview questions for coordinators
1. Could you tell me a bit about your
role in the programme?
- What role does physical activity play
in the programme?
2. What is it about the nature of the
work that you do here that you
value most? What is most
interesting or meaningful?
(Cooperrider et al., 2005, pp. 124)
3. How do you value physical activity?
What benefits do you think
participants could gain from
physical activity?
- And concerning their mental
health?
4. What does the design of the
programme look like?

PRACTIS guide
-

Individual level/
provider level,
perceived
benefits

Step 1/
organisational
level,

35

X

X

X

X

X

Dream
phase/
design phase

-

X

X

X

-

-

Appreciative inquiry
-

Asset
-

Personal values

X

X

Needs
-

-

What are the principles or evidence
on which the programme is based?
- How is the programme evaluated?
5. How are participants recruited?
- What will motivate participants to
take part?

6. How will retention be supported
and monitored?
7. Are there eligibility criteria to
deliver the programme?
8. What do providers need to
effectively work in your setting to
promote mental health through
physical activity?
9. How are providers supported to
deliver and sustain the programme?
- Do they receive education or
training in the delivery of physical
activity or personal development?
- Do they get performance feedback
or is there a leader/champion to
support them?
10. What are the most important
factors or aspects that make the
programme work?

11. What are the biggest challenges you
face when implementing this
programme?
12. What are factors that influence the
programme in the delivery of
physical activity?
- How is the intervention funded?
- What is the role of supportive
policies?
- How do you value these factors?
13. What would the programme ideally
look like in 3 years from now?
- What resources are necessary to get
there?
14. What could other programmes
learn from this programme?
15. Is there anything else you would like
to add or discuss?

community/
systems level
Step 1 /
organisational
level,
community/
systems level
Step 1/ provider
level
Step 1/ provider
level
Organisational
level / provider
level, perceived
needs
Step 1 /
provider level,
education,
skills, selfefficacy

X

Organisational
level,
organisational
support for
implementation
Organisational
level

X

-

X
X

Organisational
level /
community/
systems level,
funding, policy

Dream phase/
design phase

Community/
systems level
-
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-

X

X

X

-

-

Appendix 3: Interview guide
Introduction
First of all, thank you for your participation, your participation is essential for this research. I will shortly
introduce myself and the topic of the interview again. My name is Ilse Rensen for my master thesis at
Wageningen University I am researching the needs and assets of providers in different community
based physical activity programmes. This research is initiated in a collaboration between Waterford
University and Technology and Wageningen University. The purpose of my thesis is to contribute to
the success of physical activity programmes.
A: I have sent you the informed consent form via email and you have let me know that you agreed,
thank you for that. If you still have any questions please let me know.
B: I have sent an informed consent for and did not get a reply on that yet. Have you read it? Do you
still have any questions? If you have not read it I will go through it now. If you agree with this form, I
would like to record your consent. Is that okay for you? Do you still have any questions on the form?
Then I will start the recording of the interview to be able to transcribe the interview afterwards.
Recording of interview
First, as a signature of the informed consent I ask you, do you agree with the informed consent form?
This interview will take no longer than X minutes. When a question is unclear, it is always possible to
ask for an explanation. When you are not able to answer a question, you can indicate this.
Do you have any questions before we start the interview?
Then we will start the interview.
Start recording.
Questions coordinators
1. Could you tell me a bit about your role in the program?
- What role does physical activity play in the program?
2. What is it about the nature of the work that you do here that you value most? What is most
interesting or meaningful?
3. How do you value physical activity?
- What benefits do you think participants could gain from the activity/ physical activity?
- And concerning their mental health?
4. What does the design of the programme look like?
1. What are the principles or evidence on which the programme is based?
2. How is the programme evaluated?
5. How are participants recruited?
3. What will motivate participants to take part?
6. How will retention be supported and monitored?
7. Are there eligibility criteria to deliver the program?
8. What do providers need to effectively work in your setting to promote mental health
through physical activity?
9. How are providers supported to deliver and sustain the program?
4. Do they receive education or training in the delivery of physical activity or personal
development?
5. Do they get performance feedback or is there a leader/champion to support them?
10. What are the most important factors or aspects that make the programme work?
11. What are the biggest challenges you face when implementing this programme?
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12.
6.
7.
8.
13.
9.
14.
15.

What are factors that influence the programme in the delivery of physical activity?
How is the intervention funded?
What is the role of supportive policies?
How do you value these factors?
What would the programme ideally look like in 3 years from now?
What resources are necessary to get there?
What could other programmes learn from this program?
Is there anything else you would like to add or discuss?

Questions providers
1. Could you tell me a bit about your role in the program?
- What role does physical activity have in the programme?
2. What is it about the nature of the work that you do here that you value most? What is most
interesting or meaningful?
3. What are the most important qualities or strengths you bring to the program?
4. How do you value physical activity?
- What benefits do you think participants could gain from the activity/ physical activity?
- And for their mental health?
5. What do you need to effectively work in your setting to promote mental health through
physical activity?
6. What resources are available to support you in the delivery of physical activity?
- Do you have any specific needs for resources or support?
- For example, education or training in the delivery of physical activity or personal
development. What resources do you use to deliver the activity?
7. What motivates you to deliver physical activity?
8. Are there specific factors or persons that influence this motivation?
- For example certain colleagues or the culture within the programme
- Past experiences or how you value physical activity
- What do you think about those influences?
9. What are the most important factors or aspects that make the programme work?
10. Do you experience any challenges in the delivery of physical activity to this population? Are
you able to overcome them?
11. What are factors that influence your programme in the delivery of physical activity?
- For example policy or funding
12. Based on the interview with the coordinator: What do you think of the level of evidence of
the programme and the evaluation of the programme?
- What is the influence of evaluation and evidence base on the delivery of physical activity?
- Do you have any specific needs for evaluation (or evidence)?
13. What would the programme ideally look like in 3 years from now?
- What do you or the programme need to get there?
14. What could other programmes learn from this program?
15. Is there anything else you would like to add or discuss?
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Appendix 4: Informed consent
Needs and assets of providers in community-based health-enhancing physical activity programmes
in Ireland and The Netherlands.
Consent to take part in research:
• I understand that even if I agree to participate now, I can withdraw at any time or refuse to
answer any question without any consequences of any kind.
• I have had the purpose and nature of the study explained to me in writing and I have had the
opportunity to ask questions about the study.
• I understand that all information I provide for this study will be treated confidentially.
• I understand that in any report on the results of this research my identity and individual
responses will remain anonymous.
• I understand that the interview will be recorded for the researcher to be able to transcribe
the interview and that the recording of the interview will not be published.
• I understand that the signed consent form and original audio recording will be retained in the
WUR drive, accessible by researcher Ilse Rensen and secured as stated in the WUR guidelines
of safe data storage until October 2022.
• I understand that a transcript of my interview data in which all identifying information has
been removed will be retained for October 2032.
• I understand that under freedom of information legalisation I am entitled to access the
information I have provided at any time while it is in storage as specified above.
Contact details researchers
Ilse Rensen
Kirsten Verkooijen

– ilse1.rensen@wur.nl
– Kirsten.verkooijen@wur.nl (supervisor)

Signature of research participant
----------------------------------Signature of participant

----------------Date

Signature of researcher
I believe the participant is giving informed consent to participate in this study

----------------------------------Signature of researcher

----------------Date
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Appendix 5: Deductive coding scheme
Table 9
Deductive coding scheme
Level
Individual level – user characteristics
Provider level- implementer characteristics

Organisation level – setting characteristics

Community/ systems level – community
characteristics

Codes
Attitude
Motivation
Education
Knowledge
Beliefs
Personal attributes
Self efficacy
Perceived benefits
Need
Stage of change
Identification with organisation
Previous experience
Skills
Programme goals and vision
Organisational structure
Organisational commitment
Implementation climate
Integration new programme
Administration support
Organisational climate
Implementation readiness
Champion
Size
Infrastructure
Networks
Communication
Skills planning implementation and evaluation
Innovation specific characteristics
Coordination other agencies
Formulation tasks
Organisation support for implementation
Culture, norms, values
Shared vision organisational leadership
Shared decision making
Collective efficacy
Community competence
Community readiness for prevention
Politics
Policy
Community capacity
Patient/ user centeredness
Community empowerment
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External policies/ incentives
Cosmopolitanism
Prevention research system
Peer pressure
Social capital
Funding
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Appendix 6: Themes over different phases
Table 10
Overview creation of themes across different phases
Phase 3

Phase 4

Phase 5

Impact funding

Funding

Collaboration
Evaluation
Support organisation
Provider characteristics

Organisation characteristics

Adaptation

Adaptation

Programme characteristics

Results

Results

Individual characteristics
Trends/ events

Individual characteristics
Trends/ events

Themes Evaluation
Impact funding
Challenges
Collaboration
Facilitating organisation
Vision organisation
Provider characteristics

Provider characteristics

Note: a short overview is given of how the themes came about across the different phases of Braun
& Clarke (2006) and how different elements were reclassified into different themes. In phase 5 the
final name of the themes are illustrated in bold with the different elements of these themes.
Table 11
Overview of the codes in the themes and sub themes of the final themes.
Themes
Influence funding

Organisation characteristics

Codes
Staff
Right people to deliver
Size
Funding criteria
Funding equipment
Funding long term
Influence evaluation
Policy
Politics
Networks
Cosmopolitanism
Communication
Coordination other agencies
Prevention research system
Peer pressure
Networking
Evaluation
Continuous feedback
Feedback target group before pilot
Feedback: colleague
Feedback from target group
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Provider characteristics

Programme characteristics

Mood
Recall
Innovation specific characteristics
Organisational structure
Formulation tasks
Administrative support
Infrastructure
Accessibility
Skills planning implementation
Organisational support for implementation
Challenge: recruitment, planning
Organisational commitment
Shared vision organisational leadership
Culture, norms, values
Programme goals/vision
Personal attributes
Motivation
Self efficacy
Previous experience
Beliefs
Stage of change
Education
Attitude
Skills
Knowledge
Perceived need
Identification with organisation
Champion
Patient/user centredness
Shared decision making
Community empowerment
Community competence
Collective efficacy
Inclusion
Integration new programme
Challenge: motivate for physical activity
Game element
Social capital
Beliefs: adaptation
Fun
Group setting
Music
Nature
Physical activity
Positive experience
Sleep
Stop to think
Age cohort
Life experience

43

Beliefs
Self efficacy
Social anxiety
Responsibility
Mental health problems
Motivation
Impact covid
Community readiness for prevention
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Appendix 7: Original Dutch quotes
“Ik denk dat je gewoon goede trainers moet hebben. Dat je mensen hebt die weten hoe ze een
training moeten geven, die het liefst ook nog oog hebben voor, nou het liefst, je moet ook gewoon
weten wat je aan het doen bent en waarom je het aan het doen bent.” (5)
Ik denk gewoon je wel open stellen ook voor hun mening over jou, dat is ook wel iets wat ik geleerd
heb hier om dat serieus te nemen, daarover in gesprek te gaan en daarin ook dingen te veranderen.
Anders wordt het ook eenrichtingsverkeer.”(5)
Nee eigenlijk niet. Ik vroeg het vaak wel, van hoe kom je terug. Dan vooral van hoe voelt het? Heb je
het warm gekregen ja of nee? Ik zie een glimlach, je hebt een blosje op. Die feedback gaf ik dan en
dan kwam er nog wel is van ja het was fijn om in ieder geval weer buiten te zijn en dat vond ik leuk
om te doen maar de echte feedback hebben we alleen aan het einde gevraagd.” (2)
“ Ik heb heel weinig spiegels. Er zijn heel weinig mensen die mij spiegelen. Ik sta hier soms gewoon
ook alleen, weet je wel, er is niemand die mij zegt: doe niet zo raar, waarom doe je dat nou zo? Of
moet je dit niet anders doen?” (5)
“Okee ik ben heel benieuwd want wat ik zeg ik hoop gewoon dat het normaler wordt om bewegen in
te zetten voor je mentale gezondheid. En dat dat besef er ook is een beetje gaat komen. Dat het niet
is ik ben moe dus ik ga niet bewegen. Nee ik ga bewegen want ik ben moe.” (2)
“En het is lastig hoor want soms zit ik daar juist ook weer een beetje mee te strugglen. Omdat ik af en
toe het gevoel van hè we zijn goed bezig maar gaat het nou daadwerkelijk echt veranderen? Het zijn
hele kleine stapjes dus dat heb ik ook moeten leren dat je ook blij moet zijn met de kleinste
veranderingen die ze doorvoeren.” (6)
“Ja zo enthousiast mogelijk zelf blijven he. En de mensen blijven benadrukken dat het goed is het
maakt niet uit wat. Niks moet maar gewoon, hoe moet ik dat zeggen. Maakt niet uit wat je doet als je
maar beweegt.” (1)
“Ja en het luisteren naar wat men wil. Ook als sportinstructeur vind ik dat belangrijk. Ik kan wel
verzinnen dat iedereen moet gaan hardlopen maar als dat niet lukt wordt het weer een faalervaring
en dat is niet de bedoeling. Dus ja kijken naar wat de mogelijkheden zijn. Volgens mij is dat wel een
hele belangrijke ook.” (8)
“Dat mensen die psychische problemen hebben natuurlijk heel moeilijk te enthousiasmeren zijn. Dat
vind ik echt dat blijf ik altijd wel lastig vinden en tegen aan lopen.” (1)
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Appendix 8: Infographic
On the next pages the infographic is presented with a summary of the thesis and recommendations.
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