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1. Background, Context and Justification  

1.1 Population Health Problem & Rationale  

Physical inactivity remains a major population health challenge: around one in three adults 

worldwide do not meet recommended activity levels, despite its established role in preventing 

and managing non-communicable disease (Katzmarzyk et al., 2022; Strain et al., 2024). In 

England, activity is socially patterned, with lower levels among disabled people, older adults 

and less affluent communities, particularly where barriers intersect (Sport England [SE], 2026). 

This project focuses on adults experiencing interacting health, social and environmental 

barriers to participation, rather than defining the population by inactivity or diagnosis alone. 

Practical, environmental, social and psychological factors contribute to inequalities in physical 

activity, particularly among disabled people and groups experiencing disadvantage (Jackson et 

al., 2021; Martin Ginis et al., 2021). Sport and physical activity are therefore considered as 

potential vehicles for meaningful occupation and community participation, consistent with 

evidence linking participation and belonging with wellbeing (Haim-Litevsky et al., 2023; 

Hammell, 2014; Wilcock & Hocking, 2015). This also overlaps with Core20PLUS5 populations 

experiencing deprivation and other health inequalities (NHS England, n.d.). 

Sheffield’s inactivity rate among adults aged 19 and over was 20.2% in 2024/25, compared with 

21.8% for England (Office for Health Improvement and Disparities, 2026). However, 21.9% of 

Sheffield’s lower-layer super output areas were among the most deprived 10% nationally 

(Sheffield City Council, 2025). Sheffield is therefore a relevant setting for considering how 

deprivation, health, disability and environmental barriers may interact to shape participation. 

Sport for Confidence (SfC) offers a relevant model because its Community Health Service (CHS) 

works across health, leisure, local government and community settings. This aligns with Fit for 



3 
 

the Future: The 10 Year Health Plan for England, particularly its emphasis on prevention, 

neighbourhood support and shifting care from hospital to community (Department of Health 

and Social Care [DHSC], 2025). It is also consistent with South Yorkshire priorities for reducing 

inequalities through integrated, community-based approaches (NHS South Yorkshire Integrated 

Care Board, 2025). 

The project used a realist-informed review to examine how, for whom and under what 

circumstances the established Essex model appears to work. Rather than assuming 

transferability, it identified the core features, contextual conditions and adaptations requiring 

consideration before development in Sheffield. 

1.2 Context & Stakeholders  

SfC is an Occupational Therapy (OT) led service using physical activity to 

promote empowerment, wellbeing and belonging. The service brings together Occupational 

Therapists (OT), the physical activity workforce, and people with lived experience to create 

person-first, occupation-focused opportunities that reduce barriers and support people to 

engage in what matters most to them. SfC uses an approach called Movement Beyond 

Medicine® which specifically uses physical activity as a tool for empowerment, belonging, 

prevention and positive health outcomes (SfC, 2025). 

SfC operates within a wider system rather than as a standalone service. Figure 1.1 shows its 

connections with participants, leisure providers, NHS services, social care, public health, 

education, community organisations, research partners and national bodies. In Essex, 

Reconnect provides the principal service context: a countywide early-help and prevention 

service, supporting people to improve their health, wellbeing, and independence through 

meaningful activity, linking leisure-based health offer with statutory referrals and community 

assets (SfC, n.d.). 
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Figure 1.1 SfC works within a wider system 

 

The SfC offer aligns with national priorities for prevention, neighbourhood care, reducing 

inequalities and cross-sector collaboration (SE, 2021; DHSC, 2025; NHS England, 2025). Table 

1.1 summarises the systems influencing current delivery and potential transfer to Sheffield. 

Figure 1.2 maps power and interest, showing that commissioners, system leaders and asset 

owners hold greater formal authority, while participants, practitioners and community 

organisations contribute local and experiential knowledge but have less decision-making power 

(NHS England, 2022; Ross et al., 2025). Together, they show the organisational context, 

relationships and resources requiring consideration in Sheffield. 

Table 1.1 Stakeholders influencing current delivery and potential adaptation in Sheffield 
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Note: RED TEXT = Particularly relevant to the scope of this project AMBER= Relevant to the Sheffield stakeholder conversations for this project 

BLACK= Relevant to the on-going feasibility project 

Figure 1.2 Power–interest mapping of stakeholders connected to SfC and Sheffield 
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1.3 Evidence Base & Justification for Project Focus  

The project was justified by three connected challenges: persistent inequalities in physical 

activity and wider participation; fragmented pathways and responsibilities across health, leisure 

and community systems; and limited explanatory evidence about how the SfC model generates 

outcomes, under what conditions, and what would need to be adapted for use elsewhere. 

First, these inequalities are not explained by motivation alone. Practical, environmental, social 

and cultural barriers can restrict participation, while physical inactivity has often been framed 

as a matter of individual choice rather than as something shaped by supportive or unsupportive 

environments and systems (Jackson et al., 2021; Martin Ginis et al., 2021; Ramírez Varela et al., 

2026). SfC responds by adapting activities, environments and support around the person (SfC, 

2025). 

Second, policy adoption has not consistently translated into implementation. Ramírez Varela et 

al. (2026) found that, although most countries had adopted policies addressing physical activity, 

many lacked measurable targets, dedicated resources, accountable agencies, clear leadership 

and effective multisectoral partnerships. In England, earlier strategies similarly called for 

coordinated action, yet responsibilities and delivery across sport, physical activity and related 

policy areas remained fragmented and siloed (Public Health England, 2014b; House of Lords, 

National Plan for Sport and Recreation Committee, 2021). More recent NHS policy has renewed 

the emphasis on integrated prevention and neighbourhood working (NHS England, 2025). 

Third, current plans emphasise disease prevention, healthy weight, behaviour change and 

reduced future demand (DHSC, 2025; NHS South Yorkshire Integrated Care Board, 2025). This 

reflects a wider health- and disease-centred framing of physical activity that may narrow policy 

options, obscure broader social benefits and weaken engagement from sectors whose priorities 

extend beyond health (Ramírez Varela et al., 2026). Current plans give less attention to 

meaningful occupation, belonging and the conditions supporting sustained participation 

(Hammell, 2014; Haim-Litevsky et al., 2023; Wilcock & Hocking, 2015). These are central to SfC’s 

stated approach (SfC, 2025a). 
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Existing evaluations report promising wellbeing, activity and social-value outcomes but do not 

fully explain how they arise. The PEM evaluation was cross-sectional, while Pettican et al. 

(2024) focused mainly on implementation conditions. A realist-informed review was therefore 

used to synthesise the available evidence, examine how contexts and mechanisms interact 

across participant, organisational and system pathways, and identify adaptations that may be 

required before development in Sheffield (Pawson et al., 2005). This reflects wider calls for 

context-sensitive implementation research and systems approaches to understanding physical 

activity initiatives across sectors and settings (Ramírez Varela et al., 2026). It also contributes to 

addressing the limited evidence on occupational therapy’s role within cross-sector community 

models of this kind (Royal College of Occupational Therapists, 2024). 

The project was feasible within the available timeframe and evidence base, had potential to 

inform commissioning and local adaptation, and was completed under University of Salford 

Student Declaration – Block Approval (Project ID: 14662; Review reference: 2026-14662-

14752). Supporting ethics and governance documents are provided in Appendix A.  

2. Approach to the Population Health Project  

2.1 Project aims and objectives  

Main realist question 

How, for whom and in what contexts does the Sport for Confidence Community Health Service 

appear to support participation, wellbeing and community connection among adults facing 

substantial barriers? 

Aim 

To develop and refine an evidence-informed programme theory explaining how, for whom and 

under what conditions the SfC CHS appears to generate outcomes, and to consider what this 

learning may mean for future development in Sheffield. 

Objectives 
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1. Develop an initial programme theory from practitioner knowledge and organisational 

understanding of the Sport for Confidence model.  

2. Test and refine the theory through internal stakeholder challenge and purposive review 

of organisational evidence.  

3. Test the developing theory against selected literature to support, challenge and refine it, 

and identify evidence gaps. 

4. Reflexively consider the final programme theory’s relevance to Sheffield by comparing 

its contextual requirements with the local health, leisure and community system. 

5. Synthesise the review findings and develop recommendations for future consideration 

and development of the model in Sheffield. 

2.2 Design & Framework  

This project used a realist-informed review to examine how, for whom and under what 

circumstances the SfC CHS may generate outcomes (Pawson et al., 2005). An initial programme 

theory was developed (Appendix C), challenged through stakeholder input (Appendix D), 

refined through documentary review (Appendix E), and tested against selected literature 

(Appendix F). Context referred to the pre-existing individual, organisational and system 

conditions within which SfC operated. Mechanisms comprised both the resources introduced 

by SfC and the reasoning or responses they triggered, while outcomes were the resulting 

changes (Dalkin et al., 2015). Evidence was synthesised into final CMO configurations (Appendix 

G), which informed the final evidence-informed programme theory (Appendix H). 

2.3 Methods  

The project was conducted between January and July 2026. Initially planned as a mixed-

methods exploratory evaluation, it shifted to a realist-informed review as the priority became 

explaining how and why SfC appeared to generate outcomes, for whom and under what 

conditions. This provided a stronger basis for identifying principles and contextual requirements 
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potentially relevant to Sheffield. As the review took longer than anticipated, the planned 

Sheffield interviews were not completed. I  

Appendix B summarises the realist-informed review and its audit trail, while Figure 2.1 

illustrates the sequence of the review process. 

Figure 2.1 Sequence of the review process 

Note. The arrows show the sequence of work. In practice, evidence collection and theory refinement were iterative, with earlier interpretations 

revisited as new evidence was considered. 

The review proceeded through four main stages. First, an initial programme theory was 

developed from practitioner and organisational knowledge of SfC, setting out provisional links 

between contexts, programme resources, stakeholder responses and outcomes (Appendix C). 

Second, the programme theory was challenged through a ‘Heads of Service and OT’ focus 
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group, comments were anonymised, and they were encouraged to challenge assumptions, 

identify gaps and improve accuracy (Appendix D). 

Third, ten organisational sources were purposively selected because they contained evidence 

about SfC delivery, implementation or outcomes. These included evaluations, programme 

reports, strategy documents and implementation learning. Their relevance, explanatory 

richness and rigour were considered rather than applying a single study-quality hierarchy (Dada 

et al., 2023) see Appendix E. Fourth, a rapid and iterative review of 13 published sources was 

undertaken between June and July 2026. Sources concerning OT, meaningful occupation, 

physical activity, community participation, place-based working and implementation were 

included where they could support, challenge or refine the developing theory (Appendix F). 

Evidence was extracted into structured review notes covering relevant contexts, SfC resources, 

stakeholder responses, outcomes, and enabling or constraining conditions (Appendix E, Table 

E1). Recurring, contrasting and alternative explanations were compared across evidence 

sources to develop five final CMO configurations (Appendix G). Aggregate participation, 

wellbeing and social-value indicators were extracted descriptively to indicate direction and 

magnitude only. No individual-level data were accessed or reanalysed, causality was not 

inferred, and no formal thematic analysis was undertaken. 

The population of interest comprised adults experiencing substantial and interacting barriers to 

meaningful participation and community life, rather than people defined by diagnosis or 

inactivity alone. No service users were recruited. Their perspectives were represented indirectly 

through anonymised feedback and aggregate self-reported outcomes contained within existing 

evaluations, limiting assessment of representativeness, equity and subgroup differences. 

Informal professional conversations undertaken within the researcher’s substantive role across 

Sheffield’s health, leisure and community systems were not treated as research data. They 

were not recorded, transcribed or used to develop the CMOs or programme theory, but 

informed reflexive consideration of local relevance and recommendations (Appendix I). 
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University ethical approval was obtained through the Student Declaration–Block Approval 

process (Project ID 14662; review reference 2026-14662-14752; Appendix A). Formal 

stakeholder participation was voluntary, with information and consent procedures completed. 

Records were anonymised and securely stored, and no identifiable clinical information was 

collected. Potential insider bias and power imbalances arising from the researcher’s SfC 

employment and leadership role were addressed through reflexive notes, an audit trail, explicit 

encouragement of challenge, cross-source comparison and academic supervision. 

3. Project Reporting 

3.1 Findings/Results 

The review produced two connected findings: a refined explanation of how the SfC CHS appears 

to work, and evidence indicating the direction and possible magnitude of reported outcomes. 

How the explanation changed 

The initial programme theory proposed that meaningful physical activity could support 

prevention, participation, belonging and occupational justice. Stakeholder challenge, 

documentary review and published literature retained this central proposition but substantially 

refined the explanation. OT moved from one of several inputs to the principal enabling 

resource, while physical activity was reframed as a vehicle for meaningful occupation and 

community participation rather than the mechanism or main outcome. The theory also 

expanded from a mainly individual pathway to interacting participant, community, 

organisational and system pathways. The stages of refinement are presented in Appendices C–

G, with the final evidence-informed programme theory in Appendix H. 

Table 3.1 Headline Development from the Initial to the Final Evidence-Informed Programme 

Theory 

Stage Headline explanation 
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Initial 

programme 

theory 

Meaningful physical activity, combined with occupational therapy, lived experience 

and community assets, may increase confidence, agency, belonging and 

participation. The theory was mainly participant-focused, with workforce, 

partnerships and wider systems treated largely as contextual conditions. 

Evidence testing 

and refinement 

Internal stakeholder challenge → documentary review → published literature → final 

synthesis. Testing clarified the role of occupational therapy, specified the 

mechanisms of change and identified organisational and system pathways. 

Final evidence-

informed 

programme 

theory 

Occupational therapy emerged as the principal enabling resource, using assessment, 

reasoning, adaptation, relationships and navigation to make meaningful 

participation possible. Physical activity was established as a vehicle for meaningful 

occupation and community involvement. Participant, community, organisational and 

system pathways interact within a complex adaptive system, with outcomes 

potentially becoming resources for further change. 

 

The refined theory identified a range of potential participant, community, workforce and 

system outcomes. These outcomes were more likely where the contextual conditions needed 

to activate the proposed mechanisms were present. 

Table 3.2 Headline Potential Outcomes and Conditions for Delivery 

Priority outcome area Headline potential outcomes More likely when… 

Fair access and 

engagement 

People experiencing substantial 

barriers engage with support and 

develop meaningful goals. 

Referral routes are accessible and 

occupational therapists have sufficient 

time and continuity to understand what 

matters. 

Physical activity, 

prevention and 

wellbeing 

Increased and sustained physical 

activity, healthier routines, improved 

wellbeing, choice and control. 

Activities, environments and support are 

meaningful, flexible and adapted around 

the person. 
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Community 

connection and 

participation 

Stronger social connections, reduced 

isolation, belonging and sustained 

involvement in community life. 

Suitable local opportunities exist, 

supported by active navigation, warm 

introductions and trusted relationships. 

Valued roles and 

wider participation 

Greater involvement in social roles, 

volunteering, education, employment 

and contribution to community life. 

Opportunities connect with people’s 

interests, aspirations, routines and wider 

life goals. 

Inclusive workforce 

and provision 

Staff capability increases and 

inclusive practice becomes more 

consistent across mainstream 

services. 

Occupational therapy mentoring, 

modelling and reflection are supported 

by leadership, time and role clarity. 

Connected 

neighbourhood 

pathways 

Clearer referral routes, smoother 

transitions, stronger partnerships and 

better use of community assets. 

Partners share responsibility, have 

authority to act and are willing to work 

across organisational boundaries. 

Learning and 

sustained 

improvement 

Participant progress, workforce 

learning and stronger partnerships 

support further improvement in 

delivery. 

Evidence and feedback are used to 

review and adapt the service over time. 

Note. These are potential outcomes within the evidence-informed programme theory. They should not be interpreted as confirmed causal 

effects. Outcomes may vary according to individual needs, local assets, workforce capacity, leadership and partnership readiness. 

Final CMO configurations 

Five evidence-informed CMO configurations were identified. They suggest that outcomes 

depend on understanding what matters through occupational assessment; adapting 

opportunities around the person; actively connecting people with communities; strengthening 

organisational capability; and coordinating fragmented systems. Across the configurations, 

important enabling conditions included sufficient OT capacity, time and continuity, adaptable 

provision, accessible community assets, workforce support, leadership and partners with the 

authority to work across organisational boundaries (full CMO configurations in Appendix G).  

Table 3.3 Headline Final Evidence-Informed CMO Configurations 
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CMO area Realist explanation 

1. Understanding 

what matters 

Where people face interacting health, social and environmental barriers, an accessible 

OT-led front door, sufficient time and person–environment–occupation reasoning can 

help them feel understood, safe and hopeful, supporting meaningful goals and initial 

engagement. 

2. Enabling 

meaningful 

participation 

Where standard provision excludes or overwhelms, adapting the activity, environment, 

communication, pace and support can make participation feel safe, achievable and 

personally meaningful, increasing agency, belonging and sustained involvement. 

3. Connecting people 

with communities 

Where pathways are fragmented and community settings feel unfamiliar, local 

knowledge, active navigation, warm introductions and relational continuity can reduce 

uncertainty and make opportunities feel trusted and reachable, strengthening 

connection and participation. 

4. Strengthening 

organisations 

Where leaders provide time, authority and continuity, occupational therapy mentoring, 

modelling and reflective learning can build staff confidence and shared responsibility, 

embedding more inclusive practice beyond individual specialist input. 

5. Connecting and 

coordinating systems 

Where health, leisure, local authority and community services operate through 

different priorities and pathways, SfC can act as a boundary-spanning connector, 

building trust, shared understanding and collective ownership, leading to clearer routes 

and stronger system coordination. 

Note. CMO = context–mechanism–outcome; OT = occupational therapy. Full configurations are presented in Appendix G. 

Direction and magnitude of reported outcomes 

Quantitative evidence showed a positive direction. Across Reconnect reports, participants 

increased activity by an average of 1.2 days per week. Adequate social contact rose from 46.7% 

to 79.5%, and sufficient time for valued activities from 41.9% to 69.7%. Additionally, 91% 

progressed into community provision and 98.8% rated the service good or very good. 

The independent PEM evaluation reported mean life satisfaction of 7.93/10 among people 

involved for over a year, compared with 4.84 among those starting. Using HM Treasury’s 

WELLBY value, the estimated gain was £22,230 per participant annually, contributing to £58.71 
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social value per £1 invested (UoE & SoL, 2022). These findings rely mainly on self-report, cross-

sectional comparisons and modelled values, so do not establish causality or cashable savings. 

Variation between groups 

The five broad CMO patterns appeared relevant across groups, although OT input varied 

according to each person–environment–occupation interaction. Older adults concerned about 

falls may require assessment of routines, risk and graded participation; people experiencing 

severe mental illness, low trust or exclusion may need relational continuity and adapted social 

or sensory environments; and people with neurological conditions may require adjustments for 

fatigue, cognition, mobility or sensory processing. Active navigation and warm introductions 

were also important where community settings felt unfamiliar. 

These variations were identified during documentary extraction but not tested in depth. They 

were therefore grouped into broader CMO families rather than subgroup-specific findings. 

Appendix E, Figure E3 provides illustrative examples for future realist testing. 

These findings indicate a positive direction but do not establish causality or transferability to 

Sheffield. Their strengths, limitations and implications are considered in Section 3.2. 

3.2 Discussion  

The findings challenge the assumption that physical activity, occupational therapy or leisure 

provision produces outcomes independently. SfC appears to operate as a complex adaptive 

system in which resources generate change when local conditions make them supportive and 

meaningful. Whether OT input, meaningful activity and community assets trigger trust, 

psychological safety, agency and belonging depends on prior exclusion, accessible settings, 

workforce capacity, pathways, partnerships and commissioning. Reconnect and PEM outcomes 

strengthen this explanation’s plausibility but do not establish causality; PEM social-value 

estimates are modelled, not cashable savings. 

The refined theory is consistent with Movement Beyond Medicine®, which extends rather than 

rejects biomedical understandings by framing movement as a vehicle for empowerment, 
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belonging and occupational justice (SfC, 2025a). Movement is valued for enabling meaningful 

occupation, identity, relationships and participation as well as reducing disease risk and service 

demand. This accords with occupational perspectives linking health with doing and belonging 

(Wilcock & Hocking, 2015) and population-health evidence on social, environmental and 

economic conditions (Marmot et al., 2020). Sheffield engagement similarly prioritised 

relationships, participation, accessible services, leisure and physical activity (Sheffield Health 

and Wellbeing Board, 2024). 

For Sheffield, the findings support adaptation rather than replication: realist enquiry asks 

whether local contexts can activate similar mechanisms, not whether a service can transfer 

unchanged (Pawson et al., 2005). Readiness conditions include accessible and co-located leisure 

provision, OT capacity and pathways, cross-sector relationships, leadership and commissioning. 

Pettican et al. (2024) similarly emphasise collaboration, flexible leadership and shared learning 

in preventative practice. Move More Sheffield (2021) direction and South Yorkshire’s plans for 

integrated neighbourhood working, co-production and stronger VCSE partnership indicate 

strategic alignment (NCSEM Sheffield, 2024; NHS South Yorkshire Integrated Care Board, 2025). 

However, differences from Essex in pathways, co-location, partnership maturity and 

infrastructure indicate plausibility, not readiness or transferability. Reflexive consideration of 

Sheffield professional conversations (Appendix I) highlighted the need to map existing 

provision, clarify OT capacity and assess local readiness, although these reflections were not 

research evidence. 

Physical activity is increasingly recognised, yet health-centred framing and unclear cross-sector 

ownership may constrain implementation and obscure wider social value (Ramírez Varela et al., 

2026). In South Yorkshire, community engagement foregrounds belonging and participation, 

while formal indicators prioritise clinical, access and service-use outcomes (NHS South Yorkshire 

Integrated Care Board, 2025). RCOT (2024) supports combining economic, social and 

experiential evidence. 

A key strength was synthesising varied evidence into a more explanatory account than outcome 

reporting alone. Documenting theory changes supported transparency. However, the review 
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was time-limited and purposive. Quantitative evidence was aggregated, with limited 

information on sample sizes, follow-up and missing data. Project-specific Sheffield input was 

limited to informal professional conversations used only for reflexive consideration and did not 

include service users. The researcher’s position within SfC created potential confirmation and 

interpretive bias; reflexive notes, source comparison and external challenge reduced but could 

not remove this risk. The objectives were met for theory refinement and preliminary 

consideration of Sheffield, but not local testing. The theory should therefore be treated as 

evidence-informed and testable, providing a basis for considering transferability rather than 

demonstrating it.  

3.3 Recommendations & Next Steps  

The refined programme theory should guide, rather than determine, development in Sheffield. 

The updated MRC framework emphasises programme theory, context, stakeholder 

engagement, uncertainty and economic considerations when developing complex interventions 

(Skivington et al., 2021), while ADAPT guidance recommends assessing local need and 

intervention–context fit before adaptation, feasibility testing and wider implementation 

(Moore et al., 2021). 

The theory should therefore be considered alongside Sheffield population intelligence, service 

and asset mapping, occupational therapy and wider workforce capacity, commissioning 

arrangements, existing initiatives, resources and lived-experience insight. This reflects NHS 

England guidance on partnership with people and communities (NHS England, 2022). 

Professional reflections in Appendix I are not research findings but highlight potential issues 

around duplication, capacity, partnerships, contracts, leadership and authority. 

Table 3.4 sets out a staged pathway from theory refinement and readiness assessment to a 

small feasibility phase, progressing only where sufficient need, fit, capacity and commitment 

are demonstrated. Evaluation should be embedded throughout to test outcomes, 

implementation and CMO explanations. 
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Table 3.4. Staged recommendations for assessing readiness and adapting the Sport for 

Confidence model in Sheffield 
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5. Appendices 

Appendix A – Ethics Forms  

A1 Participant Information Sheets 

Participant information sheets explained the purpose of the project, what involvement would 

include, how information would be used and stored, and participants’ right to withdraw. Copies 

can be viewed here: Participant Information Sheet Infonetica A (v2).docx 

Figure A1. Participant Information Sheet used for stakeholder engagement during the project. 

 

 

A2 Risk assessment 

The risk assessment considered potential risks to participants and the researcher and outlined 

the precautions taken to support safe and ethical project activity. See forms here: Risk 

Assessment .docx 

https://sportforconfidence-my.sharepoint.com/:w:/p/liz/IQAygiYjINUEQK20cYvUCguhAbWpKpqXRcDNuok5P-n03Yw?e=TBUVch
https://sportforconfidence-my.sharepoint.com/:w:/p/liz/IQD0oGWmSsr-RJJkiCTiq6maAUeG6ca187s64bwQ-5qZ7t4?e=jwwdFK
https://sportforconfidence-my.sharepoint.com/:w:/p/liz/IQD0oGWmSsr-RJJkiCTiq6maAUeG6ca187s64bwQ-5qZ7t4?e=jwwdFK
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Figure A2. Risk Assessment Form completed for the realist-informed review. 

 

A3 Draft interview/focus group guide 

The draft guide outlined the proposed introduction, consent reminders and questions for 

professional stakeholder interviews or focus groups. See full copy here: template for interviews 

and focus groups.docx 

Figure A3. Draft interview and focus group guide developed for the project. 

https://sportforconfidence-my.sharepoint.com/:w:/p/liz/IQAJsLziqN4eSYpygx3LpTk3AWRRxqt5ggnX5_2W8GQcG5M?e=gR1LXV
https://sportforconfidence-my.sharepoint.com/:w:/p/liz/IQAJsLziqN4eSYpygx3LpTk3AWRRxqt5ggnX5_2W8GQcG5M?e=gR1LXV
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A4 Consent form 

The consent form confirmed that participation was voluntary and informed, including consent 

for participation, audio recording, anonymised data use and the right to withdraw. See full 

version here: Consent Form Online Studies Infonetica B2 (2).docx 

Figure A4. Participant Consent Form prepared for stakeholder interviews and focus groups. 

 

https://sportforconfidence-my.sharepoint.com/:w:/p/liz/IQA8IF6bQ6shTKg5y40zRjDzAXoTzakzX8jYMlgULvIzRNo?e=QPxCfC
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A5 Ethics approval 

Ethical approval for this project was obtained through the University of Salford Student 

Declaration – Block Approval process before the study commenced. The approval confirmed 

that the project met the University's ethical requirements for student research. Block ethics 
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approved: https://acrobat.adobe.com/id/urn:aaid:sc:EU:f3df1fec-c0ae-4fe0-8ce4-

b96bdd099b3b  

Approval details 

• Project title: Translating Learning from Sport for Confidence in Essex to Inform an 

Inclusive Community Health Model in Sheffield  

• Project ID: 14662  

• Application type: Student Declaration – Block Approval  

• Review reference: 2026-14662-14752  

• Status: Submitted by Applicant (approved under the Block Approval process)  

• Date submitted: 11 March 2026  

• Action required: None  

 

 

 

 

 

 

 

 

 

 

https://acrobat.adobe.com/id/urn:aaid:sc:EU:f3df1fec-c0ae-4fe0-8ce4-b96bdd099b3b
https://acrobat.adobe.com/id/urn:aaid:sc:EU:f3df1fec-c0ae-4fe0-8ce4-b96bdd099b3b
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Appendix B. Realist Review Process 

Realist-informed review process 

This appendix summarises the iterative development and refinement of the programme theory. 

In line with realist methodology and RAMESES standards, theories were tested and refined 

using multiple evidence sources rather than treated as fixed hypotheses (Pawson et al., 2005; 

Wong et al., 2013, 2016). 

The review explored how, for whom, in what circumstances and why the Sport for Confidence 

Community Health Service appeared to work, and whether learning from Essex could inform an 

Inclusive Community Health Model in Sheffield. 

Review question 

How, for whom and in what contexts does the Sport for Confidence Community Health Service 

appear to support participation, wellbeing and community connection among adults facing 

substantial barriers? 
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Figure B1. Overview of the realist-informed review process. 

 

Table B2. Demonstrates the audit trail of programme theory refinement 

Stage Purpose Evidence source Output 

1. Develop Initial 

Programme Theory 

(IPT) 

Develop an initial explanation of how 

the Sport for Confidence Community 

Health Service was expected to work. 

Existing organisational knowledge, 

professional experience and realist 

reasoning. 

Initial Programme Theory 

(Version 1)  

2. Stakeholder 

Consultation 

Test initial assumptions and challenge 

the emerging programme theory. 

Senior leadership, Heads of Service 

and Occupational Therapists. 

Initial refinement of the 

programme theory. 

3. Documentary 

Review 

(Organisational 

Evidence) 

Explore how the Community Health 

Service appeared to operate in 

practice and identify recurring 

contexts, mechanisms and outcomes. 

Sport for Confidence organisational 

reports, evaluations and stakeholder 

documents.  

Documentary review summary 

and emerging themes  
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4. Refined 

Programme Theory  

Refine the programme theory using 

stakeholder and documentary 

evidence. 

Stakeholder consultation and 

documentary review. 

Programme Theory refined  

5. Literature Review Test, support and challenge the 

emerging programme theory using 

published literature. 

Occupational Therapy, 

implementation science, population 

health, systems thinking and place-

based partnership literature. 

Literature synthesis reports and 

theme development  

6. Evidence Synthesis Synthesise findings across 

stakeholder consultation, 

documentary review and literature. 

Cross-evidence synthesis. Evidence synthesis, final CMO 

configurations and evidence-

informed programme theory. 

7. Evidence-informed 

Programme Theory 

Develop the final explanatory 

programme theory. 

Realist synthesis of all evidence 

sources. 

Evidence-informed Programme 

Theory (Version 3) – Appendix H 

8. Transferability to 

Sheffield 

Report. Consider how learning from 

the Community Health Service could 

inform an Inclusive Community 

Health Model in Sheffield. 

Evidence-informed programme 

theory, compared with evidence and 

professional reflections.  

Report. Recommendations for 

transferability presented in the 

project report. 

 

Methodological reflection 

In keeping with realist methodology, the review was iterative. Organisational documents, 

stakeholder perspectives and published literature were used to test and refine earlier 

assumptions. Rather than asking simply whether the  SfC works, the review developed an 

evidence-informed explanation of how, for whom, under what conditions and why outcomes 

appear to occur. This informed the final CMO configurations and consideration of relevance to 

Sheffield. 
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Appendix C – Initial Programme Theory 

The initial programme theory drew on the researcher’s six years of experience across different 

roles within SfC. This provided practical insight into how the service was intended to work and 

the mechanisms thought to support participant outcomes. In keeping with realist methodology, 

it was treated as a set of hypotheses to test and refine, rather than a fixed explanation. 

Figure C1. Initial programme theory for the Sport for Confidence Community Health Service. 

Initial Programme Theory 

The Sport for Confidence Community Health Service is based on the belief that meaningful physical activity can be used as a vehicle for 

prevention, participation, belonging and occupational justice, particularly for people and communities who experience the greatest barriers to 

health, wellbeing and opportunity. 

By bringing together occupational therapy, physical activity, lived experience and community assets within local neighbourhoods, individuals are 

more likely to experience environments that are welcoming, personalised and responsive to what matters to them. This can increase confidence, 

agency, social connection, skills and a sense of belonging. 

These mechanisms may support people to participate more fully in everyday life, including community activities, education, volunteering, 

employment and other meaningful occupations. In turn, this may contribute to improved health and wellbeing, greater independence, stronger 

communities and more inclusive social and economic outcomes. 

The effectiveness of the model is likely to depend on contextual factors such as local partnerships, community assets, accessibility, workforce 

capability, leadership and the ability of systems to work collaboratively around the needs and aspirations of local people. 

This review will explore whether these contexts and mechanisms are evident within existing evidence and whether the conditions that support 

them are present within Sheffield. 
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Appendix D – Stakeholder Refinement  

Stakeholders reviewed the initial programme theory to challenge assumptions, identify gaps 

and improve accuracy. Feedback from senior leaders, a Heads of Service focus group and 

occupational therapists refined key concepts and informed Programme Theory Version 2. The 

focus group was conducted in accordance with the approved ethics process, with participant 

information and consent obtained. 

Figure D1. Example materials and discussion prompts used for the Heads of Service focus 

group. 

-Liz to present PGCert Project – see slides in advance if you wish:  PP for Head of Service 

Realist Review.pptx 

-Break out rooms to discuss this document:  Initial Programme Theory.docx  

Comments for review: 

https://ideaboardz.com/for/Initial%20Programme%20Theory%20/5791776  

Emerging themes for the next review stages 

The Heads of Service broadly supported the initial theory, particularly its system framing and 

links between occupational therapy, meaningful physical activity, lived experience, community 

assets and participation. However, it explained intended outcomes more clearly than the 

processes producing them. 

Feedback highlighted the OT-led front door, no-labels approach, trust, psychological safety, 

relationships, adaptation, OT leadership, asset mapping and partnership working. It also 

questioned whether occupational therapy’s distinctive contribution was clear enough and 

suggested SfC may work by creating enabling conditions, rather than through physical activity 

alone. 

This informed Programme Theory Version 2 and the documentary review questions: 

https://sportforconfidence-my.sharepoint.com/:p:/p/liz/IQAhZYw3g3ZmQp8OsOCEKLxZAdf7GpYaSYRuXXErMDYPhFI?e=OsfUda
https://sportforconfidence-my.sharepoint.com/:p:/p/liz/IQAhZYw3g3ZmQp8OsOCEKLxZAdf7GpYaSYRuXXErMDYPhFI?e=OsfUda
https://sportforconfidence-my.sharepoint.com/:w:/p/liz/IQAO064W9DMSSqv1-k3xWg5KAVym94us7WzGyvVAiCTlfdI?e=oGtj0K
https://ideaboardz.com/for/Initial%20Programme%20Theory%20/5791776
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• How do OT assessment and reasoning support trust, personalised pathways and 

engagement?  

• How do adaptation, relationships and navigation enable participation?  

• How do OT leadership and partnerships contribute beyond participant support?  

• Which workforce, organisational and system conditions enable or constrain change?  

• Are recurring CMO patterns evident across sources?  

These remained questions for testing, not conclusions. 

Figure D2. Programme Theory Version 2 following stakeholder refinement. 

Revised Programme Theory: Version 2 

The SfC Community Health Service is based on the theory that meaningful physical activity, delivered through an occupational therapy-led and 

no-labels approach, may contribute to prevention, reduced inequalities, participation, belonging and occupational justice. 

The service focuses on people experiencing substantial and interacting barriers to health, wellbeing and opportunity, rather than defining 

eligibility solely through diagnosis or inactivity. Occupational therapists positioned at the front door use holistic assessment and professional 

reasoning to understand what matters to each person and how their health, occupations and environment interact. 

Occupational therapists, physical activity professionals, lived-experience colleagues and community partners then work together to adapt 

activities, environments and support. Embedded practitioners may also connect people with local assets and navigate across health, leisure and 

community pathways rather than relying on passive signposting. 

When people feel understood, safe and taken seriously, and experience opportunities as meaningful, achievable and welcoming, trust, hope, 

agency, confidence and belonging may develop. These responses may support participation in physical activity and wider occupations, including 

community life, education, volunteering and employment, contributing to improved wellbeing, independence and social connection. 

The model may also create change beyond individual participants. Occupational therapy leadership, workforce learning, partnership working 

and shared evidence may strengthen inclusive practice, organisational capability and coordination across health, leisure and community 

systems. 

Whether these outcomes occur is likely to depend on context, including accessible community assets, referral pathways, workforce capacity, 

continuity, organisational culture, partnership maturity, leadership, funding, commissioning and the flexibility to work across organisational 

boundaries. 

This version generated themes and considerations for further testing through documentary review and published literature. 
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Appendix E. Documentary and Stakeholder  

Purpose and approach 

Following stakeholder refinement, Sport for Confidence reports, evaluations and organisational 

documents were reviewed to test the programme theory. Sources were examined for contexts, 

programme resources, responses, outcomes, delivery factors and implications for the 

developing theory. 

Each source was considered for relevance, richness and rigour. Formal evaluations carried 

greater weight when considering outcomes. Internal documents were useful for understanding 

practice, implementation and organisational learning but were interpreted cautiously and 

compared with other evidence where possible (Dada et al., 2023). 

Table E1 Documentary testing of Programme Theory Version 2 

Paper/source Brief review notes 

SfC Blueprint Main notes: No Labels focused on the person beyond diagnosis. Movement Beyond Medicine positioned physical 

activity as a route to meaning, belonging and wider participation.CMO notes: Person-centred support → feeling 

understood → confidence and participation. Meaningful activity in inclusive settings → belonging → 

participation.Limitations: Internal and aspirational; not evidence of effectiveness. 

PEM evaluation Main notes: OT, adapted meaningful activity and inclusive settings appeared central. Reported outcomes included 

participation, wellbeing, independence and social connection.CMO notes: OT assessment and adaptation → feeling 

understood and capable → confidence and participation. Mentoring → staff confidence → inclusive practice. 

Partnerships → trust → stronger delivery.Limitations: No causal attribution; some self-reported outcomes and 

modelled social value. 

Reconnect 

reports, 2024–

2026 

Main notes: Strengthened OT assessment, navigation, accessibility and community assets. Identified 

participant/community and workforce/system pathways.CMO notes: OT assessment and navigation → hope and 

confidence → engagement. Adapted opportunities → safety and belonging → sustained participation. Workforce 

learning → capability → inclusive delivery.Limitations: Mainly descriptive; measures varied and attribution was not 

possible. 

Specialist pathway 

reports 

Main notes: The theory remained relevant across different populations. Meaningful occupation appeared more 

transferable than physical activity alone; OT remained central.CMO notes: Personalised OT support → feeling 

understood → participation and independence. Community assets and meaningful occupation → reconnection and 

belonging → sustained participation.Limitations: Variable quality, limited comparison and no causal conclusions. 
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Sport England 

organisational 

reports 

Main notes: Strengthened organisational learning, workforce development, partnerships and system leadership.CMO 

notes: Mentoring and reflection → staff confidence → inclusive practice. Partnerships → shared purpose → better 

coordination. Evidence and learning → adaptation.Limitations: Mainly internal and descriptive; limited independent 

evaluation. 

SfC website news 

stories 

Main notes: Repeated themes of OT-led support, adaptation, confidence, belonging and community participation. 

Added little new.CMO notes: Personalised support → confidence and belonging → community participation. Adapted 

environments → safety → reduced exclusion.Limitations: Selected public-facing stories; illustrative rather than 

evaluative. 

OT programme 

explanation 

Main notes: Clarified OT assessment, reasoning, adaptation, navigation, mentoring and partnership working. Added 

OT capacity and partnership readiness.CMO notes: Strengths-based assessment → feeling understood and 

recognising potential → engagement. Navigation and adaptation → clearer pathways → participation. Mentoring → 

staff confidence → inclusive practice.Limitations: Reflective organisational account; not outcome evidence. 

Occupational 

therapist huddle 

Main notes: Showed how small relational, clinical and environmental decisions created accessible opportunities. 

Added continuity, psychological safety and professional flexibility.CMO notes: Consistent relationships → familiarity 

and safety → sustained participation. Flexible OT practice → feeling understood → personalised participation. 

Modelling and mentoring → staff confidence → inclusive practice.Limitations: Internal practitioner reflections; not 

evidence of effectiveness. 

 

Synthesis of learning 

The evidence broadly supported the initial programme theory but provided a clearer and more 

detailed explanation of how change may occur. Later sources mainly reinforced and clarified 

the same patterns rather than generating substantially new explanations. 

How the programme theory was refined 

The documentary review and stakeholder work broadly supported the initial programme theory 

but made the explanation more specific. 

Physical activity and occupational therapy 

• Physical activity remained important, but was reframed as a primary vehicle for 

meaningful occupation, participation and community involvement rather than the 

mechanism or sole purpose of the service.  
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• Occupational therapy moved from being one of several resources to the principal 

enabling resource, providing assessment, reasoning, adaptation, navigation, workforce 

development and partnership support.  

Mechanisms and outcomes 

• Confidence, agency and belonging remained important.  

• Feeling understood, trust, psychological safety, hope, purpose and continuity were 

added, with belonging, trust and confidence becoming particularly prominent.  

• Outcomes expanded beyond physical activity and health to include routines, 

relationships, contribution, valued roles, volunteering, education, employment and 

wider community life.  

Community connection 

• Community assets remained central.  

• Active navigation, warm introductions, practical support and trusted local relationships 

were identified as more important than signposting alone.  

Workforce, organisations and systems 

• OT mentoring, modelling and reflection were linked to increased staff confidence, 

capability and more inclusive routine practice.  

• Leadership, partnerships and commissioning were no longer treated only as background 

conditions. Shared purpose, clear roles, governance, resources and cross-sector 

coordination became part of a distinct system pathway.  

Context and overall model 

• Context was reframed as dynamic rather than fixed. Capacity, accessibility, 

organisational culture, workforce capability and partnership readiness could enable or 

constrain delivery over time.  
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• The theory moved from a broadly linear pathway to a complex adaptive explanation in 

which participant, workforce, organisational and system changes interact and may 

reinforce one another.  

Transferability 

• The core principles may be relevant beyond Essex, but transferability remains untested.  

• Any future application in Sheffield would depend on local readiness, relationships, 

resources and adaptation rather than direct replication. 

Figure E2. Programme Theory Version 3 following documentary review and programme 

theory refinement. 

The Sport for Confidence Community Health Service is based on the proposition that meaningful physical activity can be used as a vehicle for 

participation in meaningful occupations and may contribute to improved health and prevention, with the potential to reduce inequalities in 

participation and opportunity. The service focuses particularly on people and communities experiencing substantial barriers to health, 

wellbeing, participation and opportunity. 

The documentary review identified occupational therapy as a principal enabling resource within the model. Working alongside lived-experience 

colleagues, physical activity professionals, community organisations and local partners, occupational therapists seek to understand what 

matters to people, identify interacting personal and environmental barriers, adapt opportunities, navigate pathways and build on community 

assets. Through holistic assessment, person–environment–occupation reasoning, relational practice and environmental adaptation, they aim to 

make participation accessible, relevant and achievable. 

Where people feel that their circumstances have been understood and explored through collaborative occupational assessment, they may feel 

taken seriously and gain confidence that a credible way forward is possible. Trust, psychological safety, hope, agency and belonging may then 

develop, supporting meaningful goals, initial engagement and sustained participation. Physical activity is therefore understood as a primary 

vehicle through which meaningful occupation, connection and participation may occur, rather than as the sole intervention or outcome. 

Participation is also shaped by the surrounding environment. Occupational therapists, coaches and partners may adapt activities, 

communication, equipment, pace, rules and social support rather than expecting individuals to fit inflexible provision. When opportunities feel 

safe, welcoming and meaningful, people may develop greater choice, confidence and control. This may contribute to healthier routines, 

wellbeing, independence and interdependence, social connection, valued roles and wider participation in community life, volunteering, 

education or employment. 

The review also suggested that being based within community settings was not enough on its own. Embedded occupational therapists used 

local knowledge, relational support, active navigation and warm introductions to connect people with trusted community opportunities. These 

processes depended on accessible local assets, functioning pathways, willing partners and sufficient practitioner capacity. Where these 

conditions were absent, intended mechanisms could be interrupted. 

Beyond participant outcomes, SfC appeared to influence workforce, organisational and system conditions. Structured mentoring, reflective 

practice, shared evidence and collaborative problem-solving may help staff and organisations develop capability, shared understanding and 
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ownership of inclusive practice. SfC may also work across organisational boundaries, using its relationships and flexibility to broker 

partnerships, connect pathways and align priorities across health, care, leisure and community systems. 

The model should therefore not be understood as a linear pathway from occupational therapy to participant outcomes. It appeared to operate 

through two interacting pathways: a participant and community pathway, and a workforce, organisational and system pathway. Participant 

progress may strengthen confidence in the model and local partnerships, while workforce learning and stronger relationships may create more 

inclusive environments and improved pathways. Outcomes may consequently become resources for further change, producing reinforcing or 

constraining feedback loops. 

Whether these processes occur appears to depend on context, including referral routes, occupational therapy capacity, continuity, accessible 

community assets, organisational openness, leadership, partnership maturity, commissioning arrangements and flexibility to work across 

boundaries. These conditions are not fixed: some may be strengthened or weakened over time through organisational learning, partnership 

development and previous outcomes. 

Programme Theory Version 3 therefore presented SfC as operating within an emerging complex adaptive system across participant, 

community, workforce, organisational and system levels. The next stage tested, challenged and refined this explanation through selected 

published literature before the final CMO configurations and evidence-informed programme theory were developed. 

The documentary review extended the theory beyond participant outcomes by identifying 

occupational therapy, relationships, community assets and organisational conditions as 

important enablers of participation. These explanations were then tested and refined through 

the literature review. 

CMO configurations 

The review generated many candidate CMOs across different needs, pathways and settings. 

Contexts included fear of falling, severe mental illness, previous exclusion, and neurological 

conditions affecting fatigue, cognition, mobility or sensory processing. Occupational therapy 

input therefore varied according to the person–environment–occupation interaction. 

As each subgroup-specific theory could not be fully tested, recurring patterns were grouped 

into five broader CMO families. These capture shared explanations without suggesting that all 

participants experience the same contexts, resources or outcomes. 

Figure E3. Illustrative detailed CMO configurations identified during the documentary review. 

Illustrative context OT resource Possible response Outcome Later CMO group 

Older adult with poor 

balance, reduced 

Assessment of occupations, 

routines, risks, environments 

Activity feels safer and 

achievable; confidence 

increases 

Initial engagement, 

improved routine and 

Understanding what 

matters / Enabling 
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confidence and concern 

about falling 

and support needs; graded and 

adapted activity 

sustained 

participation 

meaningful 

participation 

Person with severe 

mental illness, previous 

exclusion and low trust in 

services 

Flexible assessment, relational 

continuity and adaptation of 

the social and sensory 

environment 

Feeling taken seriously, 

psychologically safe 

and accepted 

Engagement, 

belonging and 

community 

connection 

Understanding what 

matters / Connecting 

people with 

communities 

Person with a 

neurological condition 

and variable mobility, 

fatigue, cognition or 

sensory needs 

Specialist analysis of how the 

condition interacts with the 

activity and environment; 

pacing and environmental 

adaptation 

Greater control and 

confidence that 

participation can be 

managed 

More sustained and 

meaningful 

participation 

Enabling meaningful 

participation 

Person unfamiliar with 

community provision or 

anxious about attending 

alone 

Local knowledge, supported 

navigation, warm introduction 

and relational support 

Reduced uncertainty 

and increased 

reassurance 

Access to trusted 

community 

opportunities and 

reduced isolation 

Connecting people 

with communities 

Note. These examples illustrate the level of detail considered during documentary extraction. They were not all tested as independent final 

configurations.  

Although many detailed CMOs were generated, four broader explanatory patterns were most 

prominent at this stage. These remained provisional and were subsequently tested against 

published literature before being separated and refined into the five final CMO families. 

Emerging CMO configurations following the documentary review 

The documentary review gave more detail to the questions raised by the Heads of Service 

session. At this stage, four prominent configurations were identified. They were still working 

explanations and were taken forward for testing against the published literature. 

Figure E4. Emerging CMO configurations following the documentary review. 

 

Emerging configuration Working CMO proposition Main documentary learning 

1. OT assessment and 

understanding what matters 

Context: Multiple, interacting barriers; previous 

exclusion; OT available at the front door; sufficient time 

and continuity. 

• Strengthened the stakeholder emphasis on 

the OT-led front door. 

• Reconnect evidence highlighted trust, 

choice and control. 
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Resource: Holistic OT assessment and professional 

reasoning focused on strengths, roles, routines, risks and 

environment. 

Response: Feeling understood, taken seriously, safe and 

hopeful. 

Outcome: Personalised goals, an agreed pathway and 

initial engagement. 

• Detailed CMOs varied according to 

individual needs and conditions. 

2. Adapting opportunities for 

meaningful participation 

Context: Participation restricted by physical, sensory, 

social, environmental or organisational barriers; provision 

able to adapt. 

Resource: OT analysis, grading and adaptation of activity, 

environment, communication, equipment, pace and 

support. 

Response: Participation feels possible, safe, meaningful 

and achievable; agency, confidence and belonging 

increase. 

Outcome: Sustained participation, healthier routines, 

wellbeing and wider life roles. 

• The Blueprint reinforced occupation, 

belonging and the no-labels approach. 

• Specialist reports showed that adaptations 

differed by person, condition and setting. 

• Physical activity was reframed as a vehicle 

for participation. 

3. Relationships, navigation 

and community connection 

Context: Fragmented pathways, unfamiliar settings and 

previous exclusion; suitable assets and willing partners 

available. 

Resource: Embedded practice, local knowledge, warm 

introductions, active navigation and relational support. 

Response: Reduced uncertainty and risk; increased trust, 

reassurance and confidence. 

Outcome: Community participation, social connection 

and reduced isolation. 

• Stakeholders highlighted relationships, 

navigation and asset mapping. 

• Documentary evidence suggested that co-

location alone was insufficient. 

• Accessible settings and functioning 

pathways were important conditions. 

4. Strengthening the wider 

conditions for participation 

Context: Workforce capacity, leadership, organisational 

openness, mature partnerships and flexibility to work 

across boundaries. 

Resource: OT mentoring, reflective learning, shared 

evidence, collaborative problem-solving and partnership 

brokering. 

Response: Increased staff confidence, shared 

understanding, partner trust and ownership. 

• PEM and workforce evidence highlighted 

staff and organisational change. 

• Sport England and systems-mapping 

evidence identified wider partnership and 

system effects. 

• Organisational and system processes were 

still combined at this stage and were 

separated later. 
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Outcome: More inclusive practice, stronger pathways, 

partnerships and organisational or system capability. 

Appendix F. Literature Review and Theory Testing 

Following Programme Theory Version 3, a purposive review of 10 published sources was 

completed between June and July 2026. Its purpose was to test and refine the programme 

theory and CMOs, rather than assess effectiveness systematically (Pawson et al., 2005; Wong et 

al., 2013). 

The table includes the search terms used. Sources were selected where they could support, 

challenge or extend the theory and were assessed for relevance, explanatory richness and 

credibility (Dada et al., 2023). 

Table F1 Literature search and selection. 

Search information Details 

Period June–July 2026 

Sources Salford University library and selected professional and policy websites, including RCOT and The King’s Fund 

Approach Purposive and iterative; further sources were read and added as the theory developed 

Included Sources able to support, challenge or refine the programme theory 

Excluded Duplicate, peripheral or insufficiently detailed material 

Final sample 13 published sources 

 

Table F2 Literature testing notes  

Source Overall view Notes for the programme theory 

RCOT (2024b) Broad support Meaningful occupation linked with health, wellbeing and participation. Supported OT as holistic 

and person-centred. Physical activity mentioned as one possible occupation, but little detail on 

how change happens. Useful foundation for the first two CMO areas rather than a major 

refinement. 

Hill et al. 

(2023) 

Useful refinement More practical detail on physical activity as a meaningful occupation. Added PEO reasoning, 

motivation, grading, routines, choice and adapting activities. Helped explain more clearly what OT 
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contributes and how participation can become achievable and relevant. Mainly informed CMOs 1 

and 2. 

Hammell 

(2014) 

Supported and 

challenged 

Made belonging much more central. Participation was not just attendance or independence, but 

also relationships, contribution, reciprocity and valued roles. Helped broaden CMOs 2 and 3 and 

challenged the earlier emphasis on individual independence. 

Ross et al. 

(2025) 

Important for 

organisational 

context 

Partnership working depends on more than goodwill. Added governance, accountability, 

authority, resources, protected time and partnership maturity. Challenged any assumption that 

formal partnerships already function well. Strengthened the broad organisational and system 

configuration. 

Greenhalgh et 

al. (2004) 

Major refinement Helped move the theory away from a fixed, linear model. Context, readiness and leadership 

change over time. Added organisational learning, adaptation and the distinction between core 

principles and locally adaptable delivery. Also challenged the idea that evidence of benefit is 

enough for implementation. 

Sun et al. 

(2024) 

Major refinement 

to the overall 

theory 

Supported a complex adaptive system explanation. Outer context, organisations, intervention 

features and relationships interact. Added continual learning, adaptation, feedback and the 

possibility that the same context can help or hinder at different times. Strengthened the broad 

fourth configuration and helped support its later separation. 

Buck et al. 

(2024) 

Supported and 

refined 

Leadership appeared relational rather than positional. 

 

Table F3. How the literature refined the emerging CMO configurations 

Emerging CMO area Notes from the literature and resulting change 

1. Understanding what 

matters 

The literature reinforced meaningful occupation, PEO reasoning and shared decision-making. The CMO was 

widened to include strengths, routines, roles, motivation and environmental barriers, not just needs. Feeling 

understood, trust, hope and shared goals were made more explicit. 

2. Enabling meaningful 

participation 

Participation needed to be meaningful, individualised and adaptable. This led to clearer reference to choice, 

coaching and changes to the activity or environment. Belonging, contribution, valued roles and interdependence 

were added alongside confidence and independence. 

3. Connecting people 

with communities 

Golby et al. (2024) was particularly useful here. It showed that signposting alone was unlikely to be enough. 

Active navigation, warm introductions, local knowledge, practical help and continuity were therefore built into 

the CMO. Reduced uncertainty and trust became clearer parts of the explanation. 

4. Strengthening 

organisations and 

systems 

This area changed the most. The literature brought in leadership, workforce capacity, governance, role clarity, 

partnership maturity, resources, learning and adaptation. It also became clear that one CMO was trying to 

explain two different things, so it was later split into strengthening organisations and connecting and 

coordinating systems. 
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The fifth CMO group was developed during final synthesis, when the broad fourth configuration 

was separated into organisational and system-level pathways. 

Table F4. Development of the fifth CMO configuration during final synthesis. 

Emerging 

configuration 

Main learning from the literature Change made to the CMO 

5. Connecting and 

coordinating 

systems 

Effective system working depended on shared 

purpose, trusted relationships, clear governance, 

collective responsibility, aligned priorities and 

sustained partnership working across health, 

leisure and community sectors. 

Added SfC’s boundary-spanning role as a resource for brokering 

relationships, sharing evidence, aligning priorities and connecting 

pathways. Specified trust, shared understanding and collective 

ownership as responses, leading to stronger partnerships, more 

coordinated pathways and increased system capacity. 
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Appendix G. Evidence Synthesis and Final Context–Mechanism–Outcome Configurations 

Documentary analysis generated the initial explanations, stakeholder work refined them, and 

the literature tested and extended them. The final CMOs therefore explain how the service 

appears to work, rather than proving causation or prescribing delivery in every setting. 

Table G1. Final evidence-informed CMO configurations. 

CMO Final configuration 

CMO 1 – 

Understanding what 

matters 

Context: Adults experience interacting health, disability, social and environmental barriers, unmet participation 

needs or previous exclusion. Local referral systems recognise these needs and enable access to the service. 

 

Mechanism – resource: SfC provides a clear occupational therapy-led point of access, sufficient time and 

continuity. Occupational therapists use holistic, iterative assessment and person–environment–occupation 

reasoning to explore occupational history, strengths, aspirations, routines, roles, motivation, risks and 

environmental barriers and supports. 

 

Mechanism – response: People feel listened to, understood, valued and taken seriously. Trust, psychological 

safety and hope develop because support focuses on what matters to them rather than their diagnosis. 

 

Outcome: Shared, meaningful goals are developed and people feel more confident and willing to engage in 

suitable opportunities. 

CMO 2 – Enabling 

meaningful 

participation 

Context: People experience physical, social, sensory, communication or environmental barriers that make 

standard sport and physical activity opportunities difficult to access or sustain. Staff and partner organisations 

are willing to adapt their usual approach and have sufficient time, autonomy and resources to do so. 

Mechanism – resource: Occupational therapists, coaches and partners use person–environment–occupation 

reasoning to tailor and grade the activity, environment, communication, pace, equipment, rules and level of 

support. Choice and coaching are provided, and sport and physical activity are connected to the person’s 

interests, routines, goals and wider roles. 

Mechanism – response: Participation feels safe, achievable, personally meaningful and socially acceptable. 

Experiences of choice and success increase confidence, agency, ownership, purpose and belonging. 

Outcome: People begin and sustain participation in sport, physical activity and community opportunities, 

contributing to increased activity, healthier routines, improved wellbeing and greater involvement in valued 

social, volunteering, education or employment roles. 

 

 
CMO 3 – Connecting 

people with 

communities 

Context: People face fragmented referral pathways, limited knowledge of local opportunities, or previous 

experiences of exclusion from community, leisure or sport settings. Suitable opportunities and willing 

community partners exist, but additional relational support is needed to make them accessible. 
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Mechanism – resource: SfC practitioners use their local knowledge and relationships to identify suitable 

opportunities, provide active navigation, make warm introductions and offer practical and emotional support 

before, during and after the transition. Continuity is maintained until the person feels able to participate with 

less support. 

Mechanism – response: Community opportunities feel more familiar, trusted, reachable and welcoming. 

Reduced uncertainty and experiences of supported participation increase confidence to enter, take part, build 

relationships and remain involved. 

Outcome: People develop stronger social connections and belonging, sustain participation in community life, 

experience reduced isolation and gain access to valued roles and opportunities that were previously difficult to 

reach or maintain. 

 
CMO 4 – Strengthening 

organisations 

Context: Leisure, community and partner organisations are willing to improve inclusion, and leaders give staff 

sufficient authority, time and continuity to learn, reflect and adapt usual practice. Roles and responsibilities 

between SfC and partner staff are understood. 

Mechanism – resource: Occupational therapists work alongside staff to model inclusive practice, explain 

occupational reasoning, discuss individual participation barriers and jointly adapt activities, environments and 

pathways. Mentoring, reflective discussion, participant feedback and service evidence support continued 

learning and problem-solving. 

Mechanism – response: Staff feel more confident and capable of understanding complexity, identifying 

participation barriers and making appropriate adaptations. They develop a shared understanding that inclusion 

is a collective responsibility rather than the role of the occupational therapist alone. 

Outcome: Staff make adaptations more consistently, opportunities and referral pathways become more 

accessible, and inclusive practice becomes embedded in routine delivery. Organisational capability increases and 

delivery becomes less dependent on individual occupational therapists or other specialist staff. 

 
CMO 5 – Connecting 

and coordinating 

systems 

Context: Health, leisure, local authority and community services operate through different priorities, referral 

routes, eligibility criteria, accountability arrangements and funding streams. Senior partners have sufficient 

authority, time and willingness to work across organisational boundaries. 

Mechanism – resource: Sport for Confidence acts as a connector between sectors. It uses established 

relationships, occupational therapy expertise, participant insight, local knowledge and service evidence to 

convene partners, translate needs between sectors, identify gaps and duplication, clarify roles and jointly 

develop referral and delivery pathways. 

Mechanism – response: Partners develop a shared understanding of participation barriers and recognise that no 

single organisation can address them alone. Trust, confidence in joint working and collective responsibility 

increase, and inclusion becomes understood as a shared system responsibility rather than Sport for Confidence’s 

responsibility alone. 

Outcome: Roles and referral routes become clearer, handovers and access pathways are better coordinated, 

gaps and duplication are identified, and relationships between commissioners, providers and community 

organisations are strengthened. The system becomes better able to support people into inclusive community 

participation. 
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The CMOs describe two interacting pathways: participant and community change through 

CMOs 1–3, and workforce and system change through CMOs 4–5. Outcomes at one level may 

become resources for further change, creating reinforcing or constraining feedback loops. 

Transferability to Sheffield was not tested directly; the configurations provide propositions for 

local readiness assessment, adaptation and future evaluation. 
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Appendix H Final Evidence-informed Programme Theory (Version 4) 

The final evidence-informed programme theory was developed by refining the initial theory 

through stakeholder input, documentary review and literature synthesis. It explains how, why 

and in what circumstances the service appears to generate participant, organisational and 

system-level outcomes. 

Figure H1. Final evidence-informed programme theory. 

The Sport for Confidence Community Health Service appears to support adults experiencing substantial barriers to participation by combining 

occupational therapy, meaningful occupation, sport and physical activity, community assets and cross-sector partnership working. Sport and 

physical activity are used as a primary vehicle for meaningful participation and wider community involvement, rather than being treated solely 

as a means of changing individual behaviour. 

Across the documentary analysis and stakeholder challenge, occupational therapy emerged as the principal enabling resource within the SfC 

model. The literature supported and refined this explanation by identifying the importance of holistic assessment, person–environment–

occupation reasoning, meaningful and individualised activity, adaptation, relationships and community access. Occupational therapists provide 

a clear point of access, explore strengths, aspirations, routines, roles and interacting barriers, and work with people, coaches and partners to 

adapt activities and environments around what matters to the person. 

Where there is sufficient time, continuity, workforce capacity, flexibility and access to suitable community opportunities, these resources may 

help people feel listened to, understood and taken seriously. Choice, appropriate adaptation, supported success and personally meaningful 

participation can increase trust, psychological safety, hope, agency, confidence, purpose and belonging. Confidence may then become a 

resource for taking further steps, entering unfamiliar settings and participating with less support. 

SfC practitioners also use local knowledge, active navigation, warm introductions and practical and emotional support to connect people with 

community opportunities. This can reduce uncertainty and perceived risk and make settings feel more familiar, reachable and welcoming. 

Anticipated outcomes include sustained sport and physical activity, healthier routines, social connection, reduced isolation and wider 

involvement in community life, volunteering, education and employment. Meaningful participation may also provide opportunities for 

contribution, reciprocity, interdependence and valued social roles, rather than independence being treated as the only desired outcome. 

The model also appears to operate through organisational and system pathways. Occupational therapists work alongside staff to model 

inclusive practice, share occupational reasoning, support reflection and jointly remove participation barriers. SfC acts as a boundary-spanning 

connector across health, leisure, local authority and community sectors, using relationships, local knowledge, participant feedback and service 

evidence to clarify roles, identify gaps and connect pathways. Where leadership, role clarity, partnership maturity, governance, authority, 

protected time and resources are present, these activities may increase staff confidence, shared understanding, partnership trust and collective 

responsibility for inclusion. 

The Community Health Service is therefore best understood as a relationship-based and occupation-focused model operating within a complex 

adaptive system. Contexts are not fixed and may enable or constrain implementation over time. Participant, community, organisational and 

system outcomes can become resources for further change, producing reinforcing or constraining feedback loops. 

The review suggests that the core principles include understanding what matters, occupational therapy reasoning, meaningful and adaptable 

participation, relational support, active community connection, shared learning and cross-sector collaboration. Transferability was not tested. 



49 
 

Applying the model elsewhere would require local assessment of whether the conditions and resources needed to activate these mechanisms 

are present, while retaining the core principles and adapting the form of delivery.  

Appendix I. Professional Reflections on Sheffield 

These notes come from informal conversations I have had as part of my normal professional 

role with people working across health, leisure, physical activity and community services in 

Sheffield. 

They were not part of the research study and were not treated as data. The conversations 

were not recorded, transcribed or formally analysed, and they did not inform the programme 

theory or CMOs. 

I have included the points below only as personal reflections to help me consider transferability 

in the discussion. 

Table I1. Professional reflections on factors relevant to transferability to Sheffield. 

Area Points to consider 

Cross-sector working Health, leisure, sport and local government have different priorities, pressures and decision-making 

arrangements. 

Local context Sheffield has its own organisations, partnerships, contracts and community assets. The Essex model could not 

simply be copied. 

Existing work Health and physical activity initiatives already exist. SfC would need to add value rather than duplicate them. 

Occupational therapy 

capacity 

OT capacity may be limited, and physical activity may not always be recognised as part of occupational 

therapy practice. 

Understanding the OT 

role 

Partners may need a clearer explanation of how occupational therapy supports participation, adaptation, 

prevention and community connection. 

Readiness Interest in the model does not necessarily mean the relationships, resources, leadership or authority are in 

place to implement it. 

 

Points to carry into the discussion 
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These reflections suggest that transferability would depend on local system and asset mapping, 

clearer occupational therapy involvement, engagement with existing Sheffield partnerships and 

attention to commissioning, contracts and power. 

They also support the need for a formal readiness assessment and wider involvement, including 

people with lived experience, before considering a locally adapted feasibility phase. 

 

 

 

 

 


