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Abstract 

Background  The physician–patient encounter presents an ideal opportunity for physical activity (PA) promotion. 
This review aims to (i) explore the breadth and depth of existing literature investigating doctors’ perceptions of PA 
promotion in the United Kingdom (UK) and (ii) identify factors influencing the extent to which doctors engage in PA 
promotion during patient interactions.

Methods  A five-stage scoping review methodology and the PRISMA-ScR guidance were followed: Stage 1—research 
questions specified; Stage 2—relevant studies identified by searching five electronic databases and manual screening 
of references; Stage 3—studies screened using Covidence™; Stage 4—study data extracted and charted; and Stage 
5—findings from included studies were analysed, summarised and reported using (i) descriptive numerical analysis to 
provide insight into study characteristics and (ii) narrative summary of the evidence categorised by factors that influ-
ence doctors’ engagement with PA promotion.

Results  In total, 16,961 studies were screened. Nineteen studies were included in the review with most conducted in 
primary care focusing on the perceptions of general practitioners. Seven influencing factors were identified: knowl-
edge and training, personal interest and PA level, time, resources, confidence, the perceived role of the doctor and 
patient relevance.

Conclusion  This review provides new evidence that historical barriers and influencing factors have a persisting 
impact on the ability and willingness of UK doctors to engage with PA promotion with patients. Previous efforts to 
address these factors would appear to have had limited success. Further intervention efforts are required to ensure 
more widespread and effective PA promotion to patients.

Key points

–	 Doctors in the United Kingdom face many challenges 
to promoting physical activity to their patients such 
as time, limited knowledge and a lack of confidence.

–	 Several of these challenges are historical, suggesting 
that previous attempts to change the behaviour of 
doctors have had limited success.

–	 Interventions targeting doctors should provide 
education, training and examples of good practice 
through modelling to promote more widespread pro-
motion of physical activity to patients.
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Introduction
The health benefits of regular physical activity (PA) are 
well documented and wide ranging; almost everyone can 
benefit from being more active [1]. The improvements 
on physical [1], psychological and cognitive wellbeing [2] 
are undeniable, yet data published in 2020 showed that 
in the United Kingdom (UK), only between 56 and 67% 
of adults were active as per government guidelines [3–5]. 
This physical inactivity costs the UK National Health Ser-
vice (NHS) an estimated £1.06 billion per year [6] and is 
responsible for one in six UK deaths [7].

A large body of evidence implicates societal, cultural, 
economic and environmental shifts in the decline of 
PA over recent decades [8]. Therefore, a whole-system 
approach, encompassing and acknowledging all such fac-
tors to increase the population’s activity across multiple 
settings is advocated [9]. One important setting which 
may help to create active societies is that of healthcare 
systems [9]. The Royal College of General Practice in the 
UK identified PA as a clinical priority in 2016 [10], and 
there are calls from the medical community to view PA as 
the ‘fifth vital sign’ [11]. The physician–patient encoun-
ter presents an ideal opportunity for PA promotion, with 
78% of the population visiting their general practitioner 
(GP) each year [12], and growing evidence supports the 
effectiveness of PA interventions in primary care [13].

In the UK, age-specific PA guidelines are readily avail-
able for physicians to access and apply during consulta-
tions [14]. In 2013, the National Institute for Clinical 
Excellence (NICE) published  recommendations and 
guidance for doctors delivering PA counselling, includ-
ing  information on ‘brief PA advice’, the simple ‘ask-
assess-advise’ approach and use of screening tools, e.g., 
the general practice PA questionnaire [6]. Alternative 
approaches include motivational interviewing or a more 
formal exercise prescription [15] using the frequency, 
intensity, time, type (FITT) format. ‘Moving Medicine’ is 
an initiative by the Faculty of Sport and Exercise Medi-
cine (FSEM) UK aiming to provide clinicians with acces-
sible, evidence-based guidance on PA promotion based 
on the patient’s medical conditions [16]. Although these 
various PA promotion approaches exist, no particular 
framework or technique is endorsed, leaving this deci-
sion up to the physician depending on the nature and 
context of the patient encounter.

Despite the growth of favourable evidence of the 
benefits of PA, and a consensus that it is appropriate 
for healthcare professionals (HCPs) to promote PA to 
patients [17, 18], research demonstrates many physi-
cians fail to do so. For example, one study found that 
72% (of 1013 UK GPs) do not discuss PA with patients 
[19]. Global data on the perceptions of HCPs pro-
moting PA to patients have identified enablers to PA 

promotion including practitioners’ own knowledge and 
skills [17, 18, 20] and positive attitudes towards PA pro-
motion [20]. Notable barriers include insufficient time 
[17, 18, 21–25], lack of formal education or training 
[17, 19, 23–26], competing priorities [24, 26] and a per-
ception that patients lack motivation to be active [20, 
25, 26].

Although existing reviews of studies from across the 
world provide insight into perceptions, the strength of 
these reviews are limited by dated primary data [24, 27], 
inclusion criteria meaning heterogenous study contexts 
[18] and the involvement of different HCPs [25]. The 
training that different types of HCPs receive, as well as 
the guidelines to which they adhere, vary depending on 
the profession, presenting a challenge when interpret-
ing study findings. In addition, different geographical 
locations of studies lead to uncertainty regarding the 
relevance of these studies to a UK context. Further-
more, updates to UK PA guidelines mean that findings 
from older studies (pre-2011) may be less relevant to 
current clinical practice. Therefore, a focused examina-
tion of recent UK-based evidence concentrating solely 
on doctors based in both primary and secondary care is 
timely and would ensure relevance to current UK prac-
tice. Therefore, the aims of this study were three-fold: 
(i) to establish the breadth and depth of research exam-
ining the perceptions of UK doctors on promoting PA 
to patients, (ii) to identify the factors influencing their 
promotion of PA and (iii) to determine what gaps in the 
research exist.

Methods
Study design
A scoping review was determined to be the most appro-
priate research method given the primary aim of this 
study was to provide a comprehensive overview of cur-
rent research, whilst also allowing for the identification 
of key barriers and enablers to promotion and finally the 
identification of research gaps [28]. There were uncer-
tainties about the extent to which doctor specific data 
could be extracted from studies involving multiple health 
professionals; thus, we viewed the literature base as com-
plex and heterogenous, which may not ultimately be 
explanatory in nature. Therefore, we determined a scop-
ing review to be more appropriate than a mixed meth-
ods systematic review at the outset. The protocol was 
drafted using the five-stage scoping review methodo-
logical framework proposed by Arksey and O’Malley [28] 
and Levac et al. [29] and was an iterative process, while 
following the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses extension for scoping 
reviews guidance (PRISMA-ScR) [30].
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Stage 1: Identify research questions
This research aimed to provide an overview of the per-
ceptions of UK doctors on PA promotion in a healthcare 
setting. To address this, three research questions were 
generated:

1.	 What research exists examining the perceptions of 
UK doctors on PA promotion?

2.	 What factors influence PA promotion by UK doc-
tors?

3.	 What are the gaps in the research regarding percep-
tions of UK doctors on PA promotion?

Stage 2: Identify relevant studies
Relevant studies were identified by the following:

1.	 Electronic database searching using SCOPUS, Ovid 
(MEDLINE), Ovid (EMBASE), Cochrane library and 
Psychnet

2.	 Manually searching reference lists of key studies (i.e., 
relevant previous reviews and primary studies)

The varied terminology of PA promotion and percep-
tions required a comprehensive database search strat-
egy. The initial strategy was drafted and subsequently 
refined following two rounds of team discussion. The 
search terms were related to doctors, PA, promotion and 
perceptions (Table  1), and the final search strategy was 
adapted for each database and logged. The Boolean oper-
ator ‘AND’ was used between categories and ‘OR’ within 
categories.

Electronic literature databases were searched from 
2011 on the basis of the publication of the Chief Medi-
cal Officer PA recommendations [14]. Although these 
were updated in 2019, the 2011 aerobic recommenda-
tion for accumulating 150 min of moderate intensity PA 
per week is still in use. The final search was carried out 
on 9 October 2022 and an inclusive approach to inclu-
sion and exclusion criteria was taken (Table  2). Studies 
were excluded if they did not explore the perceptions of 
doctors. However, if a study explored the perceptions of 
other HCPs as well as doctors, then this was included, 
but only data relating to doctors were extracted. Final 
search terms are available in Additional file 1.

Stage 3: Study selection
Identified studies were uploaded to Covidence™ software, 
which automatically removed duplicates. All 100% of 
records at the title and abstract stage, and subsequently 
100% of records at the full-text stage, were independently 
screened by two members of the author team. Conflicts 

were discussed and resolved by team discussion, and cri-
teria were modified if required, for example ordering the 
exclusion criteria.

Stage 4: Charting the data
The data extraction table was drafted by GW using 
Microsoft Excel and was refined following team discus-
sion. Data were independently  extracted  (100%) by two 
members, with any discrepancies and  uncertainties dis-
cussed and resolved   through  team  discussion. Data 
points extracted relating to demographics included:

•	 Authors
•	 Title
•	 Location (UK-wide, Scotland, England, Wales, 

Northern Ireland)—if studies included data from 
both Ireland and Northern Ireland, only data that 
reflected the views of doctors in Northern Ireland 
were extracted

•	 Setting (e.g., primary care/community care, second-
ary care, mixed primary/secondary care)

•	 Type of doctor (e.g., GP, mixed doctor group, con-
sultant physicians, junior doctors)

•	 Type of patient (e.g., unspecified, adults with speci-
fied medical conditions, children/young people with 
specified medical conditions)

Other data points collected included study methods 
(e.g., qualitative, quantitative, mixed-methods) and any 
theoretical models used if they were relevant (e.g., theory 
of planned behaviour, theoretical domains framework). 
Details of study aims and limitations as noted by the study 
authors or as interpreted by the authors of this review 
were extracted. The key findings extracted reflected the 
factors that influenced PA promotion by doctors. In stud-
ies that presented qualitative data, all relevant statements 
were extracted verbatim. In studies that reported quan-
titative data, key concepts in statements or survey items 
were extracted in addition to quantitative data.

The final data extraction table is available in Additional 
file  2. Quality assessment of individual papers was not 
undertaken, as it is not a recommended element of scop-
ing reviews [28].

Stage 5: Collating, summarising and reporting
Study characteristics were reported using descriptive 
numerical analysis, displaying frequencies of demo-
graphics and the type of study (qualitative, quantitative 
or mixed-methods). Influencing factors for PA promo-
tion were reported using a narrative summary and fol-
lowing a qualitative thematic analysis of the data. We 
conducted a ‘codebook’ version of thematic analysis [31], 
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where we adopted a qualitative philosophical approach to 
this aspect of analysis whilst following a structured cod-
ing approach and with our main themes conceptualised as 
domain summaries, and named accordingly to reflect fac-
tors previously identified in the literature (e.g., knowledge 
and training). Consistent with codebook thematic analy-
sis, measures to enhance validity of the findings or quality 
of the process, such as inter-rater reliability or coder con-
sensus, were not conducted [31]. Additionally, given the 
review design, we could not conduct processes that may 
be applicable in primary qualitative studies such as mem-
ber reflections [32]. Therefore, our attempts to enhance 
rigour focussed on the use of critical friends—members 
of the research team who provided critical discussion and 
challenged the codes and themes developed by the lead 
author [32]. Finally, gaps in the research were mapped 
using a table, organised by study setting, type of doctor, 
type of PA promotion, study location and patient group.

Results
What research exists examining the perceptions of UK 
doctors on PA promotion?
In total, 25,628 references were identified for screen-
ing (25,626 from database searching and 2 from manual 
searches) and a total of 330 studies were included for full-
text screening. There was a 4.9% disagreement rate at full-
text screening. In total, 19 studies were included in final 
analysis. A study selection flowchart is presented in Fig. 1.

Of the 19 studies meeting the inclusion criteria, most 
used qualitative methods (63%, n = 12) and most were set 
in primary care/community settings (68%, n = 13) involv-
ing GPs. Only 32% (n = 6) of studies used theoretical 
models as frameworks to explore the perceptions of doc-
tors and these models varied (see Table  3 for full-study 
characteristics).

What factors influence PA promotion by UK doctors?
Knowledge and training
Lack of knowledge was frequently identified as a bar-
rier to promoting PA by UK doctors. Evidence from 

qualitative research [33–39], mixed methods research 
[19, 40–42] and quantitative research [43–45] found that 
doctors reported insufficient knowledge in PA guidelines 
and benefits [19, 33, 34, 40, 43–45], effectiveness of PA 
promotion/exercise referrals (ERs) [35, 36, 39, 41], how 
to promote PA [43, 44], the referral process for exercise 
referral (ER) schemes and sport and exercise medicine 
(SEM) clinics [37, 39, 41, 42] and patient safety liabil-
ity in exercise programmes [35]. In their mixed method 
study of 15 GPs delivering PA advice to patients with 
diabetes, Kime et  al. found that no doctors were famil-
iar with guidelines relating to PA and diabetes [40], and 
qualitative research involving four consultants work-
ing with children with type 1 diabetes found that some 
doctors questioned the effectiveness of the guidelines 
they were implementing [36]. A qualitative study of GPs 
using ER schemes for patients with depression found that 
information regarding the schemes are frequently absent 
or out of date, the referral process is sometimes unclear 
and limited feedback means efficacy is difficult to assess, 
although what feedback is received is positive [39]. In 
a qualitative study of 11 junior doctors, some felt the 
essence of medical training is illness diagnosis and dis-
ease management, with one participant expressing that 
‘we are more scared of missing an ill patient rather than 
preventing an illness a patient does not have from hap-
pening in the future’ [33].

Most studies found that when doctors felt they had 
good knowledge of PA benefits, guidelines and screen-
ing tools, they were more encouraged to participate in 
PA promotion/ERs [19, 34, 38, 43, 44, 46]. In their study 
of 1013 GPs, Chatterjee et al. found that almost twice as 
many GPs who were unfamiliar with relevant guidelines 
reported being less confident raising PA with patients 
than those who were familiar with guidelines [19], and 
increased exercise promotion was found among 835 GPs 
that had read the relevant NICE guideline for managing 
their patients with osteoarthritis [43]. However, in their 
qualitative study of 166 fully qualified GPs and 65 GP 
registrars, Wheeler et al. found that although most fully 

Table 2  Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

➾ Full-text articles published in peer-reviewed journals and grey literature
➾ Articles published in English
➾ UK-based studies
➾ Any healthcare setting (e.g., general practice or hospital-based)
➾ Any kind of doctor (e.g., general practitioners, surgeons, physicians, junior 
doctors)
➾ Any kind of PA promotion (e.g., promotion, referral, prescription, social 
prescribing)
➾ Real or simulated patients

➾ Abstracts without full-text available
➾ Articles investigating only other healthcare professionals (e.g., 
nurses, physiotherapists, pharmacists) or medical students
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qualified GPs felt sufficiently knowledgeable to advise 
inactive patients, they did not always provide PA coun-
selling, and fewer still would always refer or signpost 
inactive patients to exercise programmes or local PA 
opportunities [44]. In a qualitative study of 15 GPs par-
ticipating in a randomised control trial of facilitated PA 
and usual care for depression, the extent to which GPs 
promoted PA was variable, despite their involvement in 
the trial. This variation did not appear to be related to 
their awareness of an evidence base [47]: only one GP 
referred to NICE guidance to support recommending PA 
to patients, but others stated often anecdotal evidence of 
the benefits of PA for other patients to improve mood. 
Three of the 15 GPs interviewed felt there was insuffi-
cient evidence to recommend PA to depressed patients 
[47]. In a qualitative study of challenges and approaches 
to green social prescribing, one GP described the benefits 

to regular outdoor exercise for chronic pain patients, 
but felt that some patients did not want PA as a drug-
free alternative management for their chronic pain [46]. 
Although insufficient training was identified as a barrier 
[33, 40, 45, 48] and provision of education identified as a 
facilitator [33, 40, 41] to PA promotion, it was suggested 
that unless doctors had a particular interest in or enthusi-
asm for PA, it was unlikely they would seek further train-
ing [40].

Personal interest and activity
Qualitative, mixed method and quantitative research 
suggest a personal interest in the benefits of PA moti-
vates doctors to promote it [35, 36, 38, 40, 41, 43, 46, 47]. 
Some doctors view themselves as role models.  Qualita-
tive studies of 10 and 31 GPs, conducted by Cunningham 
et al. and Din et al., respectively, found that GPs felt their 

Fig. 1  Study selection flowchart
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personal PA levels make them a credible source of advice 
for patients [35, 38]. A qualitative study of six GPs found 
that although all GPs interviewed were positive about 
social prescribing, those who participated themselves 
were more likely to recommend a particular activity 
to patients; for example, one GP in this study had been 
involved in Parkrun for many years and routinely recom-
mended it to both patients and staff [46]. In contrast, a 

mixed method study of GPs indicated that a lack of per-
sonal PA/interest in PA promotion acted as a barrier [41]. 
Qualitative and mixed method studies of GPs found that 
if they are themselves inactive or overweight, they may 
feel uncomfortable/hypocritical advising patients to exer-
cise [35, 41]. Indeed, in their qualitative study of 11 jun-
ior doctors, Osinaike and Hartley found that the doctors 
felt the success of their PA advice may be influenced by 

Table 3  Study characteristics

a  Percentages may not add up to 100% due to rounding

Study feature Number 
of studies 
(%)a

Study methods
  Qualitative (semi-structured interviews/questionnaires) 12 (63)

  Quantitative (questionnaires) 3 (16)

  Mixed-methods 4 (21)

Location
  UK-wide 8 (42)

  England 8 (42)

  Scotland 1 (5)

  Wales 1 (5)

  Northern Ireland and Ireland (only data from Northern Ireland extracted) 1 (5)

Setting
  Primary care/community 13 (68)

  Secondary care 3 (16)

  Mixed primary/secondary care 2 (11)

  Cancer care 1 (5)

Type of doctor
  GP 12 (63)

  Mixed-doctor group 3 (16)

  Consultant physicians 3 (16)

  Junior doctors 1 (5)

Sample size: number of doctors
  0–10 7 (37)

  11–25 5 (26)

  26–100 3 (16)

  101–500 2 (11)

  501 +  2 (11)

Patient type
  Unspecified patient group 7 (37)

  Adults with specified medical conditions (e.g., chronic knee pain, non-alcoholic fatty liver disease, adults) 7 (37)

  Children/young people with specified medical conditions (e.g., diabetes) 3 (16)

  Preconception females 1 (5)

  Older adults 1 (5)

Theoretical model adopted
  No model identified 15 (79)

  Theory of planned behaviour 2 (11)

  Theoretical domains framework 1 (5)

  Social cognitive theory 1 (5)
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patients’ perceptions of them as a role model [33]. This 
is supported by a qualitative study of 15 GPs using facili-
tated PA for treatment of depression which found that 
some GPs felt it was important to discuss their own views 
to validate the efficacy of PA as a non-drug treatment for 
depression [47].

Time
Most studies, regardless of design, identified insufficient 
time as a prominent barrier to PA promotion/ER use 
[33–35, 38–41, 43–45, 49] with the perception that doc-
tors should prioritise other issues within consultations 
[34–36, 40, 41]. Insufficient time was identified in both 
primary and secondary care settings: in their study of 231 
GPs and GP registrars, Wheeler et al. reported that 91% 
of fully qualified GPs perceived that insufficient time lim-
its them discussing PA [44]. Although both junior doc-
tors [33] and consultants [45] identified time constraints 
as a barrier in hospital settings, in a qualitative study of 
11 junior doctors it was suggested that lack of time was 
not such a major hindrance to junior doctors, and since 
they are sometimes allocated more time with patients 
than their senior colleagues, they may be in a more 
favourable position to undertake PA counselling [33].

Resources
Qualitative and mixed-method evidence indicates that 
when doctors felt they had suitable resources, including 
tools [48, 50] and e-referrals/simple referrals [41], they 
felt more able to promote PA. In their mixed-method 
study employing an online survey of 56 GPs and inter-
views with seven GPs Buckley et al. found that incentivis-
ing PA promotion may encourage more doctors to engage 
in PA promotion [41]. A qualitative study of 15 GPs in 
a randomised control trial comparing usual care for 
depression with usual care plus facilitated PA found that 
doctors felt that facilitated PA needs to be cost-effective 
and well-resourced to be a viable treatment option, and 
evidence of this cost-effectiveness is needed [47]. Insuf-
ficient financial resources were identified as a barrier in 
a qualitative study of 31 GPs [35] in which participants 
suggested money could be used for management of other 
serious health conditions rather than promoting PA. One 
GP in a qualitative study felt that there was an ongoing 
lack of financial support for management options includ-
ing ER schemes that do not provide a ‘quick fix’ [39]. 
Quantitative studies found that other, unspecified insuf-
ficient resources [44, 45] act as barriers to doctors engag-
ing in PA promotion. Furthermore, insufficient incentives 
were identified as a barrier in Wheeler et al.’s study of 231 
GPs and GP registrars [44]. A lack of knowledge-based 
resources were identified in a mixed-method study of 
GPs [41], and a lack of clinical mentorship/supervision 

was identified as a barrier to PA promotion in Osinaike 
and Hartley’s qualitative study of 11 junior doctors [33].

Confidence
Qualitative and mixed-method studies showed that 
some doctors feel confident promoting PA [33, 42, 44]. 
In their mixed-methods study of 244 GPs, Kassam et al. 
found that 82% felt confident giving less active patients 
PA advice [42]. However, other qualitative and mixed-
method studies identified a lack of confidence hindered 
PA promotion/ER for some doctors [33, 34, 37, 40]. Inter-
views with 15 GPs conducted by Kime et al. investigated 
how prepared GPs felt delivering PA advice to patients 
with diabetes, and found that some GPs felt out of their 
depth giving PA advice in general, and particularly con-
cerning PA and diabetes [40]. In their qualitative study 
of eight GPs in Scotland, Sissons et al. found that some 
lacked confidence in the effectiveness of their advice and 
felt their guidance on PA for preconception women may 
be less effective than other information sources [34]. In a 
study of 33 doctors with haematological cancer patients, 
approximately two thirds of the medical professionals felt 
that they lacked confidence giving PA advice to patients 
during cancer treatment, and less than half felt confident 
giving PA recommendations after treatment [37]. In this 
same study, a fifth of doctors agreed with a statement 
that they knew where or to whom to refer patients who 
needed support to be more active during haematological 
cancer treatment. A quantitative study of 231 doctors by 
Wheeler et al. found that 62% of fully qualified GPs felt 
very/extremely confident giving general PA advice to 
patients, compared with 34.6% of GP registrars. How-
ever, this study also found that over 26% of fully qualified 
GPs and 65% of GP registrars felt not very/not at all con-
fident in giving general PA advice to their patients [44]. 
In their qualitative study of 11 junior doctors, Osinaike 
and Hartley found that observing good examples of PA 
counselling can help junior doctors feel ‘empowered’ [33].

Perceived role
Doctors, based in both primary and secondary care, gen-
erally believed they should play a role in PA promotion/
counselling [33, 34, 43, 44], with one participant in a 
study of junior doctors going so far as to say ‘I think I am 
letting my patient down for not talking to them about PA’ 
[33]. A qualitative study of 15 GPs suggested that patients 
would be more likely to adhere to PA if it was recom-
mended by a GP [47]. However, it appears that both GPs 
[34, 35, 41] and hospital-based doctors [33] feel that they 
may not be best suited to provide this. In interviews with 
seven GPs, Buckley et al. found that they felt there was an 
overreliance on them, ‘work is always being dumped on 
the GP’ [41]; PA is not their sole responsibility and other 
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HCPs may be better positioned and have more time to 
provide PA advice [41]. A qualitative study of 11 junior 
doctors found that some based in hospital felt that pri-
mary care was a more appropriate setting for disease pre-
vention interventions than hospital, although others felt 
PA counselling could still be undertaken in hospitals [33]. 
Several qualitative and mixed-method studies demon-
strated that doctors felt that other HCPs, such as practice 
nurses, were better placed to provide PA advice [33, 34, 
41]. There was no consensus on whose role PA promo-
tion is and how doctors should be involved [36, 49], with 
some doctors believing patient self-management may 
have greater potential for increasing patient PA [34, 35].

Patient relevance
Some doctors feel PA promotion is not relevant for every 
patient [19, 35, 41, 44, 45, 47] or reported discussing it 
only if patients raised it during consultations [34, 37]. 
In their study of 244 GPs, Kassam et al. found that doc-
tors are more likely to refer young patients with muscu-
loskeletal problems or elite athletes to SEM clinics than 
patients with chronic conditions who are interested in 
starting to exercise [42]. A qualitative study of GPs using 
ERs for the management of depression found that GPs 
perceived some patient-related barriers as obstacles to 
referral, including how patients with depression may 
struggle to motivate themselves to start PA and sustain 
this without supervision, be averse to group activities or 
struggle with the financial aspects of PA (the latter being 
related to when discounted exercise classes ended in this 
study) [39]. In a qualitative study involving only one con-
sultant, Shelly et al. found that this doctor felt reluctant 
to inform patients of their inactivity, fearing this may 
have a detrimental rather than an encouraging effect 
[50]. This was echoed by a GP interviewed in a qualitative 
study of 15 GPs using facilitated PA as part of treatment 
for depression [47] and by a GP in a qualitative study 
investigating the use of ERs in management of depres-
sion, who felt counselling to facilitate initial motivation 
to exercise had ‘made things worse’ [39].

What are the gaps in the research regarding perceptions 
of UK doctors on PA promotion?
Using the data from the 19 studies included in this scop-
ing review, the degree of evidence provided by these arti-
cles has been categorised based on the level of existing 
evidence, as previously utilised by Williamson et al. [51]. 
Evidence was considered strong when three or more 
studies existed; minimal, when one–two studies existed; 
and non-existent, when zero studies existed (Table  4). 
This helped to highlight the areas where there are gaps 
in the literature. Studies more frequently focused on the 
perceptions of GPs in a primary care setting rather than 

doctors working in secondary care, and most did not 
target a specific age group. Gaps exist in the literature 
exploring doctors in primary care looking after children 
and there are few region-specific studies.

Discussion
Summary of principal findings
PA promotion by doctors is, by nature, complex and 
influenced by cognitive, behavioural and environmental 
factors. To our knowledge, this is the first study to syn-
thesise research specifically examining perceptions of 
PA promotion from doctors in the UK. Despite a com-
prehensive search strategy, the depth of research was lim-
ited, averaging approximately only two studies published 
per year in the last decade. Of the data published, most 
explore the perceptions of UK GPs working in primary 
care. Several themes were identified as key influencing 
factors experienced by UK doctors: knowledge and train-
ing, personal interest, time, resources, confidence, belief 
in personal role and perceived relevance to the patient. 
These factors do not operate in isolation and can be bi-
directional, acting as barriers and/or facilitators within 
an interlinked network (Fig. 2). For example, the factor of 
knowledge overlaps with the factor of confidence, in that 
doctors receiving training or seeing examples of good 
practice would resultingly have increased confidence and 
more likely to refer patients to programmes or prescribe 
exercise prescriptions of some nature.

These findings, taken from literature published since 
2011, provide evidence that doctors continue to experi-
ence multiple barriers in promoting PA to their patients. 
The themes identified in this study can be used as a base 
for developing potential intervention strategies to sup-
port the promotion of PA by doctors.

Comparison with existing literature
The principal findings here corroborate previous reviews 
investigating global perceptions of HCPs [18, 24, 25, 27], 
suggesting that efforts to overcome these previously iden-
tified barriers to PA promotion have had limited success.

This contemporary review indicates that UK doctors 
believe they should play a role in PA promotion, con-
curring with older UK-based works [52, 53]. Similarly, 
a global review found that most primary care provid-
ers viewed PA counselling as important and that they 
should be involved [27]. However, this review identified 
that some doctors feel they are not in the best position 
to promote it, supporting the notion that HCPs still do 
not unanimously agree on who should be involved and 
how [18, 27]. The clinical setting that doctors were work-
ing in influenced their perception of who was best posi-
tioned to undertake disease prevention interventions 
and, although many GPs felt it was part of their role, 
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Table 4.  Spread of includedstudies
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some felt that there was an overreliance on them for life-
style interventions [41]. It is plausible that these findings 
support previously noted misconceptions that PA is only 
a preventative measure [54] and not an effective method 
of treatment. Another theme identified in this review 
was that there appears to be a lack of support for thera-
pies such as PA that do not provide a ‘quick fix’, i.e., an 
immediate benefit is not always observed [39], possibly 
in part because of the perception of patients that the role 
of doctors is to prescribe medications [46]. It has been 
suggested that more understanding of when patients are 
most receptive to PA interventions in primary care is 
required [25], and this finding further demonstrates this 
need. Although junior doctors feel they should play a 
role in PA promotion [33], this review found limited data 
exploring the views into the role of other hospital-based 
doctors of this PA promotion role. Thus, further data are 
required to comment on whether or not there is a differ-
ence in the perceived role between the perceptions of pri-
mary and secondary care doctors.

Previous research indicated that insufficient confi-
dence, knowledge and training hindered doctors from 
engaging with PA promotion [18, 24, 27]. Despite the 
recent provision of easily accessible recommendations 
and resources for doctors to use, including NICE guide-
lines [6], the FSEM’s ‘Moving Medicine’ resource [16] 
and recommendations from the Royal College of Physi-
cians [15], this review provides evidence that these bar-
riers remain prevalent. This review found that when 
doctors had knowledge of the relevant guidelines, they 

had increased confidence [19] and more readily pro-
moted PA to their patients [43]. It would, therefore, 
be useful to determine how often doctors access such 
resources, as it is reasonable to suggest that increasing 
exposure to these tools may enable doctors to engage. 
Unexpectedly, Searle et al. found that the extent to which 
GPs promoted PA did not appear to be related to their 
awareness of an evidence base, although GPs cited other 
reasons for why they felt PA may be useful in the treat-
ment of depression [47]. However, it should be noted that 
this finding was not replicated by other studies included 
in this review.

The role of PA training within medical school curricula 
remains a potentially influential factor on PA promotion. 
This review found some evidence of doctors receiving 
no PA training during medical school [33] and identified 
the perception that some doctors believe medical train-
ing is based around diagnosis and disease management of 
sick patients rather than the prevention of disease in the 
future. Previous work concluded that UK medical stu-
dents lacked confidence prescribing PA to patients [55], 
and it was previously suggested that without inclusion 
of PA questions in medical school examinations, it (and 
wider lifestyle medicine) was unlikely to be considered 
a core competency by students [55]. Data in this review 
suggested that unless doctors were particularly interested 
in PA, some believed it was unlikely they would seek 
additional training in the area, but that when doctors 
have better knowledge, they are more likely to engage 
with PA promotion. Similarly, observing good examples 

Fig. 2  A conceptual map of factors influencing PA promotion by doctors in the UK
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of PA counselling may help doctors feel ‘empowered’ [33]. 
Therefore, making PA training a mandatory and exam-
ined component of medical training, as well as clarifying 
guidance about how to incorporate PA counselling and 
other communication types into consultations and pro-
viding opportunities to observe good examples of this, 
may enable more effective PA promotion by doctors.

Findings from this review suggest that even for fully 
qualified GPs with sufficient knowledge, physical inactiv-
ity as a health behaviour was less likely to be discussed 
than other modifiable health behaviours such as smok-
ing, and the delivery of PA counselling or referral to pro-
grammes and opportunities was not always conducted 
[44]. Whilst the specific reasons for this remain unclear, 
there is some evidence that doctors can be uncertain 
about the effectiveness of ER schemes [35, 39] with a need 
for provision of clear information about these schemes, 
including scheme content, eligibility and patient progress 
[41]. These findings echo a review published in 2022, in 
which the authors highlight that evidence is required 
to show doctors that behavioural interventions have an 
important place in patient-centred and evidence-based 
medical practice [25]. Although exercise is advocated 
within clinical care services, comparison of clinical exer-
cise provision in the UK found that staff roles and quali-
fications across services were inconsistent [56]. It was 
previously suggested that greater regulation is required 
to evaluate and compare services and that standardising 
staff roles and the qualifications required may provide 
reassurance to referring doctors and patients that these 
services are effective and safe [56], thereby increasing the 
confidence in and subsequent use of these services.

Consistent with previous reviews [18, 24, 27], this 
review highlighted insufficient time as a pertinent bar-
rier to PA promotion by doctors and HCPs. A novel find-
ing was that junior doctors appeared to experience this 
(time as a barrier) to a lesser degree than their senior col-
leagues [33]. In addition, the inclusion of brief PA advice 
on hospital discharge summaries was identified as a pos-
sible way to ensure the topic is explored with the patient 
[33], and since these are often completed by junior doc-
tors, this may offer an intervention strategy. Further-
more, involvement of the wider HCP team may assist in 
tackling the time barrier; indeed, in their review, Hébert 
et  al. [27] found that primary care physicians struggled 
more with time than their nursing colleagues. Delegat-
ing some counselling responsibility to this professional 
group would potentially alleviate some pressure on doc-
tors, while ensuring it remains a priority within primary 
care. In fact, older research suggested that PA interven-
tions delivered by allied health professionals (health 
educators and physiologists), or by allied health profes-
sionals in conjunction with physicians, produced the best 

long-term results in patients [57]. Countries including 
Canada, Australia and the USA utilise clinical exercise 
physiologists, recognising their expertise in supporting 
PA engagement [56, 58, 59], but this is not currently the 
case in the UK, where there is no recognition or regula-
tion of the profession [56] despite growing calls for this to 
try and increase PA in patients. ‘Moving Medicine’ [16] 
provides resources for clinicians to tailor PA counsel-
ling according to the time they have available—using as 
little as one minute—and provides a structure to follow. 
Increasing awareness of tools such as these would enable 
clinicians to use even small amounts of time for effective 
PA promotion.

Our review provides evidence that doctors still do not 
believe PA promotion is relevant for all patients, and that 
a personal interest in the benefits of PA motivates doc-
tors to promote it, corroborating older evidence [18, 
24]. This questions the suitability of current training 
for doctors because UK guidelines recommend that all 
adults should aim to achieve the guidelines [14]. Previous 
work also suggested physically active doctors were more 
likely to encourage patients to be active than their inac-
tive colleagues [24, 27, 60–62], and findings here concur, 
demonstrating some inactive/overweight doctors feel 
uncomfortable advising patients. Physical inactivity is 
prevalent even within the medical community [63], and 
these findings suggest that addressing this and increas-
ing doctors enthusiasm in PA could translate into more 
doctors engaging in counselling with patients. Global evi-
dence investigating HCPs identifies insufficient resources 
as a key barrier to PA promotion [18, 27]. Hébert et  al. 
identified environmental context and resources as a key 
barrier to PA promotion by HCPs [27], but insufficient 
resources were identified less frequently in this review. It 
is possible that this reflects the global and broad nature 
of those previous reviews, where available resources may 
vary. However, this has still been identified as an area for 
improvement to enhance PA promotion in the UK.

Literature gaps and further research
This review demonstrates the existence of evidence 
examining PA promotion by UK doctors, but highlights 
an imbalance within the breadth of research, with most 
studies investigating the perceptions of GPs in primary 
care. This may well reflect that general practice is often 
considered the optimal location for health promotion but 
obtaining more information regarding the perceptions of 
hospital-based doctors, and doctors managing specific 
patient groups are warranted. This would enable further 
insight and comparison between primary and secondary 
care, examining if one setting and group of professionals 
may be better suited to influence PA than another.
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A standardised approach, using first a set of gen-
eral, followed by specific questions that can be asked 
of doctors of all types in all settings across the UK may 
be useful to develop a comprehensive understanding of 
the factors influencing whether doctors promote PA 
or not. The COM-B model from within the Behaviour 
Change Wheel offers one viable approach for research-
ers to investigate this topic [64]. It would ensure data are 
aligned with a particular source of behaviour and would 
permit comparisons between groups in subsequent evi-
dence syntheses.

Further, linking with intervention functions within the 
Behaviour Change Wheel would permit the investiga-
tion of what is required to overcome identified barriers 
and aid intervention development. The findings from 
this review suggest that a multi-component interven-
tion, involving several functions is required to overcome 
the barriers identified. As an example, the lack of confi-
dence and knowledge identified in this review indicates 
that psychological capability is a key source of behav-
iour and that although guidelines exist, these, along with 
other available resources, need to be communicated 
more effectively to doctors through the use of an inter-
vention incorporating training and education [64]. Wider 
policy support, to ensure such an intervention is made 
mandatory within medical training, may lead to changes 
in practice that could be maintained. Additionally, this 
review provides evidence that enablement would be a 
relevant function within such an intervention, given the 
complex, interrelated set of problems or barriers faced by 
doctors [64]. Building on the findings that doctors view 
themselves as a credible source, and that seeing exam-
ples of best practice promotion would be advantageous, 
techniques to promote the function of modelling would 
appear pertinent [64].

Strengths and limitations
This review aimed to provide an insight into the avail-
able evidence on the perceptions of factors influencing 
PA promotion by the UK doctors. Key strengths were the 
comprehensive search strategy and inclusion of varied 
study designs, enabling a thorough overview of published 
evidence. Further strengths include the use of an estab-
lished protocol and including different forms of interven-
tion, from simple PA advice to exercise referral schemes, 
in our broad definition of PA promotion. Including stud-
ies primarily investigating perceptions of wider HCPs 
but extracting only data about doctors allowed the inclu-
sion of data that would otherwise have been excluded 
from the search. The frameworks adopted by this review 
advocate for the use of consultations with stakeholders 
to assist in identifying research questions [28]; however, 
time constraints associated with the project meant this 

was not possible. The nature of scoping reviews means 
that the evidence included was not quality appraised: 
many included studies had small sample sizes, particu-
larly those investigating the wider HCP team, and in one 
study, only one doctor’s views were explored [50]. There-
fore, further research may be required to investigate and 
corroborate or disregard some of the themes and issues 
discussed here. Despite undertaking an extensive data-
base search, only 19 studies were included. Although a 
relatively small number, these 19 studies published in the 
last decade best reflect current perceptions and provide 
insight into factors influencing PA promotion within the 
timeframe of current PA guidelines. This small evidence 
base meant it was not possible to comment on which 
doctors are best able to influence PA, although it should 
be noted it was not a stated purpose of this scoping 
review to do so.

Conclusions
Our findings highlight that multiple barriers still exist 
which prevent UK doctors’ from engaging with PA pro-
motion with their patients. Knowledge and training, 
personal interest, time, resources, confidence, belief 
in personal role and perceived relevance to the patient 
were identified as key influencing factors experienced 
by doctors. These influencing factors concur with older 
research, suggesting that previous efforts to overcome 
them have had limited success and that further interven-
tion to address these factors is required. In light of these 
persistent barriers, several recommendations have been 
made to inform the development of future interventions 
to address these barriers and support the delivery of PA 
promotion by doctors.
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