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Using Zoom

Please use the chat box to send questions to the session 
chairs. Try to wait until the end of the presentation to avoid 
distracting speakers.

Please turn off your video and mute your mic unless you are 
presenting.

Please note that all sessions will be recorded and stored on 
the Move for Life website.



3 days

(28th-30th September)

12-2pm daily

13 speakers 

Multiple Sectors

Multiple Agendas

One Goal…

Increased Physical 
Activity among 
adults aged 50+

Tuesday 28th

12-2pm

Wednesday 29th

12-2pm

Thursday 30th
12-2pm

Introduction & 
Welcome

Sarah O’Brien
Health service 
Executive

Sarah O’Brien
Health service 
Executive

Sarah O’Brien
Health service 
Executive

Session 1: Academic Physical Activity for 
Health: Findings from 
MFL

Sedentary Behaviour 
and its impact o 
Health: Findings from 
MFL

Recruitment: Getting 
the message right

MFL intervention 
development

Feasibility and 
evidence of promise: 
Results from MFL

Health Economics 
Evaluation of MFL

Session 2: Applied 
interactive session

Locked In! Locked 
Out! Locked up!

Measurement of PA 
explained

Research and Physical 
Activity, what we 
learned as LSP’s?

Close Brief recap of day



Schedule:  29th September

Time Session Speakers

12:00 – 12:15 Introduction & Welcome Sarah O’Brien 
Health Service Executive

Participant, Researcher, Tutor voice

12:25– 12:40 
12:40- 12:55
12:55- 13:10

Recruitment: Getting the message right
MFL intervention development
Q & A

Dr Andrew O’Regan
Dr Enrique García Bengoechea & Dr Amanda Clifford
Chair: Prof Stephen Gallagher

Participant, Researcher, Tutor voice

13:20- 13:45
13:45- 14:00

Measurement of PA explained
Q & A

Dr Grainne Hayes & Caera Grady
Chair: Maureen Foley Walsh



Setting the Scene

Proportion of the population in Ireland

Aged 65+ will double

Aged 80+ will quadruple

From an individual and societal 

perspective it is important that people 

continue to have good quality of life for 

as long as possible throughout this time. 



National Positive Ageing Strategy (2013)

Vision

“…a society for all ages that celebrates and prepares properly for individual 
and population ageing. 

It will enable and support all ages and older people to enjoy physical and 
mental health and wellbeing to their full potential. 

It will promote and respect older people’s engagement in economic, social, 
cultural, community and family life, and foster better solidarity between 
generations.

It will be a society in which the equality, independence, participation, care, self-
fulfilment and dignity of older people are pursued at all times”.



Positive Ageing Framework

Goal 1 Remove barriers to participation and provide more 
opportunities for the continued involvement of people as 
they age in all aspects of cultural, economic and social 
life in their communities according to their needs, 
preferences and capacities

Goal 2 Support people as they age to maintain, improve 
or manage their physical and mental health and wellbeing

Goal 3 Enable people to age with confidence, security 
and dignity in their own homes and communities for as 
long as possible

Goal 4 – Cross cutting theme including a focus on timely 
and regular access to comprehensive information about 
all determinants of health, wellbeing and quality of life



Healthy and Positive Ageing Initiative
[HaPAI]

A collaboration between Department of Health, HSE, Age Friendly Ireland 
and Atlantic Philanthropies. 

Key strands:

• Establish a set of key indicators of Older Persons Health and Wellbeing using 
existing research and data eg TILDA

• Establish a research fund to commission targeted once-off research to fill 
data/knowledge gaps relevant design or configuration of future services and 
supports for older people

• Publish a biennial report on Health & Wellbeing of Older People

• Publish a series of County Reports – disaggregating national indicators to local 
level 



Generation knowledge to inform policy
and practice

Research Call 2017 (€525k)
• Supporting equity of older people by redefining and refining assessment 

of dementia inclusive design of hospital spaces [Professor Desmond 
O’Neill, TCD]

• Life-course and structural determinants of positive subjective health 
among older adult Travellers and homeless people [Professor Ciaran 
Walsh, NUIG]

• Understanding inequalities in palliative care for older people and 
providing for future need [Professor Karen Ryan, UCD] 

Research Call 2018 (€250k)
• ‘Move For Life’: An evaluation of a peer mentoring intervention designed 

to cascade and consequently up-scale existing programmes to help 
inactive people over 50 years old become more active  
[Professor Catherine Woods, UL]



Why focus on physical activity?

• Only 38% of older adults are meeting the national guidelines for physical activity

• The rate of long-term illness increases with age with 61% of adults aged 50+ 
having a chronic condition such as arthritis, osteoporosis, cardiovascular diseases, 
respiratory conditions and diabetes 

• Significant evidence exists to show that meeting the national physical activity 
guidelines promotes wellbeing, physical and mental health, prevents disease, 
improves quality of life and has economic, social and cultural benefit. 

• Physical activity is ‘a wonder drug’  - Royal College of Physicians Ireland



The challenge of 
increasing physical 
activity at population 
level

While many countries have 
adapted national policies and 
action plans to improve physical 
activity implementation remains 
week

Greatest progress is likely to 
occur through interventions that 
are effective in promoting physical 
activity, implemented at scale, 
regularly assessed and fully 
embedded in an enabling system 

(Reis et al, 2016  Scaling up PA interventions worldwide: stepping 
up to larger and smarter approaches to get people moving.  Lancet 
388, 1337-1388)



Purpose of Move for 
Life study
To develop a community-
based intervention that 
would address the problem 
of inactivity, be easily 
implemented and embedded 
within the existing system 
designed for the promotion 
of physical activity  in adults 
living in Ireland aged 50+



Key questions the 
study set out answer

How do we enhance the effectiveness of 
existing PA programmes in increasing PA 
in inactive 50+? 

How do we  broaden the reach of the 
programmes to more participants and 
make them sustainable long term?  

It was hypothesized that Move for Life 
would work by empowering both 
professional and non-professional 
members of a community, using a 
Cascading Model, to teach behavioural 
skills and provide informational and social 
support.

 Funder/Programme 
Provider: Sport 
Ireland/HSE / 

 

Local Sports 
Partnership/health 
professional/FRC/other  

local agency 

 

MFL Tutor and Peer-
Mentors 

 

 

Participants 

 

Figure 1. The Move for Life tutor and peer mentor model cascading professional impact. 



Research Team







A six step Intervention 
Mapping approach was 
used(Bartholomew et al 2011)

The research project was carried out 
in 4 strands

Strand 1:  Understand the evidence

Strand 2:  Develop the intervention

Strand 3:  Test and evaluate the 
intervention in a real-world scenario

Strand 4:  Share the learnings





Reach

733
people 
took part
in MFL



Dissemination Events:
-IPH (Oct 2018)
-ICPAH (Oct 2019)
-AUDGP (Mar 2019)
-Edinburgh (April 2019)
-ISBNPA (June 2019)
- HEPA (August 2019)
-Belfast (October 2019)

Published Papers:
- Protocol Paper (BMC pilot & 
feasibility trials)
-Formative paper (PLOS ONE)
-Intervention development 
paper (Evaluation and 
Programme Planning)

Mini Documentary:
Missy Knowles & Trevor Ferris



Thank you 
to all the 

MFL 
participants, 

tutors, 
funders and 
researchers

C a t h e r i n e . Wo o d s @ u l . i e

@ C a t h e r i n e B Wo o d s





2021 CONFERENCE

‘Recruitment: Getting the message right’
Dr Andrew O’Regan

General Practitioner & Senior Lecturer in General Practice



Tudor Hart’s inverse care law, Lancet 1971

“the availability of good medical care tends to vary inversely with the need for it in the population served”



Context – the ‘harder to reach’

“A continuing problem with recruiting participants for a 
project involving exercise is that the volunteer population 
tends to be healthy and interested in physical activity.”

“A strong bias towards participants being more 
active and a weaker bias towards participants 
having more health problems” 



Identifying the 
‘harder to reach’
• the very old

• socially isolated 

• lower socio-economic groups



Key findings 
to inform 

Move for Life 
recruitment



Recruitment Messaging for 
Move for Life

• “Language is very important… [it] should be 
reassuring. Can they identify with the message?”

• [physical activity professional, male]

• “we must think about how to engage with older 
people and engage with them on a level playing field.”

• [community advocate, female]



RECRUITMENT 
STRATEGY

TRADITIONAL

• Local media- newspaper, radio

• Launch 

• Fliers 

NON-TRADITIONAL

• Community partners – LSP

• Presentations to community groups

• Involvement of healthcare professionals

• Parish newsletters



Overview of Recruitment



Recruitment outcomes

• 733 individuals (May-September, 
2018)

• 98% (n=724) consented and 
completed baseline measures

• 18% (n=132) were excluded due 
to age or activity status.

• Most were female (80.4%)

• 37% had >3 chronic conditions

• 41% were obese



How did participants 
hear about MFL?
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How else did 
participants hear about 
MFL?
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Lesson learned

• Multiple strategies are necessary

• Alternative strategies need for men

• Future considerations:

- men’s sheds, other men’s groups

- male ‘champions’

- Imagery, focus, ? segregated groups



THANK YOU & ACKNOWLEDGEMENTS



MFL Intervention 
Development 

Enrique García Bengoechea1, 2, Amanda M. Clifford3 

1Research & Innovation Unit, Sport Ireland
2Department o Physical Education & Sport Sciences, University of Limerick

3School of Allied Health, University of Limerick



Why Meet Physical Activity Guidelines? 

Health 
Promotion  

Health 
Benefits

Societal 
benefits 

• Delay

• Prevent disease

• Physical health

• Mental health

• Quality of life 

• Economic

• Social 

• Cultural 
WHO 2018 



Pragmatic Approach 

• For progress to occur, greater emphasis 
on rigorous evaluation studies of real-
world programmes needed (Pratt et al., 
2016; Reis et al., 2016).

• A pragmatic approach was critical to 
inform decision-making in real-world 
settings. 



Four Pillars of Evidence Based Practice 

1. Best available research 
evidence 

2. Needs and preferences of 
participants 

3. Practice expertise and 
experience 

4. Context or environment 

(Thompson, et al 2002 and McCurtin & Clifford, 2015)



MFL Pillars of Evidence Based Practice 

• Important perspectives from former 
programme participants

• Opportunity to discuss the feasibility 
and acceptability of intervention 
strategies and materials and how these 
could be improved

• Contextual relevance of the programme, 
balancing scientific rigour and real-world 
pragmatism in intervention development 
and implementation

• Considering resources and relevant policies 

• Valuable insights from key stakeholders 
grounded in practice and policy

• How to improve participant recruitment 
and retention, intervention sustainability 
and scalability, & potential role of peer 
mentors 

• Move for Life augmented existing 
physical activity programmes with 
research evidence

• Research studies, theory, evidence  
based guidelines for effective of 
community based physical activity 
programs for older adults Research 

Evidence 
Practice 

Expertise

Participants 
Values and 
Preferences 

Context

(O’Regan et al., 2020). 



Intervention Mapping Approach to Planning 
Health Promotion Programs

Grounded in a community based participatory research approach, IM provides 
a systematic process and detailed protocol for effective, step-by-step decision-
making for intervention development considering multiple levels of influence on 
behaviour 



Intervention Mapping Approach to Planning 
Health Promotion Programs

Step 1: Develop 
a logic model of 

the problem 

Step 2: Develop 
a logic model of 

change 

Step 3: Select 
theory-based 
intervention 
methods and 

translate them 
into practice

Step 4: Integrate 
the practical 

applications into 
an organised 
programme

Step 5: Consider 
adoption, 

implementation, 
and 

sustainability of 
the programme 

in real-life 
contexts

Step 6: Generate 
an evaluation 

plan to conduct 
outcome and 

process 
evaluations to 

measure 
programme 

effectiveness 



Intervention Mapping Approach to Planning 
Health Promotion Programs

Step 1: Develop a logic 
model of the problem 

Step 2: Logic model of 
change 

Step 3: Select theory-
based intervention 

methods and translate 
them into practice

Step 4: Integrate the 
practical applications 

into an organised 
programme

Step 5: Consider 
adoption, 

implementation, and 
sustainability of the 

programme in real-life 
contexts

Step 6: Generate an 
evaluation plan to 

conduct outcome and 
process evaluations to 
measure programme 

effectiveness 





Traditional model



SDO teaches MFL to 
Participants

8-12 
weeks

MFL Phase 2

SDO / Tutor Training

2 days MFL Phase 1

MFL Phase 
3a

ID/Train

PM 
Train

MFL Phase 
3b

Sustain

PM 
Sustain

3 Phase Model

MFL Phase 3



SDO/Tutor Workshop
• 2 days; 6 hours 
• 6 hours Independent study
• Delivered by UL staff

Peer Mentor Workshop
• 1 day; 3 hours
• Delivered by UL staff

Participants
• 12-/10-/8-week 

programme
• BCTs, group dynamics 

>MVPA



2 days, 6 hours 
with homework 



Training for 
Professionals 
(SDOs/Tutors)
2 X 3 hours

Motivation

Intrinsic motivation
Autonomy supportive 

communication 
Mastery climate

Pedagogy

Task presentation 
Specific feedback and 

encouragement

Behaviour Change

Behavioural and 
cognitive skills

Social support 
strategies

Group dynamics-
cohesion



Table 6. Behaviour Change Strategies Covered in MFL Training Workshop. 

Cognitive and Behavioural Skills 

Aim/Dimension Strategy 
• Reasons for participation 
• Benefits of PA  
• Knowledge of PA guidelines 
• Rating perceived effort 
• Opportunities to increase PA 
• Decisional balance (pros and cons) 
• Goal setting and self-monitoring 
• Overcoming barriers/problem solving 
• Relapse prevention 

• Instructor-facilitated group discussion 
(e.g., provide information, reinforce 
progress, address barriers) 

• Partnered and small group activities 
involving sharing/discussion 

• ‘Homework’ weekly handouts (concise 
info + self-reflection)  

 

Social Support 
 

Aim/Dimension Strategy 

• Build, strengthen, and maintain social 
networks that support increases in PA 

• Instrumental (providing direct 
assistance) 

• Informational (sharing knowledge 
about resources) 

• Emotional (demonstrating concern, 
caring, or affection) 

• Partnered and small group activities 
involving sharing/discussion 

• Ongoing feedback and encouragement 
from other participants 

• PA contract 

• Buddy system 

• ‘Social time’ after activity 
 

Group Cohesion 
 

Aim/Dimension Strategy 

• Provide opportunities for group social 
interaction 

• Foster positive group dynamics 

• Develop appropriate group norms 

• Develop sense of group 
identity/distinctiveness 

• Build a sense of group integration 
around task and social aspects of 
activity 

• Cooperative activities and group 
challenges  

• ‘Friendly’ competition games 

• Develop sense of group distinctiveness  

• Assign group roles to participants 

• Group goal setting and problem solving 

• ‘Social time’ after activity 

• Occasional ‘get togethers’ outside of 
activity 

▪ Pedagogy underpinned by autonomy support and mastery climate, augmented by peer 
mentoring and support 

 
Bengoechea et al., 2021



SDO/Tutor 
Handbook

✓ Weeks 1-4: Setting stage for behaviour 
change, positive group interactions and 
processes  

✓ Weeks 5-8:  Personal goal setting and problem 
solving, effective group interactions and 
processes 

✓ Weeks 9-12: Group goal setting and problem 
solving, maintaining participation (individual 
and group), relapse prevention  



Question 1: Teaching behavioural skills (e.g., goal setting, relapse prevention) to 
motivate participants in your regular Move for Life programme.

0

1

2

3

4

5

6

7

8

9

10

P1 P2 P3 P4 P5 P6 P7 P8 P9 P10
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*P1 = 0 at baseline ‘not at all confident’



Online support and fidelity reports



3 Hours, one evening



Start Up Phase 
Weeks -3 to -1

SDO/Tutors receives MFL 
training (2 days x 3hrs/day plus 

homework)  

Weeks 1-3 familiarisation, 
Ind. Behaviour change 

techniques, Peer Mentor 
(PM) identification

Weeks 4-8 indiv. goal setting 
& relatedness to group. 

PM Training 1

Weeks 9-12 group goal setting, 
group norms and PMs plan for 

sustainability, new PMs trained.
PM Training 2

M4L Event:  Hosted at the HUB, a celebration of the M4L events across 
all 4 programmes.

Weeks 13+  M4L enact 
their sustainability plan

SDO/Tutor & MFL PM recruit new MFL 
peer mentors & cycle begins again 

MFL peers trained as MFL 
peer mentors (PM) 
(1x3hr session)

MFL peers trained 
as MFL PM



Peer Mentor Training

• Introduction & Peer Mentor role 



Without Support

1 2 3 4 5 6 7 8



With Support

1 2 3 4 5 6 7 8



Final Remarks

• Augmentation intended to fit with and complement existing LSP programmes, 
increasing likelihood of scalability and adoption

• Highlights value of a practice-based evidence pathway as an essential 
complement to the more established evidence-based practice pathway when 
designing and evaluating population heath interventions (Ogilvie et al., 
2020)





THANK YOU & ACKNOWLEDGEMENTS



Measurement of Physical Activity & 
Physical Health Explained 

Dr. Gráinne Hayes & Ms. Caera Grady

Physical Activity for Health Research Cluster

Health Research Institute

University of Limerick



Overview

• Measurement of physical behaviours and physical health measures 
used in the MFL study

• We aim to cover each test in the following format:
• What it measures

• How to set it up 

• How to assess

• Normative values

• Activities for the audience



Physical Activity: Defining Intensity 

Light physical activity 
(< 3 METS, <30% VO2 max)
e.g. light housework, strolling.

Moderate physical activity 
(3- 5.9 METS, 30-60% VO2 max)
Noticeably increased heart rate and breathing rate. 
You may sweat, but you are still 
able to carry on a conversation. 
You can talk, but you can't sing. 
e.g. fast walking, heavy gardening, swimming etc.

Vigorous physical activity 
(6 + METS :  > 60% of VO2 max)
High intensity exercise: Breathing hard, sweating.
e.g. running, fast cycling etc.

P
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Measuring Physical Behaviour



Physical Behaviour Measurement Methods

Self-report Behavioural Observation

Physiological Variables

Calorimetry

Motion Sensors

Field based vs Lab based measures



Move For Life: PA Measurement



AP Output - Participants



Test 1: Body Mass Index (BMI)

• BMI = index of a person’s weight in relation to their height

Protocol:

• Take height and weight measurements

• Record height to nearest 0.1cm and weight to nearest 0.5kg

• Record measures twice and calculate the average

• BMI = Weight (kg) / Height (m2)



Classification BMI Category 

(kg/m2)

Risk of developing health 

problems

Underweight <18.5 Increased

Normal weight 18.5-24.9 Least

Overweight 25.0-29.9 Increased

Obese >30.0 High



Test 2: Waist Circumference (WC)

• What: Abdominal obesity

• Set up: Enclosed space

Protocol:

• Narrowest point of the 
abdomen.

• If no one point is evident, 
measure half way between the 
lowest rib and the iliac crest 
landmark or an inch above the 
belly button

• Record measures to the nearest 
0.1cm

Men: 

Healthy < 94cm

Increased Risk 94 – 101.9cm

High Risk < 102cm

Women: 

Healthy < 80cm

Increased Risk 80 – 87.9cm

High Risk < 89cm



Test 3: Sit to Stand (5 Reps) 

• What: Measures the ability of a person to 
rise from a chair

• Lower limb strength, range of motion and 
balance

Protocol:

• Participants asked to rise from a standard 
height (43 cm) chair without armrests, five 
times, as quickly as possible with their 
arms folded across their chest

• Record the time from the command “go” 
until the participant is in the final seated 
position, and the number of completed 
chair rises (0-5)



Sit to stand

• Inability to rise from a chair five times in less than 13.6 seconds is 
associated with increased disability and morbidity (Guralnik, 
2000)

• Meta-analysis results “demonstrated that individuals with times 
for 5 repetitions of this test exceeding the following can be 
considered to have worse than average performance” (Bohannon, 
2006)

Age category (years) Time (seconds)

60-69 11.4

70-79 12.6

80-89 14.8



Test 4: Grip strength test

• What: Measure of upper limb 
strength. 

• Indicator of sarcopenia or 
mobility limitations

Protocol:

• Ensure dynamometer is zeroed 
prior to each trial and handle 
adjusted if required

• Squeeze dynamometer with 
maximal isometric force (5 sec)

• Record measures to the nearest 
kg and calculate the average for 
the dominant and non-dominant 
side

Right Left

Men 49kg 47kg

Women 29kg 27kg



Test 5: 6-min Walk Test

• What: Walking endurance

• Set up: Stopwatch, tape measure, 
beanbag (at stopping point), 2 cones 
(30 m apart), 1 chair

Protocol: 

• Walk between 2 cones as quickly and 
safely as possible. 

• Same encouraging cues given each 
minute

• Measure and record the distance 
between last cone and bean bag. 

• Record number of rests, including 
time stopped and duration of stop.

Healthy > 350m

Increased risk < 350m



Test 6: Timed Up and Go Test (TUG)

• What: Functional mobility required for 
activities of daily living

• Set up: Measuring tape & tape for floor

Protocol: 

• Stand up and walk “as fast as possible yet 
safe” to the line on the floor, turn around, 
walk back to the chair, and sit down again

• ≥14 seconds associated with risk of falls in 
community dwelling older people 



Test 7: Single Leg Stance Test

• What: Balance

• Set up: Chair for balance, timer for 30 seconds, observe participant

Protocol:

• Keep free foot from touching ground

• Arms by your side, lift foot off ground and hold for as long as you can or until I say 
stop, 

• Stop timing if foot moves, touches ground or hand makes contact with wall, chair or 
if 30 seconds has passed. Record time to a tenth of a second for each leg

• < 10 seconds indicates balance impairment

• <5 seconds may indicate fall risk



Participant Report Card



THANK YOU & ACKNOWLEDGEMENTS

Any Questions?


