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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

hƴŜ DƻŀƭΧ

Increased Physical 
Activity among 
adults aged 50+

Tuesday 28th
12-2pm

Wednesday 29th
12-2pm

Thursday 30th
12-2pm

Introduction & 
Welcome

{ŀǊŀƘ hΩ.ǊƛŜƴ
Health service 
Executive

{ŀǊŀƘ hΩ.ǊƛŜƴ
Health service 
Executive

{ŀǊŀƘ hΩ.ǊƛŜƴ
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 
ƭŜŀǊƴŜŘ ŀǎ [{tΩǎΚ

Close Brief recap of day



Schedule:  30th September
Time Session Speakers
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Health Service Executive
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12:25ς12:40 
12:40- 12:55

12:55- 13:10

Feasibility and evidence of Promise: Results from 
MFL
Health Economics Evaluation of MFL
Q & A

Prof Catherine Woods & Dr Enrique García Bengoechea

Prof Paddy Gillespie
Chair: Dr Ali Sheikhi

Participant, Researcher, Tutor voice

13:15- 13:45
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Research and Physical Activity what we learned as 
[{tΩǎΚ
Q & A

PhelimMacken & John Sweeney

Chair: Benny Cullen

13:55-14:00 Closing remarks and recap Prof Catherine Woods



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

åÜa 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 peopleès 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 timesæ.



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 ãCross 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:

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

ÅEstablish 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

ÅPublish a biennial report on Health & Wellbeing of Older People

ÅPublish a series of County Reports ãdisaggregating national indicators to local 
level 



Generation knowledge to inform policy
and practice

wŜǎŜŀǊŎƘ /ŀƭƭ нлмт όϵрнрƪύ
Å Supporting equity of older people by redefining and refining assessment 

of dementia inclusive design of hospital spaces [Professor Desmond 
hΩbŜƛƭƭΣ ¢/5ϐ

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

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

wŜǎŜŀǊŎƘ /ŀƭƭ нлму όϵнрлƪύ
ÅΨaƻǾŜ CƻǊ [ƛŦŜΩΥ !ƴ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ŀ ǇŜŜǊ ƳŜƴǘƻǊƛƴƎ ƛƴǘŜǊǾŜƴǘƛƻƴ ŘŜǎƛƎƴŜŘ 

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?

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

ÅThe 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 

ÅSignificant 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. 

ÅPhysical activity is ça wonder drugè  - 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. 



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





Research Team



To test if broadening the 
reach of the professional 

(in this research 
programme, the Local 

Sports Partnership tutor) 
to the participants 

(inactive 50+) via tutor 
and peer mentor support 

(MFL programme) is 
feasible and has any 
potential for impactÜ 











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

çPromoting Physical Activity for Inactive 
adults aged 50+ yearsè



Overview

ÅRecap on the MFL study

ÅFeasibility Outcomes

ÅProcess Evaluation Outcomes

ÅEvidence of Promise for MFL

ÅConclusions, Limitations and Take Home Messages



Move for Life is an intervention 
with a peer mentoring 

component designed to 
augment existing physical 

activity programmes to help 
inactive adults, aged 50+, to 

increase their minutes of 
moderate to vigorous physical 
activity with the purpose of 

achieving national 
recommendations. 





ÅPilot Cluster RCT

Å8 LSP çSport and PA community hubsè 

Å733 individuals, 98% (n=724) 
consented and completed baseline 
measures.

Å80.4% were female, 37% had >3 
chronic conditions; 41% were obese. 



Feasibility Outcomes
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Fidelity:  According to SDO/Tutor fidelity checklists, 
508 out of required 662 (77%) of intervention 
components were delivered by the SDO/Tutors. 

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

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

Participants
Å 8, 10, 12-week programme
Å Personal, Environmental 

Social BCTs >MVPA



Attendance/Dose: 64% Vs 59%* 
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Retention and Data Completion

ÅStudy retention was 63%, specifically MFL (64%), UP (58%), and CON (79%).

ÅStudy dropouts were younger (64 vs. 62 years; p<.001), less active (14.22 vs. 10.83 
MVPA mins/day (in bouts of 10 mins), p<.05) and more likely to be in work as 
opposed to retired (work 34% vs. 46%; p<0.05).  

ÅAccelerometers were > 88%

ÅPsychosocial questionnaires > 89%

ÅPhysical health assessments > 90%. 

ÅAll study progression criteria were met. 



Process Evaluation
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Behaviour Change Techniques
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Social support & Group Dynamics
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Autonomy
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Evidence of Promise



Outcomes Analysed

Energy expenditure 
behaviours

ωAv MVPA Min 
Day*

ωPAGL*

ωLiPAHour Day

ωAv Step Hour Day

ωAv Stand Hour Day

ωAv SB Hour Day

Body composition

ωBMI

ωWaist 
Circumference

Physical Function

ωTimed Up And Go

ωSix Min Walk Test

*Primary outcomes



Outcomes Analysed

Mental Health

ωWellbeing

ωRelatedness

ωLoneliness

ωPerceived health

Psychosocial determinants

Decisionalbalance

Barriersself-efficacy

Perceivedbehaviouralcontrol

Subjectivenorms

Attitudes

Intention



Characteristics of Analytical Approach

ÅMixed effects regression models (LMM) to: a) estimate adjusted 
differences in means, and b) explore differences in rate of change
between groups. 

ÅIntention-to-treat principle.

ÅStrategy that takes advantage of all available data.

ÅSequential steps based on methodological literature:
Ådistributional properties of outcome variables;

Åpreliminary models to examine if rate of change follows linear and/or nonlinear 
pattern;

Åunivariate predictor models to select covariates for inclusion in final models 
(based on ecological framework and including LSP affiliation).

ÅSensitivity analyses (per protocol, implementation fidelity)



Covariates

Individual

ωAge

ωGender

ωLevel of Education

ωMedical Card

ωMarital Status

ωBMI

ω#NCDs

Environmental

ωActual

ωUrban/rural

ωArea Deprivation

ωLSP

ωPerceived

ωPublic transport

ωSafety (day)

ωSafety (night)

ωWalkability of Area



Strengths of Approach 

ÅRecognised strategy for modelling change over time.

ÅAccommodates the hierarchical nature of longitudinal data (i.e., 
observations çnestedè within participants), accounting for 
variability and correlation introduced by repeated measures.

ÅAllows to chose underlying covariance structure that best fits the 
data.

ÅSuitable approach for handling missing data (maximum likelihood 
estimation) and unbalanceddesigns. 



Strengths of Approach (cont.)

ÅAccounting for complexity in the data:
Åanalysing change over time;

Åexamining linear and nonlinear effects;

Åincluding covariates representing multiple domains and levels of 
influence. 



Adjusted Differences in Means 
Primary Outcome: PA (ActivPAL/Self-Report)

Mean difference (95% CI) SE p value

MVPA T0-T1 T0-T2 T0-T1 T0-T2 T0-T1 T0-T2

MFL vs Control 4.14 (-0.82, 9.10) 6.57(0.79, 12.35) 2.52 2.94 .101 .026

MFL vs UP 4.05 (-0.34, 8.45) 3.50 (-1.59, 8.58) 2.23 2.59 .070 .177

UP vs Control 0.09 (-4.68, 4.85) 3.07 (-2.47, 8.61) 2.42 2.82 .971 .276

PAGL*

MFL vs Control 15.0 (0.05, 0.26) 25.0(0.14, 0.36) 0.05 0.06 .003 <.0001

MFL vs UP 12.0 (0.04, 0.20) 14.0(0.06, 0.22) 0.04 0.04 .003 <.0001

UP vs Control 3.00 (-0.06, 0.13) 11.0(0.00, 0.23) 0.05 0.06 .514 .054

*Estimated difference in % of participants meeting PAGL (PA guidelines).  



T0, B or exp. B 
(95% CI)

p value TO-T2, B (95% CI) p 

value

MVPA Linear Quadratic Linear Quad.

MFL vs Control 2.94 (-2.23, 8.10) .264 8.40 (-1.67, 18.47) -4.83 (-9.81, .15) .102 .057

MFL vs UP 5.58 (1.04, 10.13) .016 -1.00 (-9.72, 7.72) -1.94 (-6.30, 2.41) .821 .381

UP vs Control -2.65 (-7.60, 2.31) .294 9.40 (-0.23, 19.04) -2.88 (-7.70, 1.93) .056 .239

PAGL*

MFL vs Control 1.07 (0.64, 1.78) .801 12.97(3.27, 51.51) 0.39 (0.19, 0.78) <.0001 .008

MFL vs UP 1.31 (0.87, 1.99) .193 3.83(1.09, 13.48) 0.57 (0.30, 1.06) .036 .076

UP vs Control 0.81 (0.52, 1.26) .354 3.38(1.07, 10.70) 0.68 (0.39, 1.21) .038 .193

*Coefficients expressed as odd ratios.

Estimated Rate of Change 
Primary Outcome: PA (ActivPAL/Self-Report)





Adjusted Differences in Means 
Secondary Outcomes (Energy Expenditure)

Mean difference (95% CI) SE p value

LiPA T0-T1 T0-T2 T0-T1 T0-T2 T0-T1 T0-T2

MFL vs Control 0.13(0.01,0.25) 0.14 (0.02, 0.26) 0.06 0.06 .040 .018

MFL vs UP 0.14(0.03-0.25) 0.15(0.05, 0.25) 0.05 0.05 .010 .004

UP vs Control -0.01 (-0.13,0.10) -0.01 (-0.12, 0.10) 0.06 0.06 .834 .898

Step

MFL vs Control 0.18(0.01, 0.34) 0.18(0.03,0.34) 0.08 0.08 .033 .019

MFL vs UP 0.19(0.05, 0.33) 0.17(0.03,0.30) 0.07 0.07 .010 .015

UP vs Control -0.01 (-0.17, 0.14) 0.02 (-0.13, 0.17) 0.08 0.08 .888 .813

Standing

MFL vs Control 0.81(0.22, 1.40) 0.50 (-0.12, 1.12) 0.30 0.32 .008 .111

MFL vs UP 0.96(0.48, 1.44) 0.77(0.25, 1.28) 0.25 0.26 <.0001 .004

UP vs Control -0.15 (-0.49, 0.19) -0.26 (-0.66, 0.13) 0.17 0.20 .380 .191

Sedentary Time

MFL vs Control -0.32 (-0.74, 0.10) -0.41 (-0.80, 0.02) 0.21 0.20 .132 .039

MFL vs UP -0.61 (-0.96, -0.26) -0.60 (-0.93, -0.26) 0.18 0.17 .001 .001

UP vs Control 0.29 (-0.11, 0.69) 0.18 (-0.19,0.56) 0.20 0.19 .152 .339





Adjusted Differences in Means
Secondary Outcomes (Body Comp/Physical Function)

Mean difference (95% CI) SE p value

BMI T0-T1 T0-T2 T0-T1 T0-T2 T0-T1 T0-T2

MFL vs Control 1.97(0.54, 3.40) 2.00(0.58, 3.43) 0.73 0.73 .007 .006

MFL vs UP 1.27(0.02, 2.51) 1.32(0.08, 2.56) 0.63 0.63 .047 .037

UP vs Control 0.70 (-0.66, 2.06) 0.68 (-0.67, 2.03) 0.69 0.69 .310 .322

Waist Circ.

MFL vs Control 8.55(4.53, 12.57) 7.11(3.02, 11.19) 2.05 2.08 <.0001 .001

MFL vs UP 5.27(2.13, 8.41) 3.67(0.47, 6.88) 1.60 1.63 .001 .025

UP vs Control 3.28 (-0.16, 6.72) 3.44 (-0.08, 6.95) 1.75 1.79 .061 .055

TUG

MFL vs Control -0.41 (-0.93, 012) -0.52 (-1.05, 0.02) 0.27 0.27 .126 .058

MFL vs UP -0.53 (-0.97, -0.08) -0.85 (-1.30, -0.39) 0.23 0.23 .020 <.0001

UP vs Control 0.12 (-0.16, 0.40) 0.33 (0.01, 0.66) 0.14 0.17 .400 .045

6MWT

MFL vs Control 16.90 (-10.03, 43.84) 23.81 (-2.25, 49.88) 13.70 13.26 .218 .073

MFL vs UP 30.67(8.03, 53.32) 32.80(10.97, 54.63) 11.52 11.11 .008 .003

UP vs Control -13.77 (-28.43, 0.89) -8.99 (-23.33, 5.35) 7.46 7.29 .066 .299



T0, B or exp. B 
(95% CI)

p value TO-T2, B (95% CI) p 

value
Waist Circ. Linear Quadratic 

MFL vs Control 8.90(4.86, 12.95) <.0001 -3.11 (-5.65, -0.57) 1.16(-0.00, 2.32) .017 .051

MFL vs UP 6.21(3.03, 9.38) <.0001 -4.63(-6.81, -2.46) 1.92(0.92, 2.92) <.0001 <.0001

UP vs Control 2.69 (-0.78, 6.17) .128 1.52 (-0.89, 3.94) -0.76 (-1.87, 0.35) .216 .177

TUG
MFL vs Control -0.32 (-0.85, 0.20) .227 -0.38 (-0.95, 0.20) 0.17 (-0.09, 0.44) .199 .202

MFL vs UP -0.27 (-0.71, 0.18) .245 -1.08(-1.58, -0.58) 0.46(0.23, 0.70) <.0001 <.0001

UP vs Control -0.06 (-0.37, 0.25) .711 0.71(0.16 1.26) -0.29 (-0.55,-0.03) .012 .029

6MWT
MFL vs Control 12.57(-14.57, 39.70) .363 14.09 (5.20, 22.99) - .002 -

MFL vs UP 31.81 (9.06, 54.57) .006 1.24 (-6.61, 9.08) - .756 -

UP vs Control -19.24 (-35.25, -3.24) .019 12.85(4.42, 21.29) - .003 -

Estimated Rate of Change 
Secondary Outcomes (Body Comp/Physical Function)





Adjusted Differences in Means by Implementation 
Fidelity (selected psychosocial outcomes)

Mean difference (95% CI) SE p value

Wellbeing

MFL high vs Control -1.28 (-2.35, -0.22) 0.54 .019

MFL medium-low vs Control -0.05 (-1.00, 0.90) 0.48 .915

UP vs Control -0.72 (-1.46, 0.02) 0.38 .055

Relatedness

MFL high vs Control 0.44(0.05, 0.82) 0.20 .027

MFL medium-low vs Control 0.06 (-0.34, 0.46) 0.20 .768

UP vs Control -0.04 (-0.25, 0.17) 0.11 .730

Loneliness

MFL high vs Control 0.04 (-0.09, 0.17) 0.07 .548

MFL medium-low vs Control 0.09 (-0.03, 0.20) 0.06 .126

UP vs Control 0.08(-0.001, 0.16) 0.04 .054

SubjectiveNorm

MFL high vs Control 0.33(0.12, 0.54) 0.11 .002

MFL medium-low vs Control 0.23(0.04, 0.41) 0.09 .016

UP vs Control 0.07 (-0.03, 0.17) .051 .173



Estimated Rate of Change by Implementation 
Fidelity (selected psychosocial outcomes)

Outcome T0 

Group

B (95% CI)

SE P value T0-T2

Group x Time 

B (95% CI)

SE P 

value

Wellbeing

MFL high vs Control -1.99 (-3.14,-0.83) 0.59 .001 0.81(0.22, 1.41) 0.30 .007

MFL medium-low vs 

Control

-0.53 (-1.68, 0.61) 0.58 .362 0.56(-0.02, 1.13) 0.29 .057

UP vs Control -0.93 (-1.81, -0.06) 0.44 .036 0.24 (-0.24, 0.72) 0.25 .321

Subjective Norm

MFL high vs Control 0.30(0.07, 0.53) 0.12 .010 0.03 (-0.07, 0.14) 0.05 .521

MFL medium-low vs 

Control

0.27(0.08, 0.47) 0.10 .007 -0.05 (-0.14, 0.03) 0.04 .201

UP vs Control 0.14(0.03, 0.26) 0.06 .012 -0.08 (-0.15, -0.02) 0.03 .013



Estimated Rate of Change by Implementation 
Fidelity (selected psychosocial outcomes)

Outcome T0 

Group

B (95% CI)

SE P value T0-T2

Group x Time 

B (95% CI)

SE P 

value

Attitudes

MFL high vs Control 0.04 (-0.10, 0.17) 0.07 .590 0.03 (-0.07, 0.12) 0.05 .578

MFL medium-low vs 

Control

0.02 (-0.09, 0.13) 0.06 .698 -0.09 (-0.16, -0.01) 0.04 .033

UP vs Control 0.08 (-0.01, 0.16) 0.04 .079 -0.08 (-0.14, -0.02) 0.03 .006

Intention

MFL high vs Control 0.14 (-0.04, 0.32) 0.09 .125 -0.04 (-0.16, 0.07) 0.06 .451

MFL medium-low vs 

Control

0.05 (-0.09, 0.18) 0.07 .483 -0.07 (-0.16, 0.01) 0.04 .096

UP vs Control 0.10(0.002, 0.20) 0.05 .046 -.121 (-.196, -.047) 0.04 .002



In summary,

ÅFidelity was very high for MFL.

ÅAverage attendance was highest in MFL.

ÅMFL participants were more likely to report 
the programme as interesting, worth the time 
they invested in it, and were more likely to 
recommend MFL to a friend.

ÅMFL reported using BCTs more to remain 
active post programme and at 3 months 
follow up. 

ÅThe majority rated their SDO/Tutors 
extremely positively

ÅMFL tutors received more positive feedback 
than UP tutors re:  mixed ability teaching and 
providing participants with more choices on 
how to perform the activities. 



Summary

ÅMeasures were acceptable to participants

ÅCompletion rates were high.

ÅReported/Device measured PA was higher in MFL versus UP & C.

ÅPhysical health data revealed a positive trajectory.

ÅPositive wellbeing profiles for both MFL and UP.  Only MFL 
reported a positive and significant shift in wellbeing over time.

ÅEconomic evaluation was positive for MFL, and also for UP over 
control, showing potential of PA interventions.



Limitations

ÅWhile this study has strong external validity 
and generalisability some aspects of internal 
validity may have been compromised

ÅRecruitment of males was challenging; gender 
sensitised recruitment, testing and 
programme options are required.

ÅOver recruitment is some hubs, and 
understaffing on some initial testing nights.

ÅStudy period consisted of baseline, 3 (or post 
programme) and 6-month follow-up.  This 
falls short of the minimum 6-month follow up 
period post programme which is 
recommended in widely 

Strengths

1. Partnership NB

2. Word of Mouth for recruitment

3. SDO/Tutors recruitment and roles.

4. SDO/Tutor and Peer Mentor connections 
need strengthening

5. Amount of information was appropriate

6. PMs nominated by the groups

7. Longterm engagement with BCTs by MFL

8. Higher engagement with LSPs after MFL



Conclusion

Findings provide evidence of the 
çgoodnessè of existing LSP 
programmes (particularly for energy 
expenditure outcomes) and of the 
çpromiseè (i.e. çadded valueè) of the 
MFL augmentation intervention, and 
warrant a definitive trial to further 
examine the effectiveness of the MFL 
intervention.  



Thank you 
to our Tutors, Sports Development 

Officers and Peer mentors


