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Abstract (200 Words) 

Background; IƐƐƵĞƐ ƐƵƌƌŽƵŶĚŝŶŐ ŐĞŶĚĞƌ ĂŶĚ ŵĞŶ͛Ɛ ŚĞĂůƚŚ ŚĂǀĞ ďĞĐŽŵĞ ĂŶ ŝŶĐƌĞĂƐŝŶŐ ĨŽĐƵƐ 

of public health globally. Unhealthy lifestyles and lower engagement in health promotion 

initiatives contributed to lower life expectancy and higher mortality rates among men. This 

study presents the pre-adoption characteristicƐ ŽĨ ŵĞŶ ǁŚŽ ƌĞŐŝƐƚĞƌĞĚ ĨŽƌ ͚ MĞŶ ŽŶ ƚŚĞ MŽǀĞ͛ 

- a community-based physical activity (CBPA) programme, to ascertain whether the 

programme reached its intended target group, i.e. ͚Ăƚ-ƌŝƐŬ͛ adult men who did not meet 

physical activity (PA) guidelines and were likely to have multiple risk factors for cardiovascular 

disease (CVD). Methods; Multiple recruitment strategies were adopted to engage the target 

group and baseline data collection included a range of demographic, self-report and outcome 

measures. Results; The recruitment strategy succeeded in reaching the target group, with the 

majority (n=927) presenting being previously inactive (89.0%), overweight/obese (89.7%) and 

having multiple CVD ƌŝƐŬ ĨĂĐƚŽƌƐ ;ϱϯ͘ϭйшϮ ƌŝƐŬ ĨĂĐƚŽƌƐͿ͘ HŽǁĞǀĞƌ͕ ƚŚĞ ƐƚƌĂƚĞŐǇ ǁĂƐ ůĞƐƐ 

ƐƵĐĐĞƐƐĨƵů ŝŶ ĞŶŐĂŐŝŶŐ ͚ŚĂƌĚ-to-ƌĞĂĐŚ͛ ŐƌŽƵƉƐ͕ ǁŝƚŚ ƚŚĞ ŵĂũŽƌŝƚǇ ďĞŝŶŐ ŵŝĚĚůĞ-aged, white, 

married/cohabiting, educated and employed. Conclusions; A gender-sensitised, partnership 

and community outreach recruitment strategy can maximise the reach and recruitment of an 

͚Ăƚ-ƌŝƐŬ͛ ĐŽŚŽƌƚ ĨŽƌ CBPA ŝŶŝƚŝĂƚŝǀĞƐ͕ ďƵƚ ŵŽƌĞ ƚĂƌŐĞƚĞĚ ĂƉƉƌŽĂĐŚĞƐ ĂƌĞ ŶĞĞĚĞĚ ƚŽ ƌĞĐƌƵŝƚ 

marginalised groups of men. 

 

 

 

 

 

 

 

 

 



Introduction: 

Within Ireland, and indeed globally, issues surrounding gender and ŵĞŶ͛Ɛ ŚĞĂůƚŚ have 

become an increasing focus of public health 1ʹ3. Whilst advancements in medical care and the 

treatment of chronic diseases are contributing to overall increases in life expectancy 4, 

significant disparities in health outcomes between the sexes remain. Contributing to lower 

life expectancy and higher rates of mortality among men are unhealthy lifestyles and lower 

engagement in preventative health or health promotion initiatives 1,5,6. Modifiable health 

behaviours such as diet, exercise, substance use, use of social supports and safety practices 

have been identified as important ͚ůŝĨĞƐƚǇůĞ contributors͛ to health 7. Physical activity (PA) is a 

prophylactic to many chronic conditions associated with obesity and sedentary behaviour 8,9. 

Given the low prevalence rates of PA, particularly among older and lower socio-economic 

groups 10,11, it is imperative that interventions effectively promote the adoption and 

maintenance of active lifestyles within communities to those ͚Ăƚ-ƌŝƐŬ͛ population groups (i.e. 

men who are least active and have multiple cardiovascular disease (CVD) risk factors) 12 and 

that these are monitored in terms of effectiveness and reach 13. 

It has been well documented that whilst males may be more vulnerable to certain diseases 

and illnesses than females 14, such differences fail to account for more than a small proportion 

of overall sex differences in health outcomes and for any of the differences in health 

outcomes between different male population groups 6. The intersection of gender with other 

aspects of identity draws into focus those sub-populations of men for whom health outcomes 

are significantly worse than the general male population. There is a well-established social 

gradient in mortality 15 that has, within an Irish context, widened between the 1980s and 

2000s, with a greater widening of the gap being evident among men 16. This has drawn 

attention in Ireland on disparities in health outcomes among so-called ͚hard-to-reach͛ 17 

population groups of men (i.e. lower socioeconomic and marginalised groups), and has 

important implications in terms of the targeting of health interventions to those most in need. 

In practice, however, creating the right interventions in the right environments that can 

support men to change health practices has proved difficult 1͘ MĞŶ͛Ɛ ͚ unwillingness͛ to engage 

in health promotion programmes also reflects a failure to account for gender as a key driver 

of health behaviours, including the need for gender-specific approaches to effectively engage 

men 18ʹ20. Gender-specific strategies related to community-engagement, programme 



development and delivery, partnerships and capacity-building, are necessary in creating 

sustainable health promotion activities that appeal to men ʹ  both ͚ Ăƚ-ƌŝƐŬ͛ ĂŶĚ ͚ ŚĂƌĚ-to-ƌĞĂĐŚ͛ 

population groups of men 19,21,22.  

͚Men on the Move͛ ;MOM) is a gender-specific and community-based physical activity (CBPA) 

programme for adult, inactive men in Ireland ʹ a cohort who are likely to be ŵŽƌĞ ͚Ăƚ-ƌŝƐŬ͛ ŽĨ 

CVD. The primary focus of this paper is to present the pre-adoption characteristics of men 

who registered for the MOM programme; to ascertain whether the programme reached 

those for whom it was intended, i.e. ͚Ăƚ-ƌŝƐŬ͛ adult men who did not meet PA guidelines and 

were likely to have multiple risk factors for CVD. A secondary consideration was to establish 

ǁŚĞƚŚĞƌ ƚŚĞ ƉƌŽŐƌĂŵŵĞ ƐƵĐĐĞĞĚĞĚ ŝŶ ĞŶŐĂŐŝŶŐ ͚ŚĂƌĚ-to-ƌĞĂĐŚ͛ ŵĞŶ, such as lower socio-

economic or marginalised groups of men. 

 

Methods 

Ethical approval was obtained from Waterford Institute of Technology ethics committee 

[15/Dept-H“E“ͬϭϯ΁͘ TŚŝƐ ƐƚƵĚǇ ŚĂƐ ďĞĞŶ ƌĞŐŝƐƚĞƌĞĚ ǁŝƚŚ ƚŚĞ ͚IŶƚĞƌŶĂƚŝŽŶĂů Standard 

Randomised-Controlled Trial Number' registry [ISRCTN55654777]. For details of full study 

protocol, refer to Carroll et al (2018) 23. Written informed consent was provided by all study 

participants.   

The Men on the Move Programme 

In brief, MOM is a free 12-week community-ďĂƐĞĚ ͚ďĞŐŝŶŶĞƌƐ͛ PA ƉƌŽŐƌĂŵŵĞ ĨŽƌ ŝŶĂĐƚŝǀĞ 

adult men. The programme design was informed by evaluating a pilot programme, reflective 

practice and reviewing effective practice elsewhere 24ʹ27. Men were recruited across 8 

counties in Ireland by Local Sports Partnerships (LSPs ʹ recreational sport providers) who co-

ordinated and delivered the programme locally.  

The Recruitment Strategy 

A flexible recruitment strategy model was designed to ƌĞĂĐŚ ďĞǇŽŶĚ ƚŚĞ ͚ǁŽƌƌŝĞĚ ǁĞůů͛ 28 and 

involved the input of multiple service providers. LSP co-ordinators partnered a variety of 

community organisations that hosted the MoM programme. In total, 13 sports clubs (9 Gaelic, 

3 soccer, 1 rugby), 8 community sports facilities, 8 family resource/community centres, and 1 



ůŽĐĂů ŵĞŶ͛Ɛ ƐŚĞĚ ǁĞƌĞ ƵƐĞĚ ĂƐ ŚŽƐƚ venues. In some instances, local health promotion and 

primary care services providers supported the recruitment strategy and programme delivery.  

TŚĞ ƌĞĐƌƵŝƚŵĞŶƚ ƐƚƌĂƚĞŐŝĞƐ ƵƐĞĚ ǁĞƌĞ ĚŝǀĞƌƐĞ ĂŶĚ ĐŽŶƐŝƐƚĞŶƚůǇ ƵƐĞĚ ŝŵĂŐĞƌǇ ŽĨ ͛ƌĞĂů ŵĞŶ͛ ƚŽ 

whom the target group could relate and language that was gender sensitised and health 

literacy proofed (see Figure I). Recruitment strategies included; (i) In-person text and email 

ŝŶǀŝƚĂƚŝŽŶƐ ǀŝĂ ĞǆŝƐƚŝŶŐ ĚĂƚĂďĂƐĞƐ ;ŝŶĐůƵĚŝŶŐ ǁŽŵĞŶ͛Ɛ ŐƌŽƵƉƐ ĂƐ ͚ŐĂƚĞŬĞĞƉĞƌƐ͛ ƚŽ ŚĞĂůƚŚĐĂƌĞ 

for men), using messages consistent with the branded materials produced e.g. that the 

programme was for inactive men who wanted to become active, free, for men only and locally 

based. Notably, General Data Protection Regulations (GDPR) did not apply given the timing of 

recruitment; (ii) advertising using branded materials on service websites and social media; (iii) 

a local media campaign that involved a local press release targeted at both the local and 

regional print and radio media.  Air time was typically given to promote the programme, and; 

(iv) GP referral. Men who expressed an interest were invited to a formal registration evening 

one week before the programme began. All men measured at registration were provided with 

a MOM health information booklet that included information on PA, diet, stress 

management, a PA log book and contact numbers for potential referral options. 

 The recruitment strategy and programme itself, including the initial registration evening,  

were also gender-sensitised in relation to approach (using PA as ͚a hook͛), context (e.g. men 

only groups, community based settings that appealed to men), and adopted strengths-based 

approaches based on creating safety, trust, rapport, and meaningful relationships with men 

18,24,29,30. All staff involved in MOM ĂƚƚĞŶĚĞĚ ŵĞŶ͛Ɛ ŚĞĂůƚŚ ƚƌĂŝŶŝŶŐ (ENGAGE) focused on 

developing gender competency in the provision of health services for men 30. The format of 

the registration evenings was standardised across sites. The LSP Co-ordinator and local service 

providers were present to welcome the men, before a local medical professional spoke to the 

group about the benefits of PA. The men were then invited to have their baseline assessments 

completed, as well as providing self-reported outcomes via self-administered questionnaires. 

Men were individually and privately provided with details of their recorded measurements. 

At the end of the registration evening, service providers sought out opportunities to speak to 

all of the men in person over tea/coffee. 

The Participants 



Men were eligible for inclusion in the study if they were aged at least 18 years, did not meet 

the recommended PA guidelines, completed the PA readiness questionnaire (PAR-Q) and 

provided written consent.  

Data Collection 

Participants were assessed at baseline and outcome measures included height, weight, body 

mass index (BMI), waist circumference (WC) and time-to-complete one mile. In the context 

of this study (a CBPA programme), BMI and WC were the preferred methods of measuring 

ĂŶĚ ĐůĂƐƐŝĨǇŝŶŐ ĂŶ ŝŶĚŝǀŝĚƵĂů͛Ɛ ǁĞŝŐŚƚ as both are universal, replicable, cost-effective, and easy 

to administer methods of measurement suitable for community-based health assessments. 

Self-administered questionnaires were used to gather data on participant demographics (date 

of birth, ethnic origin, educational attainment, relationship status, housing and employment 

status), self-reported outcomes (PA, consumption of fruit and vegetables, smoking, 

consumption of alcohol, use of primary care services and prescription medicine, perception 

of health, mental well-being and social integration), and how participants had heard about 

the programme.  

Data Analysis 

Questionnaire data were computed in accordance with defined protocols 1. All data were 

checked for normality and presented as mean±SD or median (IQR) accordingly. Frequency 

data is also presented. Inferential statistical analysis was undertaken using SSPS version 22.0 

(Chicago, Illinois, USA).  

 

Results: 

The results presented report on the effectiveness of the recruitment strategy for the 

programme, and present data for the men who were assessed at registration. The efficacy of 

the intervention will be presented in a follow-up manuscript.  

In total, 927 men completed the MOM baseline assessments across 25 community sites. The 

profile of participants (Table I) was that of a middle aged (50.7±10.9 yr), predominantly white 

(97.7%), married/cohabiting (77.6%), in full-time work (64.8%) population, with almost half 

(47.7%) having completed third level education. These characteristics are indicative of the 



general population in Ireland 31. The vast majority (81.6%) were aged between 40ʹ70 years 

of age. 

Table II reports baseline self-reported health status and lifestyle characteristics. A small 

minority (5.2%) reported their health as poor. Approximately a third reported a health 

problem (34.9%) and having visited a GP in the past 12 weeks (32.9%). The most common 

reported health problems were BP, overweight/obesity, diabetes, cholesterol and asthma. 

Almost half (47.4%) reported taking prescription medication in the previous 12 weeks, with 

16.5% reporting doing so for chronic conditions (8.9% BP; 7.6% cholesterol). Over half (54.5%) 

reported hearing about the programme through word of mouth (31.2%) or 

newspaper/media/social media (23.3%) with just 5.8% (n=53) hearing about the programme 

through health services.   

Baseline health indicators show that the programme was attended by predominantly 

overweight/obese men (Table III). Mean measurements for BMI and WC were 30.2±4.9 

(n=926) and 105.1±13.0 (n=918) respectively. Overall, 45.5% of men were in the ͚obese͛ BMI 

categories (31.6% class 1, 9.5% class 2, 4.4% class 3), with an additional 44.2% classified as 

͚overweight͛. Only 10.2% of men were in the normal BMI category. Waist circumference 

results placed 54.5% (n=500) and 29.4% (n=270) in the ͚ŚŝŐŚ-ƌŝƐŬ͛ ĂŶĚ ͚increased-risk͛ 

categories respectively for metabolic complications 32,33. Just one in six (16.1%) were within 

the ͚healthy͛ WC range. The mean time-to-complete 1 mile was 13.27±3.54 min:dec-min, 

range 6:17ʹ30:77 min:dec-min. Aerobic fitness was estimated 34 and the mean VO2max 

(ml/kg/min) was 21.21±7.45 ml/kg/min (range 5.62ʹ46.91), which corresponds to a 6.06±2.13 

METS (1.60ʹ13.40) approximation. Baseline ACSM age-standardised fitness levels 35 placed 

the majority (89.0%, n=709) in the ͚poor͛ category (expressed in VO2max; ml/kg/min). The vast 

majority (84.0%, n=755) did not meet National PA Guidelines criteria; at least 30 mins on 5 or 

more days per week 36. Similarly, 84.1% (n=765) did not meet recommended daily 

consumption of 5 or more portions of fruit and vegetables, whilst 13.3% (n=122) were current 

smokers (with 37.2% reporting as former smokers).  

Based on international guidelines 37, six self-reported modifiable CVD risk factors were 

identified; ͚ŝŶĂĐƚŝǀĞ ;<3 days PA per week), ͚ŽďĞƐĞ͛ ;WC >102cm), ͚current smoker͛, ͚ĞǆĐĞƐƐ 

alcohol consumption͛ (>14 units per week), ͚on BP medication͛, ͚on cholesterol medication͛. 

Data were analysed to establish incidence and prevalence of CV risk factors (Table IV). Age 



was considered, but as a non-modifiable risk factor was not included. Over half were found 

ƚŽ ďĞ ͚Ăƚ-ƌŝƐŬ͛ ďy ďĞŝŶŐ ͚ŝŶĂĐƚŝǀĞ͛ (59.2%) and/or ͚ŽďĞƐĞ͛ (57.3%). Some 19.5й ǁĞƌĞ ͚Ăƚ-ƌŝƐŬ͛ 

based on ͚ĞǆĐĞƐƐ alcohol consumption͛. AƉƉƌŽǆŝŵĂƚĞůǇ ŽŶĞ ŝŶ ƚĞŶ ǁĞƌĞ ͚Ăƚ-ƌŝƐŬ͛ ďy being 

current smokers (13.3%), on blood pressure (8.9%) or on cholesterol (7.6%) medication. The 

vast majority (85.5%) presented with at least one risk factor, whilst over half (53.1%) had two 

or more risk factors (Table IV).  

The dataset was examined to determine if level of educational attainment, marital status, 

home status or employment influenced any CVD risk factor. Men with a third level education 

had a higher level of fitness compared to those who did not (METs; Primary or Secondary 

Education = 5.7, Third Level Education = 6.4, p<0.001), men who lived alone had a lower level 

of fitness (METs; Living Alone = 5.4, Living with others = 6.2, p=0.002). These socio-

demographic factors did not influence any other risk factor. 

 

Discussion  

Main findings of this study / What is already known on this topic 

The aim of this paper was to outline the pre-adoption characteristics of men who registered 

for a CBPA programme (͚MOM͛) in Ireland. A key priority was to recruit ͚Ăƚ-ƌŝƐŬ͛ men who did 

not meet national PA guidelines 36 and were likely to have multiple risk factors for CVD. The 

programme succeeded in reaching its main target population, with 84.0% not achieving 30 

mins or more of PA on at least 5 days per week ʹ a figure far greater than the 66% reported 

among the adult male population in Ireland 38. Not surprisingly, the physical fitness level of 

the vast majority of men in this study (89.0%) was classified as ͚ƉŽŽƌ͛. The absence of the 

prophylactic effect that being sufficiently active offers 9,39 coupled with their poor fitness 

levels, exposes these men to increased risk of adverse health outcomes including all-cause 

mortality  8, CVD 8, diabetes 40, cancer 41, and dementia 42.  

The proportion ŽĨ ͚ŶŽƌŵĂů͛ ǁĞŝŐŚƚ men (10.2%) was considerably less than the national 

average for adult males (31%) 43, while tŚĞ ƉƌŽƉŽƌƚŝŽŶ ŝŶ ƚŚĞ ͚Ăƚ-ƌŝƐŬ͛ ĐĂƚĞŐŽƌŝĞƐ ĨŽƌ BMI 

(45.5% ͚obese͛) and WC ;ϱϰ͘ϱй ͚ŚŝŐŚ ƌŝƐŬ͛Ϳ ŝƐ Ă ĐĂƵƐĞ ĨŽƌ ĐŽŶƐŝĚĞƌĂďůĞ ĐŽŶĐĞƌŶ͘ Men are more 

likely to accumulate adipose tissue in the trunk/abdomen 44, with central 



adiposity/abdominal obesity now considered more important than overall obesity in the 

evaluation of CVD and coronary heart disease risk 45,46. Indeed, a waist-reduction of 5-10cm 

can result in improvements in several CVD risk factors 47, and reaffirms the relevance of 

recruiting this ͚at-ƌŝƐŬ͛ ĐŽŚŽƌƚ in a PA programme. 

Results show that 80.5% consumed alcohol which is in-line with national figures for adult 

males, (79%) 48, while 9.1% reported that they drank 17 or more units per occasion, which is 

considerably lower than the national average of 33% reported for adult males 49. Notably, the 

comparatively low proportion of current smokers (13.3% v 21.6% national average for males 

50), might imply that smokers are less likely than non-smokers to self-select for a PA 

programme and that other strategies might be necessary to reach those men. Additionally, 

47.4% of men who presented were on prescription medication (19.6% for chronic conditions). 

It is well established that an increase in PA can reduce the prevalence of chronic diseases, 

such as hypertension and diabetes; thus reducing the reliance on prescription medication 51ʹ

56. 

Data from this study is in keeping with that reported elsewhere 57 in terms of attracting men 

with high CVD risk, including key areas of risk such as PA, consumption of fruit and veg, 

smoking, weight, and alcohol consumption. Indeed, the majority of men recruited were ͚at-

risk͛ of CVD as evidenced by high BMI and WC results and low fitness and PA levels. In fact, 

some 53.1% of men who presented at baseline had two or more CVD risk factors, highlighting 

a paradox between how men rated their health and the health-indicators. Despite their 

largely unhealthy profile, almost two-thirds of participants (62.9%) rated their health as 

͚ŐŽŽĚ͚͛ͬĞǆĐĞůůĞŶƚ͛ ǁŝƚŚ ŽŶůǇ ϱ͘Ϯй ƌĞƉŽƌƚŝŶŐ ƚŚĞŝƌ ŚĞĂůƚŚ ĂƐ ͚ƉŽŽƌ͛͘ This paradox is not unique 

to this study 57,58 and may be indicative of the need for an increased focus on health literacy 

being integrated into future public health interventions for men. Whilst it was noteworthy 

that two-thirds (67.1%) had not visited their GP in the 12 weeks prior to baseline, a distinction 

ŶĞĞĚƐ ƚŽ ďĞ ŵĂĚĞ ďĞƚǁĞĞŶ ďĞŝŶŐ ͚Ăƚ-ƌŝƐŬ͛ of ill-health versus suffering from ill-health - with a 

CBPA programme perhaps being a more appropriate place to address the former.  

A secondary consideration was to establish whether the community-based outreach nature 

ŽĨ ƚŚĞ ƉƌŽŐƌĂŵŵĞ ĐŽƵůĚ ƐƵĐĐĞĞĚ ŝŶ ĞŶŐĂŐŝŶŐ ͚ŚĂƌĚ-to-ƌĞĂĐŚ͛ ŵĞŶ͘ DŝƐĂƉƉŽŝŶƚŝŶŐůǇ͕ ƚŚŝƐ 

proved not to be the case, with the vast majority who presented being ͚WŚŝƚĞ IƌŝƐŚ (97.7%)͛, 

in shared living accommodation (86.4%) and in a relationship (83.0%). The programme was 



not successful therefore in reaching more marginalised groups, such as migrants, ethnic 

minority groups, or Travellers 59. Recruitment for future programmes should incorporate 

more specific and targeted strategies directed at these ͚ŚĂƌĚ-to-ƌĞĂĐŚ͛ groups. 

What this study adds 

Findings clearly show that the gender-sensitised recruitment strategy (as described earlier) 

was effective in reaching ĂŶ ͚Ăƚ-ƌŝƐŬ͛ group of men for whom this public health intervention 

was intended. The strategy ĂůƐŽ ƐƵĐĐĞĞĚĞĚ ŝŶ ƌĞĂĐŚŝŶŐ ͚ŽůĚĞƌ͛ ŵĞŶ ;81.6% aged between 40ʹ

70 years), possibly due to the non-competitive nature of the programme. Although not 

modifiable, age is one of the most critical CVD risk factors. Indeed, any increase in PA, 

regardless of age, can help reduce the risk of CVD; particularly amongst those previously 

inactive.  

The community-based partnership driven nature of this study, allied to the gender-sensitive 

approaches that were used, appear to have been successful in overcoming previously 

identified difficulties 18ʹ20 ŝŶ ĞŶŐĂŐŝŶŐ ͚Ăƚ-ƌŝƐŬ͛ ŵĞŶ. The success of word-of mouth and 

newspaper/media/social media recruitment strategies is consistent with previous work by 

Robertson et al. (2013) 29. This highlights the importance of partnering with and anchoring 

recruitment strategies with local community groups to maximise the reach of community-

based health promotion initiatives. However, MOM did not appeal to all men. Despite the 

gender-sensitive, partnership and community outreach recruitment strategies that were 

adopted, these were not enough to recruit ŵŽƌĞ ŵĂƌŐŝŶĂůŝƐĞĚ Žƌ ͚ŚĂƌĚ-to-ƌĞĂĐŚ͛ ŐƌŽƵƉƐ ŽĨ 

men.  

Limitations of this study 

One of the key strengths of the MOM programme was that it was delivered by LSPs as part of 

Ă ƵŶŝƋƵĞ ƉĂƌƚŶĞƌƐŚŝƉ ŶĞƚǁŽƌŬ ƵŶĚĞƌ ͚ƌĞĂů ǁŽƌůĚ͛ ĐŽŶĚŝƚŝŽŶƐ͘ HŽǁĞǀĞƌ͕ this approach brings 

some limitations. Firstly, much of the data was self-reported, and while every effort was taken 

to ensure that a trained practitioner/research team member assisted with data collection, 

this was not always possible due to the large sample size. Secondly, all objective data were 

gathered by trained practitioners, but reliability was not assessed. To overcome this 

͚ůŝŵŝƚĂƚŝŽŶ͕͛ ƚŚĞ ĐŽŵƉůĞǆŝƚǇ ŽĨ ƚŚĞ ŽďũĞĐƚŝǀĞ ŵĞĂƐƵƌĞƐ ŐĂƚŚĞƌĞĚ ǁĞƌĞ ĐŽŶƐŝĚĞƌĞĚ Ăƚ ƚŚĞ ĚĞƐŝŐŶ 

stage to allow for ease of replication. Thirdly, baseline data collection took place on a specified 



evening (up until the end of the second week) in each location which might not have suited 

all men interested in the programme. Fourthly, a high percentage of the baseline data 

collection took place in sports clubs which may not have appealed to men who do not identify 

ǁŝƚŚ ͚ƐƉŽƌƚ͛.  

 

Conclusion 

Findings demonstrate that the recruitment strategy was highly effective in reaching the ͚at-

risk͛ group of men for whom it was intended, with the majority of men presenting as inactive, 

overweight/obese and having multiple CVD risk factors. This demonstrates that gender-

specific programmes, such as MOM, can support service providers to effectively engage 

inactive men in public health interventions. Findings suggest that service providers can 

maximise the reach and recruitment of an ͚at-ƌŝƐŬ͛ ĐŽŚŽƌƚ for community-based health 

promotion initiatives through partnership-based and gender-sensitised recruitment 

strategies anchored within community groups. Results also highlight, however, that a one-

size-fits-all recruitment strategy is not enough to reach more marginalised cohorts and that 

more targeted approaches are needed to enŐĂŐĞ ͚ŚĂƌĚ-to-ƌĞĂĐŚ͛ groups of men. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table I; Participant Baseline Demographic Characteristics 
Physical Measures Mean±SD (N) 

Age (years) 50.7±10.9 (916) 

Height (m) 175.2±6.6 (927) 

Weight (kg)  92.7±16.0 (927) 

Age Year Bands (years) % (N) 

15 ʹ 19  0.4 (4) 

20 ʹ 24 0.6 (5) 

25 ʹ 29  2.3 (21) 

30 ʹ 34  2.0 (18) 

35 ʹ 39  8.7 (80) 

40 ʹ 44  14.8 (136) 

45 ʹ 49  18.2 (167) 

50 ʹ 54  17.8 (163) 

55 ʹ 59  14.7 (135) 

60 ʹ 64  9.7 (89) 

65 ʹ 69  6.4 (59) 

70 ʹ 74  2.2 (20) 

75 ʹ 79  1.4 (13) 

80 ʹ 84  0.5 (5) 

85 ʹ 89  0.1 (1) 

Ethnicity  % (N) 

White Ŷ  97.7 (887) 

Other Ŷ  2.3 (21) 

Education Attainment  % (No) 

Primary education only 9.6 (88) 

Some or completed secondary education 42.7 (392) 

Some or completed Third Level education 47.7 (438) 

Marital Status % (N) 

Married/Cohabiting 77.6 (712) 

Separated/Divorced 4.7 (43) 

Widowed 2.0 (18) 

Single 10.3 (95) 

In a relationship 5.4 (50) 

Housing Status % (N) 

Live Alone 13.4 (122) 

Live with family/wife/partner 85.2 (776) 

Live with friends 1.4 (13) 

Employment Status % (N) 

Employed (full time) 46.9 (431) 

Self-employed 17.9 (164) 

Looking after home/family 2.1 (19) 

Student 1.6 (15) 

Unable to work due to long term illness/disability 3.6 (33) 

Employed (part time) 8.2 (75) 

Unemployed and looking for work 7.2 (66) 

Retired from paid work 12.0 (110) 

Volunteer 0.5 (5) 

Paid Employment Only  

Time off work in last 12 weeks 15.0 (140) 

Key: SD = Standard Deviation; N = number; m = metres; kg = kilograms; Ŷ White = Irish, Irish Traveller, Any other white 

background, Other = Any other African, Asian, black or mixed background. 

 

 

 

 

 

 



Table II; Participant Baseline Self-reported Health Status and Lifestyle Factors 
Health Status % (N) 

Excellent 4.8 (44) 

Very Good  23.3 (213) 

Good  34.8 (319) 

Average 31.8 (291) 

Poor  5.2 (48) 

Health Problems % (N) 

Yes 34.9 (326) 

No 56.7 (530) 

Health Services (attended in the last 12 weeks) % (N) 

General Practitioner   

Yes 32.9 (286) 

No 67.1 (582) 

Physiotherapist  

Yes 12.1 (91) 

No 87.9 (663) 

Other Health Related Services  

Yes 13.6 (103) 

No 86.4 (656) 

Prescription Medication (in the last 12 weeks) % (N) 

Yes 47.4 (427) 

No 52.6 (473) 

Active Participation in Groups % (N) 

Yes 53.0 (424) 

No 45.4 (363) 

Unknown 1.6 (13) 

How often do you attend religious services? % (N) 

Never or almost never 25.0 (199) 

Once or twice a year 13.3 (106) 

Every couple of months 13.9 (111) 

Once or twice a month 14.9 (119) 

Once a week 27 (215) 

More than once a week 4.0 (32) 

Unknown 1.9 (15) 

How participants found out about MoM % (N) 

Word of mouth 31.2 (286) 

Referred 3.8 (35) 

Health Professional 2.0 (18) 

Local service club 16.2 (148) 

Newspaper/Media/Social Media 23.3 (213) 

Local Sports Partnership 10.3 (94) 

Family 8.4 (77) 

Other 4.9 (45) 

Key: N = number 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table III; Participant Baseline Health Indicators 
Physical Measures Mean±SD (N) / Mean (IQR) 

Weight (kg)  92.7±16.0 (927) 

Waist Circumference (cm)  105.1±13.0 (918) 

BMI (kg/m2)  30.2±4.9 (926) 

Time-to-complete 1 mile (min:dec)  13.3±3.5 (797) 

VO2max (ml/kg/min)  21.2±7.4 (797) 

METS  6.1±2.1 (797) 

Number of days Physical Activity per week totalling 30 

minutes or more  

3.0 (1.0 ʹ 4.0) 

Portions of Fruit and/or Vegetables consumed day prior to 

Health Check 

4.0 (3.0 ʹ 5.0) 

Number of Cigarettes per day 15.0 (5.0 ʹ 20.0)  

Number of Alcohol Units consumed on average 9.0 (6.0 ʹ 12.0) 

Number of days per week Alcohol consumed 2.0 (1.0 ʹ 3.0) 

Waist Circumference (cm) (WHO, 2010) % (N) 

Healthy (<94cm) 16.1 (148) 

Increased Risk (94 ʹ 102cm)  29.4 (270) 

High Risk (>102cm) 54.5 (500) 

BMI (kg/m2) (WHO, 2010) % (N) 

Underweight (<18.50) 0.1 (1) 

Normal (18.50 ʹ 24.99) 10.2 (94) 

Overweight (25.00 ʹ 29.99) 44.2 (409) 

Obese Class 1 (30.00 ʹ 34.99) 31.6 (293) 

Obese Class 2 (35.00 ʹ 39.99) 9.5 (88) 

Obese Class 3 (>40.00) 4.4 (41) 

Baseline level of fitness; Estimated VO2max (ml/kg/min) % (N) 

Poor 89.0 (709) 

Fair 5.0 (40) 

Average 2.9 (23) 

Good 1.5 (12) 

Excellent 0.0 (0) 

Other 1.6 (13) 

Number of days Physical Activity per week totalling 30 

minutes or more  

% (N) 

 

Never 25.7 (231) 

1 Day 17.5 (157) 

2 Days 15.9 (143) 

3 Days 17.2 (155) 

4 Days 7.7 (69) 

5 Days 5.9 (53) 

6 Days 2.8 (25) 

7 Days 7.2 (65) 

Portions of Fruit and/or Vegetables consumed day prior 

to Health Check 

% (N) 

 

None 5.9 (54) 

1 12.2 (111) 

2 22.4 (204) 

3 25.2 (229) 

4 18.4 (167) 

5 9.6 (87) 

6 3.5 (32) 

7+ 2.8 (25) 

Smoking Status % (N) 

Never Smoked 49.5 (454) 

Former Smoker 37.2 (341) 

Current Smoker 13.3 (122) 

If current smoker, how many per day?  

1-10 cigarettes per day  11.9 (54) 

11-20 cigarettes per day 12.1 (56) 

20+ cigarettes per day 2.7 (12) 

Weekly Alcohol Consumption % (N) 

Yes 80.5 (737) 



No 19.5 (179) 

Number of days per week alcohol consumed?  

0 2.0 (13) 

1 45.2 (298) 

2 26.7 (176) 

3 15.6 (103) 

4 4.1 (27) 

5 3.2 (21) 

6 1.1 (7) 

7 2.1 (14) 

Key: SD = Standard Deviation; N = number; kg = kilograms; cm = centimetres; BMI = Body Mass Index; m2 = metres squared; 

yrs = years; ACSM = American College of Sports Medicine; VO2max = maximal oxygen consumption; ml/kg/min = millilitres per 

kilogram per minute. BMI & WC based on World Health Organisation Classifications 33 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table IV; Most prevalent modifiable cardiovascular disease risk factors presented at baseline 

Risk Factor % (N) 

<3 Days Physical Activity 59.2 (532) 

Waist Circumference >102cm 57.3 (526) 

Alcohol Consumption >14 Units (Europe) 19.5 (141) 

Alcohol Consumption >17 Units (Ireland) 9.1 (66) 

Current Smoker 13.3 (122) 

Blood Pressure Medication 8.9 (83) 

Cholesterol Medication 7.6 (71) 

Prevalence of Risk Factors  % (N) 

Zero Risk Factors 14.5 (135) 

1 Risk Factor 32.4 (303) 

2 Risk Factors 35.7 (333) 

3 Risk Factors 13.2 (123) 

4 Risk Factors 3.7 (35) 

5 Risk Factors 0.5 (5) 

Key: N = number; cm = centimetres. WC based on World Health Organisation Classifications 33.  
1 NŽƚĞ͕ ƚŚĞ WHO ;ϮϬϭϲͿ ĐƌŝƚĞƌŝĂ ĨŽƌ ͚ŝŶĂĐƚŝǀĞ ;фϯ ĚĂǇƐ ƉĞƌ ǁĞĞŬͿ ĂŶĚ ƚŚĞƌĞĨŽƌĞ ͚Ăƚ ƌŝƐŬ͛ ŽĨ CVD ŝƐ ĚŝĨĨĞƌĞŶƚ ƚŽ NĂƚŝŽŶĂů PA 
Guidelines (30mins or more at least 5 days per week; 36) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Figure I; Examples of gender-sensitised branded promotional material 

 

   
 

   
 

 

 

 

 

 



Figure II; Men on the Move Health Information Booklet Cover 
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