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Despite the well-established benefits of regular participation in physical activity, many Australians still fail to maintain sufficient levels. More self-determined types of motivation and more positive affect during activity have been found to be associated with the maintenance of physical activity behaviour over time. Need-supportive approaches to physical activity behaviour change have previously been shown to improve quality of motivation and psychological well-being. This paper outlines the development of a need-supportive, person-centred physical activity program for frontline aged-care workers. The program emphasises the use of self-determined methods of regulating activity intensity (affect, rating of perceived exertion and self-pacing) and is aimed at increasing physical activity behaviour and psychological well-being. The development process was undertaken in six steps using guidance from the Intervention Mapping framework: (i) an in-depth needs assessment (including qualitative interviews where information was gathered from members of the target population); (ii) formation of change objectives; (iii) selecting theory-informed and evidence-based intervention methods and planning their practical application; (iv) producing program components and materials; (v) planning program adoption and implementation, and (vi) planning for evaluation. The program is based in Self-Determination Theory (SDT) and provides tools and elements to support autonomy (the use of a collaboratively developed activity plan and participant choice in activity types), competence (action/coping planning, goal-setting and pedometers), and relatedness (the use of a motivational interviewing-inspired appointment and ongoing support in activity).
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INTRODUCTION

Regular participation in physical activity is known to be important for maintaining optimal physical and psychological well-being (1–4). However, despite the extensive body of scientific literature that supports the role of physical activity for health, and the large temporal and financial investments in health promotion programs that have accumulated over the past few decades, nearly 45% of Australians still fail to maintain recommended levels (5). These statistics indicate the need to find ways to better engage people in regular physical activity participation and to support long-term maintenance of physical activity behaviour.

Exercise-related affect (the emotional response associated with the behaviour) has been found to predict future physical activity behaviour, functioning in what has been termed the exercise-affect-adherence pathway (6–8). It is thought that exercise-related affect has an important relationship with an individual's motivation to exercise, operating as feedback to reinforce the behavior (9). From an evolutionary perspective, our species has evolved in an environment where physical activity was often necessary for survival or reproductive success, but the maintenance of energy balance relied on minimising unnecessary effort (10). It has been proposed that the homogenously negative affect associated with exercise intensities exceeding the ventilatory threshold may have evolved to prevent unnecessary exertion and to maintain energy balance (8, 11). Affective responses to activity undertaken at intensities around the ventilatory threshold are less consistent, possibly due to a greater influence of cognitive processes when physiological cues (i.e., heart rate and body temperature) are challenging homeostasis (the Dual-Mode Theory) (11–13). More positive affective responses, measured during exercise, have been associated with more positive attitudes, greater levels of self-efficacy, intentions to exercise and physical activity behaviour across time (6, 7, 9, 14).

Exercise-related affect seems to be related to future activity behaviour, but how can we use this knowledge to optimise affective valence? There are several methods that can be used to regulate physical activity intensity for the purpose of exercise prescription. Traditional methods generally include heart rate measures at intensities that correlate to a percentage of maximal heart rate, maximal oxygen uptake (VO2max), and heart rate or VO2 reserve (15). However, there is growing evidence that exercise-related affect, as measured by tools such as the Feeling Scale developed by Hardy and Rejeski (16), may provide a valid method of regulating activity intensity (17, 18). Affect-regulation for activity intensity may provide a means of optimising exercise-related affect to avoid negative affect and promote more positive affective valence. Exercise-related affect elicited at higher intensities may be perceived as more negative and may experience a greater rate of decline above the ventilatory threshold in women who have low levels of physical activity participation compared to those who are regularly active (19, 20). Similarly, the positive outcomes associated with purposely using affect-regulated activity to impact physical activity behaviour may be more pronounced in individuals with a lower level of cardiorespiratory fitness compared to their fitter counterparts (21). In this case the use of affect to regulate physical activity intensity may be particularly useful for those initiating an exercise program.

Another method of regulating activity intensity that has steadily established itself as a valid and practical tool is the Rating of Perceived Exertion (RPE), originally proposed by Gunnar Borg (22). While RPE has a much closer association with more traditional methods of regulating activity (i.e., as heart rate and oxygen uptake increase, so too does RPE), it may also provide a greater sense of participant control compared to tradition methods. Exercise undertaken at RPE 13 (“somewhat hard”) on Borg's 6–20-point scale sits within the range of moderate physical activity according to the American College of Sports Medicine (ACSM) definition (23). This intensity seems to be perceived as positive in previously sedentary participants, and still promotes cardiorespiratory benefits generally associated with traditionally prescribed moderate intensity exercise (24). Additionally, exercise prescribed at RPE 13 may have a positive impact on affect, adherence and motivational constructs when compared to activity prescribed at higher intensities such as RPE 15 and RPE 17 (19, 25). Therefore, when used strategically, RPE may be used to promote positive affect and improve cardiorespiratory fitness, while also being adaptable for more active participants and specific exercise prescription.

A third method of regulating activity intensity that has found increasing interest in the field of physical activity behaviour change is the recommendation of self-selected or preferred pace for activity. There is growing evidence which suggests that supporting an individual's control over exercise mode and intensity may improve the affective valence associated with the activity (26–28). Even small increases in intensity above preferred levels may have a negative impact on the affective response to the activity (29). Similarly, participation in an exercise mode that is least preferred has been found to elicit higher levels of perceived exertion, fatigue and psychological distress and lower measures of positive well-being compared to participation in a high-preference exercise mode (26, 30). A pilot study by Williams et al. (31) recommended self-paced walking in a group of low-active, overweight women and compared this to walking at 64–76% of maximum heart rate for a period of 6 months. The researchers found a number of non-significant trends including a lower mean exercise intensity in the self-paced group (58.7 vs. 62.0% of maximum heart rate). Despite this, the self-paced group completed more minutes per week of walking and had greater exercise energy expenditure equivalent to 26 min and 83 kilocalories per week, respectively. Much of the evidence shows a large inter-subject variability in self-selected pace but it seems that many people, including previously sedentary participants, are still likely to self-select an intensity that fits within the range recommended by the ACSM to obtain health benefits (32, 33). While the impact of self-paced exercise on health and fitness variables has not been empirically tested, a review by Ekkekakis and Panteleimon (33) found several trials where self-paced intensity showed heart rate values that fitted within the ACSM's definition of moderate exercise intensity. Furthermore, another review by Williams (34) posed a strong case for long-term health benefits of self-paced exercise through greater adherence compared to prescribed moderate intensity exercise. Overall, there is now a strong case supporting the use of alternative methods of regulating exercise intensity, such as affect, RPE, and self-pacing, for the support of behaviour and motivational processes (15).

Self-Determination Theory (SDT) is a theoretical framework that may support the positive impact of affect-, RPE- and self-paced regulation of exercise intensity on physical activity behaviour. The application of SDT within physical activity interventions may potentially improve exercise-related affect and promote long-term maintenance of physical activity behaviour change (35–39). One sub-theory within SDT, Basic Psychological Needs Theory, proposes that humans have innate psychological needs for autonomy, competence and relatedness that must be supported for optimal psychological well-being (40–42). The application of these “self-determined” methods of regulating activity intensity fits well within this framework as supporting the needs of autonomy and competence. There is some evidence that the use of a need supportive approach in physical activity-based interventions may improve psychological well-being (43, 44), the exercise-related affect (35), and the maintenance of physical activity behavior (45, 46).

It is now well-accepted that behaviour change techniques such as the use of self-monitoring and action planning can support self-efficacy and positively impact physical activity behaviour (47, 48). Trials that have incorporated self-management approaches (by their nature, supporting the needs of autonomy and competence) have also been successful at increasing physical activity behaviour in some clinical populations (49–54), and achieving improvements in psychological distress including depressive symptoms and anxiety (49, 55). The needs for autonomy and relatedness may be supported through the use of a collaborative and empathetic approach. Similar approaches, such as that used in Motivational Interviewing, have been successful in promoting behaviour change and fit well within the framework of SDT (56, 57).

Another sub-theory of SDT, Organismic Integration Theory, proposes that the regulation of behaviour in humans (motivations) sits along a continuum from less to more internalised (self-determined) regulation (38, 42, 58). An example of this would be the engagement in a behaviour for enjoyment or because it aligns with an individual's personal values. This behavioural regulation would be much more self-determined than engagement in the behaviour for monetary reward or fear of punishment. Past studies have found more self-determined forms of behavioural regulation to be a predictor of behavioural maintenance including self-monitoring, weight loss, and physical activity participation (45, 59–62), and more positive exercise-related affect (63, 64). The internalisation of behavioural regulation may also be facilitated through the use of a need-supportive approach (43, 65, 66). All of this information together emphasises the complex and bi-directional relationship that seems to exist between affect, motivation and behaviour.

Acknowledging the information outlined hereto, we propose a novel workplace physical activity program that is based in SDT (the Activity for Well-being program). This program aims to positively influence behavioural regulations, psychological well-being and promote longer-term maintenance of physical activity behaviour through the use of activity choice (mode and intensity), support of self-management, and emphasis on the use of self-determined modes of regulating exercise intensity (affect-regulation, self-pacing or RPE). This is a novel approach that is consistent with SDT and is supported by emerging research regarding the relationship between exercise, affect and adherence (24, 31, 34, 67). This paper outlines the systematic development of the Activity for Well-being Program using the Intervention Mapping framework. It also outlines the protocol for the feasibility testing and evaluation of the Activity for Well-being program in frontline aged care workers. Ethical approval for this project has been obtained from the University of South Australia, Human Research Ethics Committee. Registration with the Australian and New Zealand Clinical Trials Registry (registration number: ACTRN12617001395325) can be found at https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=373693. Universal Trial Number (UTN): U1111-1202-3589.

METHODS

Intervention Mapping Overview

The current intervention was developed using the Intervention Mapping framework proposed by Bartholomew, Parcel and Kok (68). The six steps undertaken as a part of the Intervention Mapping framework were to (i) undertake a needs assessment; (ii) prepare matrices of change and performance objectives; (iii) selecting theory-informed intervention methods and practical applications; (iv) produce program components and materials; (v) plan program adoption, implementation and sustainability; and (vi) plan for evaluation (69). The evaluation plan includes evaluation of behavioural and well-being outcomes, change and performance objectives, and an in-depth process evaluation (reach, adoption, fidelity, dose delivered, and dose received, maintenance, and context). The project will use a mixed-methods approach consisting of three primary phases: a pre-intervention qualitative needs assessment, a pre-post feasibility study, and a mixed-methodsevaluation of the program.

Intervention Mapping Step 1: Needs Assessment

The Intervention Mapping approach emphasises a need for a linkage between the program developers, the implementers, and the end-users (68, 69). For the development of the Activity for Well-being program, the working group consisted primarily of the research team (program developers) who linked with both management of various departments within the funding organisation (implementers), and frontline aged care workers (end-users). The initial three components of the needs assessment have been completed and consisted of: (1) consultation with implementers within the funding organisation; (2) appraisal of the scientific literature regarding the health risk of the population of interest; and (3) qualitative interviews with frontline aged care workers. As a result of the first three components of the needs assessment, the Activity for Well-being program was designed to include an individual-level needs assessment for each participant. This will be delivered during the implementation of the program in the form of a motivational interviewing-inspired appointment. This appointment will be undertaken with an Exercise Physiologist and will be used to introduce need-support for the participant and to collaboratively develop an individual activity plan.

The initial consultation with implementers at the funding organisation identified physical health, activity, and psychological well-being as target areas within the organisation. Frontline community and residential care workers (those providing support for older adults in-home and in residential living facilities) were identified by the organisation as high-risk populations due to the nature of their occupation. Once these target issues and target population were identified, further investigation into previous scientific literature was undertaken to understand the difficulties facing this occupational group and those with similar demographics. Frontline employees in aged care in Australia tend to be an ageing and largely female population, with 86% female workers in aged care services (compared to 45% of workers in all industries) and 58% of workers aged 45 years and older (compared to 38% in all industries) during the 2010–11 period (70). Frontline aged care workers also tend to deal with high levels of job insecurity, shift work, and physical workloads. Musculoskeletal injury is commonly acknowledged as a significant issue within this population, with the broader category of Community and Personal Service Workers making up 27% of females in Australia who incurred a work-related injury during the 2013–2014 period (71). However, in addition to this, 4% of all work-related mental health claims in the 5 year period between 2008/09 and 2012/13 were from the sub-group Personal Carers and Assistants (72). This latter statistic was associated with a median claim payment of AU$12,000 and a median of 10 weeks of work absence.

The second stage of the needs assessment found that occupational factors such as job insecurity, shift work, long work hours, and high work stress were associated with a number of health issues in similar demographic and occupational groups including nurses, and residential and community-based care workers. These health issues include an increased prevalence of overweight and obesity (73–75), unhealthy behaviours such as smoking and physical inactivity (74, 75), increased risk of morbidity and mortality (76, 77), and depression and poor mental health (78, 79). Similarly, poor physical, and psychological health have been associated with low work ability (the perceived physical and psychological ability to cope with the demands of the occupation) (74, 80), decreased workplace productivity (81), and long-term sickness absence (74, 80, 82). Exacerbating these issues is the impact that ageing may have on employees in highly physical occupations. Previous studies have found that age-related reductions in physical work capacity and decreased musculoskeletal fitness can increase the risk of musculoskeletal injury, declining work ability, and retirement on disability pensions when paired with high physical workloads (83–86). There is some evidence however, that many of these concerns can be improved or attenuated by regular participation in physical activity (87–90).

The third stage of the needs assessment consisted of qualitative, semi-structured telephone interviews, undertaken with frontline aged care workers (n = 10; community-based support workers). These interviews identified a number of barriers to and enablers of volitional physical activity for these employees, along with perceived wants and needs from the program. The most common barrier for the sample group was a perceived lack of time, generally related to home and family commitments as competing priorities. Physical workload and fatigue, injury, scheduling issues, and motivational factors also played a significant role in decreasing physical activity participation. While ageing did not act as a barrier to physical activity participation in general, it did seem to impact activity choice, patterns, and motives. Enablers were widely varied between the individual participants, but notable enablers included making time, choosing low cost, and flexible activity options, and managing fatigue. The most common motives for activity were enjoyment and mind health benefits (i.e., the management of stress, depression, or anxiety). Social support was identified as a potential enabler for activity, however variability of work schedules was found to be a barrier to making social commitments. The information outlined here, which was gathered during these interviews, was used to inform the program design and the plan for implementation. The final step of the needs assessment was built into the program to occur at an individual participant level.

Intervention Mapping Step 2: Matrices of Change Objectives

The second step in the Intervention Mapping process involved the development of several matrices and a logic model to represent the health issue and the proposed methods of change. This step also involved selecting the target behavioural determinants (69). A number of specific behavioural determinants were identified both within the scientific literature and through the qualitative component of the needs assessment. The final changeable, target determinants were selected using a broader SDT-based approach which incorporated many of these specific determinants. The target behavioural determinants for the Activity for Well-being program included perceived autonomy, perceived competence, perceived relatedness, and positive exercise-related affect. Performance objectives were developed as “sub-behaviours” of the target behaviour. Three performance objectives were identified as important sub-behaviours for this population (find time to undertake physical activity, find motivation to undertake physical activity, and identify opportunities to undertake physical activity). Development of these performance objectives was informed by the qualitative component of the needs assessment. The resulting 12 change objectives were created as composites of the behavioural determinants and performance objectives. Incorporating information gathered from the needs assessment and the selected behavioural determinants, a logic model of the health issue was developed and is shown in Figure 1.
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FIGURE 1. Logic model of the health issue.



Intervention Mapping Step 3: Selecting Theory-Informed Intervention Methods and Practical Applications

The selection of theory-informed intervention methods and practical applications for the Activity for Well-being Program was undertaken concurrently with step 2 of the Intervention Mapping framework (developing change objective matrices). A need-supportive, Self Determination Theory-based approach that emphasised self-determined methods of regulating activity intensity was selected for the basis of the Activity for Well-being program. This approach is consistent with the background information that was outlined in the Introduction section of this paper and the outcomes of the needs assessment. Theory—and evidence-based practical applications of theory were systematically applied to each of the 12 change objectives. Most strategies were applied to multiple change objectives and some change objectives were addressed with multiple strategies. A change model for the proposed effects of the Activity for Well-being program is shown in Figure 2.
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FIGURE 2. Change model of proposed intervention effects. RPE, Rating of Perceived Exertion.



Intervention Mapping Step 4: Producing Program Components and Materials—The Activity for Well-Being Program

As a result of the first three Intervention Mapping steps, the final program components were developed and are outlined here: Participants will undertake an initial need-supportive interview with an Exercise Physiologist (addressing six of 12 change objectives). The Motivational Interviewing-inspired interview will be undertaken using an empathetic and autonomy supportive approach and will use collaboration with the participant to develop an individualised activity plan and promote motivation for change (91, 92). During the course of the interview, the Exercise Physiologist will collaborate with the participant to develop an individualised and realistic physical activity plan that provides participant choice for activity. The participants will be encouraged to incorporate friends and family into individual activity plans to support environmental and social support outside of the participant-practitioner interactions. The Exercise Physiologist will provide a supporting role and may assist the participant to identify activities within the community (i.e., dance or exercise classes, social sporting groups) that he or she may want to participate in, develop a home, gym or walking program, and provide any other motivational, or technical support that the participant feels that he or she needs. The interview will be also used to obtain information regarding participant goals, exercise history and barriers to activity to guide this process. During this initial appointment the Exercise Physiologist will also educate the participant on goal-setting, action, and coping planning, and using affect, RPE and self-pacing for activity intensity (four of 12 change objectives). Each participant will have previous exposure to the use of Borg's RPE scale (22) and Hardy and Rajeski's Feeling Scale (16) while undertaking a 6 min walk during baseline testing.

Following the initial interview, participants will receive 3 months of individualised support for activity behaviour change (four of 12 change objectives). The support will include the use of self-monitoring tools, self-management strategies, monthly informational newsletters, and motivational messaging (directed at supporting autonomy, competence and relatedness) delivered through newsletters and individual contacts (via website, email, or SMS). All contacts from the Exercise Physiologist will aim to provide positive feedback on successes, while also providing empathy for challenges and reinforcing that relapses are normal and can be overcome. The Exercise Physiologist will facilitate group-based activities with work peers when requested by the participants and where possible. All participants will have access to pedometers for self-monitoring if desired and ongoing access to the program website. At the end of the 3 months, participants will continue to access self-monitoring tools and receive newsletters. The Exercise Physiologist will cease active follow-ups to promote autonomy, but will still continue to provide support for the following 6 months, when requested by the participants.

The tools for self-monitoring and self-management that will be available for participants have previously shown success for improving physical activity-related outcomes. These include pedometers (52, 53, 93); an interactive website (53, 94); and education in the use of goal setting, action and coping planning that will be offered as potential self-management strategies (49, 95, 96). The website that will be used for the Activity for Well-being program has been used previously with a population of cancer survivors and has been updated and adapted for the aged care worker population. The website has several pages with links to activities in the local community, information about physical activity and healthy eating, and a step log that can be used to track step counts and set “tiered” step goals (three goals per week based on whether the participant is feeling good, bad, or okay) (52). The website will also have a forum to allow online interaction between program participants. To assist with minimising cost, location and environmental barriers to gym-based activity, participants will also have access to gym facilities that are located across a number of sites provided by the implementing organisation and the university (one of 12 change objectives).

While the pre-program needs assessment identified social support as a potential enabler, the need for flexible and individualised activity, due to variable work schedules and dispersed work locations (particularly for those based in the community), means that the activity program cannot be implemented as set activities in given locations or times. For this reason, the support for relatedness focuses on the interpersonal relationship between the Exercise Physiologist and the participant (through the motivational interviewing-inspired interview and individualised support). The Exercise Physiologist will also encourage participants to incorporate friends and family into their activity plan and will help to facilitate social activities with co-workers where possible. The final components of the Activity for Well-being program, and their application within the realm of SDT, are outlined in a logic model (Figure 3).
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FIGURE 3. Logic model of the Activity for Well-being program. RPE, Rating of Perceived Exertion; BREQ-3, Behavioural Regulations in Exercise Questionnaire-3; PNSE, Perceived Need Support in Exercise questionnaire; MARCA, Multimedia Activity Recall for Children and Adolescents (adult-version); ACSM, American College of Sports Medicine; AQOL-8D, Assessment of Quality of Life-8D; K-10, Kessler 10-item Psychological Distress Scale.



Intervention Mapping Step 5: Planning Program Adoption and Implementation

Participants and Research Design

Participants will be self-selected from the population of frontline aged care workers, employed by the funding organisation. All participants will be recruited from the Adelaide metropolitan area and Fleurieu Peninsula, South Australia. Employees will be recruited via a generic email that will be sent out to all community-based support workers and care workers from participating residential sites. Expressions of interest will also be obtained through flyer drops and active promotion of the program at team meetings. This project will be undertaken using a mixed methods research design including a single-cohort, pre-post feasibility study, followed by a thorough process evaluation and qualitative evaluation of the program. Prior to commencing baseline testing, the researchers will obtain informed consent from each participant. Baseline testing will begin during the Australian late spring—early summer period and will be undertaken using a rolling recruitment until a sufficient number of participants have been enrolled in the program (~20–30 participants). Participants will complete a demographic questionnaire and undertake a pre-exercise screen using the Adult Pre-exercise Screening System (APSS) (97). The APSS is the Australian standard pre-exercise screening system that was developed as a collaboration between Exercise and Sports Science Australia, Fitness Australia and Sports Medicine Australia. Any participants who indicate previously diagnosed conditions, or signs/symptoms of cardiovascular disease in the first stage of the APSS will be required to obtain a medical clearance prior to undertaking exercise testing or program commencement. Participants will be included if they are 18 years of age or older, able to speak fluent English, currently employed as a frontline worker at the funding organisation and able to engage in moderate physical activity as defined by the American College of Sports Medicine (98). Ability to speak fluent English was placed as an inclusion criterion as many measures that will be used within this study are questionnaire-based and the lack of an ability to speak fluent English may impact the validity of these measures. Participants will receive an honorarium for undertaking the post-intervention and follow-up measures (a $25 and $50 gift card for these time-points, respectively). The honorarium will not be impacted by adherence to the intervention; these will be given for undertaking the measures only. As this is a feasibility study, sustainability of the program at an organisational level will not be addressed within the scope of this project; however, at an individual level the program was developed to promote long-term maintenance of behaviour change.

Intervention Mapping Step 6: Planning for Evaluation

Process Evaluation

Reach

Reach will be evaluated through a three-question online questionnaire that will be sent by email to all invited support workers and residential care workers at the end of the intervention period (after all participants have completed the active phase of the intervention). The survey will investigate the level of awareness of the program and the reasons why employees chose to participate in the study or not. As a part of the reach evaluation, baseline demographic data from program participants will also be compared to de-identified data of the whole target population to assess the representativeness of the sample. Data used for the evaluation of reach will be the mean (or median) age, proportion of males to females, and proportion of the sample based in each area (North, South, East, or West) or at each residential site.

Adoption

As the Activity for Well-being program has the support of higher-level management and it is expected the program will be adopted in all areas or sites that it is offered. Adoption will therefore be assessed as the level of perceived support of the program from implementing (i.e., management) staff. This will be evaluated by a seven-question, post-program, team leader survey. This short questionnaire will be sent to team leaders, site co-ordinators, and other implementation staff at the end of the intervention period and will survey the perceived aims, value, and observable impact of the program. It will also investigate the perceived barriers to and incentives for participation from the perspective of the implementing staff, and elements of maintenance at an organisational level (i.e., perceived value of maintaining a program such as this and intention to encourage the maintenance of healthy behaviours). Areas and sites that demonstrate high and low levels of perceived value and engagement with the program, type of service (i.e., residential or community), and geographical locations of sites and areas will be compared for differences in outcomes or recruitment numbers.

Fidelity

The fidelity of the implementation of the program (i.e., maintaining an autonomy supportive and collaborative approach) will be evaluated by audio-recording of a small number of randomly selected initial appointments. Recordings will be evaluated for fidelity by members of the research team who are not responsible for undertaking initial appointments with the participants, using a customised fidelity checklist. The checklist provides a score of “achieved” (1) or “not achieved” (0) for the fidelity of the interview based on three primary sections:

i) Were all components (goal setting, action and coping planning, pedometer, website, RPE/Feeling Scale/self-pacing) of the intervention explained to the participant appropriately?

ii) Was the activity plan developed collaboratively? (Used preferred activities; was perceived as achievable by the participant as measured on a 1–10 scale and adapted as necessary; and activities not imparted by the practitioner without participant engagement or consent).

iii) And, did the initial and total discussion adhere to the core principles of Motivational Interviewing? (expresses empathy; develops discrepancy between current behaviour and goals; roll with resistance; support self-efficacy; support autonomy).

Perceived autonomy support will be evaluated using the Health Care Climate Questionnaire (99) that will be sent out as an online survey, also managed by members of the research team who are not responsible for undertaking initial interviews.

Dose delivered and dose received

Detailed logs of support and communications for participants and information on website engagement will be kept and retrospectively evaluated for dose delivered and received. Dose delivered for physical activity and other program components (different methods for regulating activity intensity and different self-management tools) will be calculated from initial activity plans, and dose received will be scored using self-reported frequency of use from the Activity for Well-being Post-program Survey.

Context

The context of the environment in which the program is implemented will be evaluated through the post-program qualitative interviews. The participants will be purposefully selected to include participants with a diverse range of responses to questionnaires and differing outcomes. The interviews will explore factors that may have played a role in the effectiveness of the program (i.e., the perceived effectiveness of some tools or strategies over others, effectiveness of recruitment strategies, and general feedback about the program).

Evaluation of Impact and Outcomes

Behavioural outcome objectives—physical activity behavior

The behavioural outcome objectives for the Activity for Well-being project are to increase physical activity behaviour at 3 months and to maintain potential increases at 9 months post-intervention. Physical activity behaviour will be objectively measured using 7 day continuous accelerometry (GENEactiv, UK) at three time points (baseline, 3 months and 9 months). Two-day physical activity recall using the adult version of the Multimedia Activity Recall for Children and Adolescents (MARCA, Aus) will be used to assess changes in activity patterns and use of time between the three time points.

Esliger, Rowlands (100) demonstrated good validity (r = 0.97, p < 0.001), and intra- and inter-test reliability (Coefficient of Variation 1.8 and 2.4%, respectively) of GENEactiv accelerometers as measured using an Instron Multi-Axis Shaking Table. The authors also demonstrated that these accelerometers are comparable to portable gas analysis for measuring Metabolic Equivalents (METs) of activity achieving an area under the receiver operating characteristic curve (AUC) of 0.98, 0.91, and 0.91 during sedentary, moderate and vigorous, respectively, and high sensitivity and specificity for these activity categories (72–98%). The adult MARCA software has demonstrated good convergent validity for measuring physical activity levels (METs) compared to accelerometry, with Spearman coefficients (rho) at 0.72 (0.49–0.86), and very high test-retest reliability with intra-class correlation coefficients (ICCs) ranging from 0.99 to 1.00 (101).

Additional physical measures

Additional physical measures to be undertaken at each of the three time points will consist of a 6 min walk, body mass, resting blood pressure and heart rate. Height will be measured at baseline using a Tanita Leicester portable stadiometer. Body mass will be measured using a standard portable scale (Tanita UM-018). Resting blood pressure and heart rate will be measured on an Omran automatic blood pressure monitor (HEM-7121). The 6 min walk will be undertaken on a set walking course at each site. As data collection will need to occur across a number of different sites, the walking courses will vary between sites; however, where possible, the walk course for each individual will be kept consistent between time points (all courses ≥ 30 m in length). The 6 min walk will be undertaken according to the recommendations of the American Thoracic Society (102). The 6 min walk will be used to indicate change in physical capacity and to familiarise participants with the use of Borg's RPE scale (22) and Hardy and Rajeski's Feeling Scale (16). The 6 min walk has demonstrated high test-retest reliability (ICCs, 0.94–0.97) and although results were variable, the test has been positively correlated to other measures of exercise capacity (maximal oxygen consumption and maximum METs; r values ranging between 0.21 and 0.71) (103–105).

Well-being outcome objectives—psychological distress and quality of life

The well-being outcome objectives will be the improvement of psychological well-being at three-months, and maintenance of improvements at 9 months. Well-being will be measured using the Kessler 10-item Psychological Distress Scale (K-10) and the Assessment of Quality of Life-8D (AQoL-8 D) questionnaires. The K10 has demonstrated very good overall accuracy with an AUC of 0.90 (95% CI: 0.89 to 0.91) (106). In addition to strong validity data, the K10 has also demonstrated very good sensitivity and specificity for the identification of target disorders comparable to other measures such as the Global Health Questionnaire (GHQ) (106, 107). The AQoL-8D shows good internal consistency with Cronbach's alphas for the various dimensions ranging between 0.81 and 0.96, except for that of senses (Cronbach's alpha 0.52) (108, 109). The AQoL-8D has greater sensitivity than previous versions of the questionnaire in the domains of mental health (108).

Interpersonal environmental outcome objectives

The primary interpersonal environmental outcome objectives for the Activity for Well-being program are to increase perceived need-support at 3 months and maintain potential increases at 9 months through the use of a SDT -based approach. Perceived need-support will be measured via the Psychological Need Satisfaction in Exercise Scale (PNSE) which demonstrates good internal consistency with Cronbach's coefficient α ranging between 0.90 and 0.91 for all subscales, as tested in a population of undergraduate university students (110). The convergent validity of the PNSE compared to the subscales of Intrinsic Motivation Inventory and the Exercise Motivation Inventory-2 ranges between 0.32 and 0.65 and the discriminant validity ranges between-0.01 and 0.30 (110). Organisational environmental outcomes will be generally limited by the resources and scope of this trial.

Additional process measures

Behavioural regulations will be measured using the third version of the Behavioural Regulation in Exercise Questionnaire (BREQ-3). This BREQ questionnaire categorises physical activity behavioural regulation into external, introjected, identified, integrated, and intrinsic regulation plus amotivation, and has shown good factorial validity and reliability (111–114). The Cronbach's coefficient alpha (α) for the BREQ-2 subscales range between from 0.73 to 0.86 (112) and 0.86 for the additional integrated regulation subscale included in the BREQ-3 (115).

In addition to the BREQ-3, the Exercise Causality Orientation Scale (ECOS) will be an additional process measure (included at baseline only). Although the influence of exercise causality orientations has been widely under-researched, one study showed a positive association between autonomy orientation and both positive affect and more self-determined types of behavioural regulation (116). Therefore, the ECOS will be included as a process measure to provide information regarding the influence of exercise causality orientation on exercise choices, other psychological processes and outcomes. The ECOS has demonstrated good factorial and convergent validity, internal consistancy (Crobach's alphas 0.59–0.77) and test-retest reliability (ICCs 0.71–0.77) (117).

Evaluation of program performance, change and performance objectives

Specific questions addressing each of the change and performance objectives (developed as a part of the Intervention Mapping process) will be included in the post-program survey to evaluate the perceived impact of the program on these objectives. A general evaluation of the program will be undertaken using semi-structured individual interviews with program participants and implementing staff within the organisation. Individual interviews will be undertaken using an emergent-systematic approach to obtain detailed information about the perceived effectiveness, strengths and limitations of the program and its implementation.

Data Processing and Analysis

This project will use a variety of analytical methods, applying qualitative and quantitative techniques. The process evaluation will compare descriptive statistics of the sample population and groups within the sample to de-identified data from the support and care worker population from all participating sites and areas. Fidelity recordings of the sub-sample of initial interviews will be scored by members of the research team who are not responsible for undertaking initial interviews using a customised fidelity checklist. An overall score for each recording will be calculated as a proportion of the highest possible score, and descriptive statistics will be used to present overall fidelity of the initial interview sub-sample. Mean scores will be calculated for individual items on the HCCQ (inversing the score for item 13) to produce a mean score of overall autonomy support. Per protocol analysis will be undertaken using a random effects mixed-model to compare baseline, 3 month and 9 month time points for all well-being and behavioural outcome measures. Accelerometer data will be processed using the cut-points outlined by Esliger, Rowlands (100) to determine total minutes of sedentary, light, moderate and vigorous activity for each 7 day period of continuous accelerometry. Domain-specific means will be calculated for the PNSE and BREQ-3 and these will be analysed for differences in well-being or behavioural outcomes and movement between domains (i.e., movement toward more-self-determined types of motivation and increases in perceived support of psychological needs). Qualitative interviews undertaken with program participants and implementation staff will be audio recorded and transcribed. The transcripts will be coded by two independent researchers, and analysed using a structured thematic approach as described by Braun and Clarke (118). Conflicts will be resolved through discussion between the two researchers. A third researcher will be consulted in situations where conflicts cannot be resolved.

DISCUSSION

This research outlines the development of a person-centred, need-supportive physical activity program for frontline aged care workers. The program was developed using the Intervention Mapping framework which included a participatory approach to the program development. During the development process the research staff collaborated with implementing staff from within the funding organisation and potential end-users (frontline aged care employees). The use of a participatory approach for the development of the Activity for Well-being program aims to improve the efficacy and appeal of the program for the support and care worker population. The project also builds on the current evidence supporting the use of psychological need-support to facilitate motivation and psychological well-being (43–46). This is a novel program that encourages the use of self-determined modes of regulating physical activity intensity with an aim to improve the quality of motivation and psychological well-being.

The Intervention Mapping framework used to develop the Activity for Well-being program provides a systematic method of incorporating psychological theory, empirical evidence, and input from end-users to assist with the development of effective health promotion programs (68). A previous meta-analysis of workplace physical activity interventions indicates that incorporating psychological theory may increase the effectiveness of the program (119). Along with the use of an evidence-based and participatory approach, the Activity for Well-being program was developed with clear theoretical underpinnings and hypothesised causal pathways for behaviour change, which may lend itself to high levels of efficacy. Whatever the level of rigour that is used in the process of developing a behavioural change intervention, complex interventions (i.e., interventions involving multiple interacting components, including those with a tailored design) can be impacted by many factors (120). The Medical Research Council (UK) has previously identified the need for planning the evaluation of complex interventions and has provided comprehensive guidance around this (120–122). A thorough process evaluation was built into the current project to identify potential reasons underlying variability in effectiveness or unexpected results. The use of a mixed methods approach to evaluate the program, incorporating quantitative and qualitative research methods, should provide detailed and valuable information regarding the acceptability and implementation of the program. Additionally, the use of objective measures of physical activity will provide high-quality assessment of physical activity behaviour. The inclusion of multiple process measures, to assess motivational processes and need-support, will provide important insight into the mechanisms of change.

Despite the strengths outlined here, the current project has several weaknesses. As the project will be undertaken as a single-cohort, pre-post feasibility study, behavioural and psychological measures may be underpowered to detect significant change. The lack of a control group may limit the conclusions that can be drawn regarding the efficacy of the program and will mean that confounding factors, such as seasonal variation in physical activity behaviour, cannot be accounted for. The effectiveness of the program may also be influenced by the context of the occupation. The needs assessment revealed a desire for social support including greater interaction with co-workers (particularly in regards to community-based employees who often work independently). The needs assessment also revealed that the variability of work schedules and competing priorities may create a barrier to making social commitments. These factors may impact the implementation of social aspects of the program which would be important for the support of relatedness. The program will encourage participants to incorporate friends and family into individual activity plans, facilitate group-based activities where possible, and provide a forum on the program website to optimise social support outside of that provided by the Exercise Physiologist.

Lastly, the development of this program for a specific occupational group may impact the representativeness of the results compared to other occupational groups, populations or cultures. Cultural differences in the emphasis of workplace wellness, or the context in which these programs are implemented, may impact program participation and outcomes. For example, according to the World Health Organization Healthy Workplace Framework and Model (123), the emphasis of workplace wellness initiatives ranges from a focus on general workplace health and safety in some regions (i.e., Africa, the Middle East, Brazil, and the Eastern Mediterranean), to incorporating elements of individual lifestyle change in others (i.e., the United States of America and Canada). The current program fits well into this latter approach and therefore may be more feasible within regions with this emphasis. Frontline aged care workers, as an occupational group, also face a number of unique challenges within their work. As such any health promotion program implemented within this population may lead to distinctly different outcomes compared to other populations or occupational groups. Since the approach used in the current study is fundamentally collaborative and person-centred, it may be reasonable to think that the approach could be adapted to suit a variety of different populations and occupational groups; however this may require a detailed needs assessment prior to implementing such a program within future research or clinical situations (thereby adding to clinician or researcher burden and increasing costs associated with the implementation of the program).

The outcomes of this research may have significant practical implications for clinical practice. If the need-supportive approach used within this study has a positive impact on physical activity behaviour and psychological well-being, it may support a move toward a more autonomy-supportive approach within clinical and practical settings. Similarly, it may indicate that the “prescription” of physical activity using more self-determined modes of regulating intensity should be considered as a feasible option within clinical practice. Future research should consider testing a similar approach in a fully powered, randomised controlled trial. While there is a small but growing base of literature supporting the role of need-support and exercise-related affect in the maintenance of physical activity behaviour (7, 14, 45, 46, 124), the impact of recommending self-determined modes of regulating activity intensity to effect activity behaviour and motivation is not well-known. The current paper has outlined the potential mechanisms by which the use of self-determined modes of regulating activity intensity may effect change in activity behaviour, motivation, and psychological well-being as a part of a need-supportive approach. The subsequent project will aim to investigate this approach within a workplace situation, however further research should explore the impact of recommending self-determined modes of regulating physical activity intensity within a less-complex intervention.

SUMMARY

The Activity for Well-being program is a novel physical activity program that focusses on the use of an empathetic and collaborative approach to physical activity behaviour change and encourages the use of self-determined methods of regulating activity intensity. The program is based in SDT and uses evidence-based strategies to aid physical activity behaviour change. This project also investigates the impact of a need-supportive approach on motivation and psychological well-being as indicated by preliminary evidence from other physical activity studies (43, 65, 66). The in-depth evaluation to be undertaken will investigate the strengths, limitations and feasibility of the program, and the process.

ETHICS STATEMENT

This study was carried out in accordance with the recommendations of the National Statement on Ethical Conduct in Human Research, National Health and Medical Research Council, Australia with informed consent obtained from all subjects. All subjects gave written, or formally documented verbal, informed consent in accordance with the Declaration of Helsinki. The protocol was approved by the Human Research Ethics Committee, University of South Australia.

AUTHOR CONTRIBUTIONS

Development of this paper was undertaken initially by ML with close assistance from DP, including the development of the logic models and the evaluation plan. DP undertook analysis of qualitative data associated with the needs assessment (independent of, but concurrent with ML to ensure rigor of the qualitative methods). JD and GP have overseen the entire project from initiation to present and have contributed to the research design and implementation of all aspects of the plan outlined within this paper. All authors have contributed to refining the final drafts of this manuscript.

FUNDING

This project was funded by the Activity for Wellbeing doctoral scholarship (ACH Group). ML is funded under this scholarship.

ACKNOWLEDGMENTS

Qualitative results of the needs assessment portion of this manuscript have been previously presented in poster format at the Research to Practice 2018 conference (Exercise and Sports Science Australia conference; March 2018, Brisbane, Australia). The authors would like to sincerely thank the funding organization and all of the staff and participants that have contributed to the development of the Activity for Well-being Program.

REFERENCES

 1. Fox KR. The influence of physical activity on mental well-being. Public Health Nutr. (1999) 2(Suppl. 3a):411–8. doi: 10.1017/S1368980099000567

 2. Kull M. The relationships between physical activity, health status and psychological well-being of fertility-aged women. Scan J Med Sci Sports (2002) 12:241–7. doi: 10.1034/j.1600-0838.2002.00341.x

 3. Penedo FJ, Dahn JR. Exercise and well-being: a review of mental and physical health benefits associated with physical activity. Curr Opin Psychiatry (2005) 18:189–93. doi: 10.1097/00001504-200503000-00013

 4. Warburton DER, Nicol CW, Bredin SSD. Health benefits of physical activity: the evidence. Can Med Assoc J. (2006) 174:801–9. doi: 10.1503/cmaj.051351

 5. Australian Bureau of Statistics. National health survey: First results, 2014-15. Canberra, ACT: Australian Bureau of Statistics. Report No. 4364.0.55.001 Contract No. 4364.0.55.001 (2015).

 6. Williams DM, Dunsiger S, Ciccolo JT, Lewis BA, Albrecht AE, Marcus BH. Acute affective response to a moderate-intensity exercise stimulus predicts physical activity participation 6 and 12 months later. Psychol Sport Exer. (2008) 9:231–45. doi: 10.1016/j.psychsport.2007.04.002

 7. Rhodes RE, Kates A. Can the affective response to exercise predict future motives and physical activity behavior? a systematic review of published evidence. Ann Behav Med. (2015) 49:715–31. doi: 10.1007/s12160-015-9704-5

 8. Lee HH, Emerson JA, Williams DM. The exercise–affect–adherence pathway: an evolutionary perspective. Front Psychol. (2016) 7:1285. doi: 10.3389/fpsyg.2016.01285

 9. Kwan BM, Bryan AD. Affective response to exercise as a component of exercise motivation: attitudes, norms, self-efficacy, and temporal stability of intentions. Psychol Sport Exer. (2010) 11:71–9. doi: 10.1016/j.psychsport.2009.05.010

 10. Lieberman DE. Is exercise really medicine? an evolutionary perspective. Curr Sports Med Rep. (2015) 14:313–9. doi: 10.1249/JSR.0000000000000168

 11. Ekkekakis P, Hall EE, Petruzzello SJ. Variation and homogeneity in affective responses to physical activity of varying intensities: an alternative perspective on dose-response based on evolutionary considerations. J Sports Sci. (2005) 23:477–500. doi: 10.1080/02640410400021492

 12. Ekkekakis P. The Dual-mode theory of affective responses to exercise in metatheoretical context: I. initial impetus, basic postulates, and philosophical framework. Int Rev Sport Exer Psychol. (2009) 2:73–94. doi: 10.1080/17509840802705920

 13. Ekkekakis P. The dual-mode theory of affective responses to exercise in metatheoretical context: II. bodiless heads, ethereal cognitive schemata, and other improbable dualistic creatures, exercising. Int Rev Sport Exer Psychol. (2009) 2:139–60. doi: 10.1080/17509840902829323

 14. Williams DM, Dunsiger S, Jennings E, Marcus B. Does affective valence during and immediately following a 10-min walk predict concurrent and future physical activity? Ann Behav Med. (2012) 44:43–51. doi: 10.1007/s12160-012-9362-9

 15. Eston R, Parfitt G. Perceived exertion, heart rate and other non-invasive methods for exercise testing and intensity control. In: Norton K, Eston R, editors. Kinanthropometry and Exercise Physiology. 4th ed. London, UK: Taylor and Francis (2018). p. 464–99.

 16. Hardy CJ, Rejeski WJ. Not what, but how one feels: the measurement of affect during exercise. J Sport Exer Psychol. (1989) 11:304–17. doi: 10.1123/jsep.11.3.304

 17. Rose EA, Parfitt G. Can the feeling scale be used to regulate exercise intensity? Med Sci Sports Exer. (2008) 40:1852–60. doi: 10.1249/MSS.0b013e31817a8aea

 18. Hamlyn-Williams CC, Tempest G, Coombs S, Parfitt G. Can previously sedentary females use the feeling scale to regulate exercise intensity in a gym environment? An observational study. BMC Sports Sci Med Rehabil. (2015) 7:30. doi: 10.1186/s13102-015-0023-8

 19. Parfitt G, Eston R, Connolly D. Psychological affect at different ratings of perceived exertion in high-and low-active women: a study using a production protocol. Percept Motor Skills (1996) 82:1035–42. doi: 10.2466/pms.1996.82.3.1035

 20. Ekkekakis P, Parfitt G, Petruzzello SJ. The pleasure and displeasure people feel when they exercise at different intensities. Sports Med. (2011) 41:641–71. doi: 10.2165/11590680-000000000-00000

 21. Baldwin AS, Kangas JL, Denman DC, Smits JAJ, Yamada T, Otto MW. Cardiorespiratory fitness moderates the effect of an affect-guided physical activity prescription: a pilot randomized controlled trial. Cogn Behav Ther. (2016) 45:445–57. doi: 10.1080/16506073.2016.1194454

 22. Borg GA. Psychophysical bases of perceived exertion. Med Sci Sports Exer. (1982) 14:377–81. doi: 10.1249/00005768-198205000-00012

 23. Garber CE, Blissmer B, Deschenes MR, Franklin BA, Lamonte MJ, Lee I, et al. Quantity and quality of exercise for developing and maintaining cardiorespiratory, musculoskeletal, and neuromotor fitness in apparently healthy adults: guidance for prescribing exercise. Med Sci Sports Exer. (2011) 43. 1334–59 doi: 10.1249/MSS.0b013e318213fefb

 24. Parfitt G, Evans H, Eston R. Perceptually regulated training at RPE13 is pleasant and improves physical health. Med Sci Sports Exer. (2012) 44:1613–8. doi: 10.1249/MSS.0b013e31824d266e

 25. Parfitt G, Olds T, Eston R. A hard/heavy intensity is too much: The physiological, affective, and motivational effects (immediately and 6 months post-training) of unsupervised perceptually regulated training. J Exer Sci Fitness (2015) 13:123–30. doi: 10.1016/j.jesf.2015.10.002

 26. Daley AJ, Maynard IW. Preferred exercise mode and affective responses in physically active adults. Psychol. Sport Exer. (2003) 4:347–56. doi: 10.1016/S1469-0292(02)00018-3

 27. Parfitt G, Rose EA, Burgess WM. The psychological and physiological responses of sedentary individuals to prescribed and preferred intensity exercise. Br J Health Psychol. (2006) 11:39–53. doi: 10.1348/135910705X43606

 28. Vazou-Ekkekakis S, Ekkekakis P. Affective consequences of imposing the intensity of physical activity: does the loss of perceived autonomy matter. Hellenic J Psychol. (2009) 6:125–44. Available online at: http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.542.6365&rep=rep1&type=pdf

 29. Lind E, Ekkekakis P, Vazou S. The affective impact of exercise intensity that slightly exceeds the preferred level: ‘Pain’ for no additional ‘gain’. J Health Psychol. (2008) 13:464–8. doi: 10.1177/1359105308088517

 30. Parfitt G, Gledhill C. The effect of choice of exercise mode on psychological responses. Psychol Sport Exer. (2004) 5:111–7. doi: 10.1016/S1469-0292(02)00053-5

 31. Williams DM, Dunsiger S, Miranda R, Gwaltney CJ, Emerson JA, Monti PM, et al. Recommending self-paced exercise among overweight and obese adults: a randomized pilot study. Ann Behav Med. (2014) 49:280–5. doi: 10.1007/s12160-014-9642-7

 32. Lind E, Joens-Matre RR, Ekkekakis P. What intensity of physical activity do previously sedentary middle-aged women select? evidence of a coherent pattern from physiological, perceptual, and affective markers. Preven Med. (2005) 40:407–19. doi: 10.1016/j.ypmed.2004.07.006

 33. Ekkekakis P. Let them roam free? Sports Med. (2009) 39:857–88. doi: 10.2165/11315210-000000000-00000

 34. Williams DM. Exercise, affect, and adherence: an integrated model and a case for self-paced exercise. J Sport Exercise Psychology. (2008) 30:471–96. doi: 10.1123/jsep.30.5.471

 35. Edmunds J, Ntoumanis N, Duda JL. Testing a self-determination theory-based teaching style intervention in the exercise domain. Eur J Soc Psychol. (2008) 38:375–88. doi: 10.1002/ejsp.463

 36. Ryan RM, Patrick H, Deci EL, Williams GC. Facilitating health behaviour change and its maintenance: interventions based on Self-determination theory. Eur Health Psychologist. (2008) 10:2–5. Available online at: http://selfdeterminationtheory.org/SDT/documents/2008_RyanPatrickDeciWilliams_EHP.pdf

 37. Silva MN, Markland D, Minderico CS, Vieira PN, Castro MM, Coutinho SR, et al. A randomized controlled trial to evaluate Self-determination theory for exercise adherence and weight control: rationale and intervention description. BMC Public Health (2008) 8:234. doi: 10.1186/1471-2458-8-234

 38. Fortier MS, Duda JL, Guerin E, Teixeira PJ. Promoting physical activity: development and testing of Self-determination theory-based interventions. Int J Beh Nutr Phy Act. (2012) 9:1–14. doi: 10.1186/1479-5868-9-20

 39. Teixeira PJ, Carraça EV, Markland D, Silva MN, Ryan RM. Exercise, physical activity, and self-determination theory: a systematic review. Int J Behav Nutr Phy Act. (2012) 9:1–30. doi: 10.1186/1479-5868-9-78

 40. Deci EL, Ryan RM. The ‘what’ and ‘why’ of goal pursuits: Human needs and the self-determination of behavior. Psychol Inquiry (2000) 11:227–68. doi: 10.1207/S15327965PLI1104_01

 41. Reis HT, Sheldon KM, Gable SL, Roscoe J, Ryan RM. Daily well-being: The role of autonomy, competence, and relatedness. Personal Soc Psychol Bull. (2000) 26:419–35. doi: 10.1177/0146167200266002

 42. Ryan RM, Deci EL. Self-determination Theory and the facilitation of intrinsic motivation, social development, and well-being. Am Psychol. (2000) 55:68–78. doi: 10.1037/0003-066X.55.1.68

 43. Edmunds J, Ntoumanis N, Duda JL. Adherence and well-being in overweight and obese patients referred to an exercise on prescription scheme: a self-determination THEORY PERSPECTIVE. Psychol Sport Exer. (2007) 8:722–40. doi: 10.1016/j.psychsport.2006.07.006

 44. Ng JYY, Ntoumanis N, Thøgersen-Ntoumani C, Stott K, Hindle L. Predicting psychological needs and well-being of individuals engaging in weight management: the role of important others. Appl Psychol Health Well Being (2013) 5:291–310. doi: 10.1111/aphw.12011

 45. Fortier MS, Sweet SN, O'Sullivan TL, Williams GC. A self-determination process model of physical activity adoption in the context of a randomized controlled trial. Psychol Sport Exer. (2007) 8:741–57. doi: 10.1016/j.psychsport.2006.10.006

 46. Weman-Josefsson K, Lindwall M, Ivarsson A. Need satisfaction, motivational regulations and exercise: moderation and mediation effects. Int J Beh Nutr Phy Activity (2015) 12:1–11. doi: 10.1186/s12966-015-0226-0

 47. Michie S, Abraham C, Whittington C, McAteer J, Gupta S. Effective techniques in healthy eating and physical activity interventions: a meta-regression. Health Psychol. (2009) 28:690–701. doi: 10.1037/a0016136

 48. Williams SL, French DP. What are the most effective intervention techniques for changing physical activity self-efficacy and physical activity behaviour—and are they the same? Health Edu Res. (2011) 26:308–22. doi: 10.1093/her/cyr005

 49. Scholz U, Knoll N, Sniehotta FF, Schwarzer R. Physical activity and depressive symptoms in cardiac rehabilitation: long-term effects of a self-management intervention. Soc Sci Med. (2006) 62:3109–20. doi: 10.1016/j.socscimed.2005.11.035

 50. Conn VS, Hafdahl AR, Brown SA, Brown LM. Meta-analysis of patient education interventions to increase physical activity among chronically ill adults. Patient Educ Couns. (2008) 70:157–72. doi: 10.1016/j.pec.2007.10.004

 51. Watson AJ, Singh K, Myint-U K, Grant RW, Jethwani K, Murachver E, et al. Evaluating a web-based self-management program for employees with hypertension and prehypertension: a randomized clinical trial. Am Heart J. (2012) 164:625–31. doi: 10.1016/j.ahj.2012.06.013

 52. Frensham LJ, Zarnowiecki DM, Parfitt G, King S, Dollman J. The experiences of participants in an innovative online resource designed to increase regular walking among rural cancer survivors: a qualitative pilot feasibility study. Support Care Cancer (2014) 22:1923–9. doi: 10.1007/s00520-014-2177-4

 53. Hargreaves EA, Mutrie N, Fleming JD. A web-based intervention to encourage walking (StepWise): Pilot randomized controlled trial. JMIR Res Protocol (2016) 5:e14. doi: 10.2196/resprot.4288

 54. Neyens DM, Childers AK. Determining barriers and facilitators associated with willingness to use a personal health information management system to support worksite wellness programs. Am J Health Promot. (2017) 31:310–7. doi: 10.4278/ajhp.140514-QUAN-204

 55. Knittle K, Maes S, de Gucht V. Psychological interventions for rheumatoid arthritis: examining the role of self-regulation with a systematic review and meta-analysis of randomized controlled trials. Arthr Care Res. (2010) 62:1460–72. doi: 10.1002/acr.20251

 56. Markland D, Ryan RM, Tobin VJ, Rollnick S. Motivational Interviewing and Self–Determination Theory. J Soc Clin Psychol. (2005) 24:811–31. doi: 10.1521/jscp.2005.24.6.811

 57. Martins RK, McNeil DW. Review of motivational interviewing in promoting health behaviors. Clin Psychol Rev. (2009) 29:283–93. doi: 10.1016/j.cpr.2009.02.001

 58. Chatzisarantis NLD, Biddle SJ. Functional significance of psychological variables that are included in the theory of planned behaviour: a self-determination theory approach to the study of attitudes, subjective norms, perceptions of control, and intentions. Eu J Soc Psychol. (1998) 28:303–22

 59. Wilson PM, Rodgers WM, Fraser SN, Murray TC. Relationships between exercise regulations and motivational consequences in university students. Res Q Exer Sport (2004) 75:81–91. doi: 10.1080/02701367.2004.10609136

 60. Webber KH, Tate DF, Ward DS, Bowling JM. Motivation and Its relationship to adherence to self-monitoring and weight loss in a 16-week internet behavioral weight loss intervention. J Nutr Edu Behav. (2010) 42:161–7. doi: 10.1016/j.jneb.2009.03.001

 61. Fortier MS, Kowal J, Lemyre L, Orpana HM. Intentions and actual physical activity behavior change in a community-based sample of middle-aged women: contributions from the theory of planned behavior and self-determination theory. Int J Sport Exer Psychol. (2009) 7:46–67. doi: 10.1080/1612197X.2009.9671892

 62. Silva MN, Markland D, Carraça EV, Vieira PN, Coutinho SR, Minderico CS, et al. Exercise autonomous motivation predicts 3-year weight loss in women. Med Sci Sports Exer. (2011) 43:728–37. doi: 10.1249/MSS.0b013e3181f3818f

 63. Frederick CM, Morrison C, Manning T. Motivation to participate, exercise affect, and outcome behaviors toward physical activity. Percept Motor Skills (1996) 82:691–701. doi: 10.2466/pms.1996.82.2.691

 64. Lutz R, Lochbaum M, Turnbow K. The role of relative autonomy in post-exercise affect responding. J Sport Behav. (2003) 26:137–54.

 65. Edmunds J, Ntoumanis N, Duda JL. A test of self-determination theory in the exercise domain. J Appl Soc Psychol. (2006) 36:2240–65. doi: 10.1111/j.0021-9029.2006.00102.x

 66. Lim BSC, Wang CKJ. Perceived autonomy support, behavioural regulations in physical education and physical activity intention. Psychol Sport Exer. (2009) 10:52–60. doi: 10.1016/j.psychsport.2008.06.003

 67. Parfitt G, Alrumh A, Rowlands AV. Affect-regulated exercise intensity: does training at an intensity that feels ‘good’ improve physical health? J Sci Med Sport. (2012) 15:548–53. doi: 10.1016/j.jsams.2012.01.005

 68. Bartholomew LK, Parcel GS, Kok G. Intervention mapping: a process for developing theory- and evidence-based health education programs. Health Educ Behav. (1998) 25:545–63. doi: 10.1177/109019819802500502

 69. Bartholomew LK, Parcel GS, Kok G, Gottlieb NH, Fernández ME. Planning Health Promotion Programs: An Intervention Mapping Approach. 3rd ed. San Francisco, CA: John Wiley & Sons (2011).

 70. Australian Bureau of Statistics. Australian Social Trends September 2011: Community Service Workers. Canberra, ACT: Australian Bureau of Statistics (2011).

 71. Australian Bureau of Statistics. Work-Related Injuries July 2013 to June 2014. Canberra, ACT: Australian Bureau of Statistics. Report No. 6324.0. (2014).

 72. Safe Work Australia. Work-Related Mental Disorders Profile 2015. Contract No. 5551|55401 (2017).

 73. Kim M-J, Son K-H, Park H-Y, Choi D-J, Yoon C-H, Lee H-Y, et al. Association between shift work and obesity among female nurses: Korean Nurses' Survey. BMC Public Health (2013) 13:1204. doi: 10.1186/1471-2458-13-1204

 74. Rongen A, Robroek SJ, van Lenthe FJ, Burdorf A. Workplace health promotion: a meta-analysis of effectiveness. Am J Prevent Med. (2013) 44:406–15. doi: 10.1016/j.amepre.2012.12.007

 75. Miranda H, Gore RJ, Boyer J, Nobrega S, Punnett L. Health behaviors and overweight in nursing home employees: contribution of workplace stressors and implications for worksite health promotion. Sci World J. (2015) 2015:10. doi: 10.1155/2015/915359

 76. Wang X-S, Armstrong MEG, Cairns BJ, Key TJ, Travis RC. Shift work and chronic disease: the epidemiological evidence. Occup Med. (2011) 61:78–89. doi: 10.1093/occmed/kqr001

 77. Goh J, Pfeffer J, Zenios SA. Workplace stressors & health outcomes: health policy for the workplace. Behav Sci Policy. (2015) 1:43–52. doi: 10.1353/bsp.2015.0001

 78. Wang J, Schmitz N, Dewa C, Stansfeld S. Changes in perceived job strain and the risk of major depression: results from a population-based longitudinal study. Am J Epidemiolol. (2009) 169:1085–91. doi: 10.1093/aje/kwp037

 79. Butterworth P, Leach LS, Strazdins L, Olesen SC, Rodgers B, Broom DH. The psychosocial quality of work determines whether employment has benefits for mental health: results from a longitudinal national household panel survey. Occup Environ Med. (2011) 68:806–12. doi: 10.1136/oem.2010.059030

 80. Alavinia SM, van den Berg TIJ, van Duivenbooden C, Elders LAM, Burdorf A. Impact of work-related factors, lifestyle, and work ability on sickness absence among Dutch construction workers. Scan J Work Environ Health (2009) 35:325–33. doi: 10.5271/sjweh.1340

 81. Robroek SJW, van den Berg TIJ, Plat JF, Burdorf A. The role of obesity and lifestyle behaviours in a productive workforce. Occup Environ Med. (2011) 68:134–9. doi: 10.1136/oem.2010.055962

 82. van Duijvenbode DC, Hoozemans MJM, van Poppel MNM, Proper KI. The relationship between overweight and obesity, and sick leave: a systematic review. Int J Obes. (2009) 33:807–16. doi: 10.1038/ijo.2009.121

 83. Torgén M, Nygård C-H, Kilbom Å. Physical work load, physical capacity and strain among elderly female aides in home-care service. Eur J Appl Physiol Occup Physiol. (1995) 71:444–52.

 84. De Zwart BC, Frings-Dresen MH, Van Dijk FJ. Physical workload and the ageing worker: a review of the literature. Int Archives Occup Environ Health (1996) 68:1–12. doi: 10.1007/BF01831627

 85. Pohjonen T. Age-related physical fitness and the predictive values of fitness tests for work ability in home care work. J Occup Environ Med. (2001) 43:723–30. doi: 10.1097/00043764-200108000-00011

 86. Kim I-H, Geiger-Brown J, Trinkoff A, Muntaner C. Physically demanding workloads and the risks of musculoskeletal disorders in homecare workers in the USA. Health Soc Care Commun. (2010) 18:445–55. doi: 10.1111/j.1365-2524.2010.00916.x

 87. Pohjonen T, Ranta R. Effects of worksite physical exercise intervention on physical fitness, perceived health status, and work ability among home care workers: five-year follow-up. Prev Med. (2001) 32:465–75. doi: 10.1006/pmed.2001.0837

 88. Wang FP, McDonald TM, Champagne LJJD, Edington DWP. Relationship of body mass index and physical activity to health care costs among employees. J Occup Environ Med. (2004) 46:428–36. doi: 10.1097/01.jom.0000126022.25149.bf

 89. van den Berg TIJ, Alavinia SM, Bredt FJ, Lindeboom D, Elders LAM, Burdorf A. The influence of psychosocial factors at work and life style on health and work ability among professional workers. Int Arch Occup Environ Health. (2008) 81:1029–36. doi: 10.1007/s00420-007-0296-7

 90. Proper KI, van den Heuvel SG, De Vroome EM, Hildebrandt VH, Van der Beek AJ. Dose–response relation between physical activity and sick leave. Br J Sports Med. (2006) 40:173–8. doi: 10.1136/bjsm.2005.022327

 91. Miller WR. Motivational Interviewing with problem drinkers. Behavioural Psychother. (1983) 11:147–72. doi: 10.1017/S0141347300006583

 92. Resnicow K, DiIorio C, Soet JE, Borrelli B, Hecht J, Ernst D. Motivational interviewing in health promotion: It sounds like something is changing. Health Psychol. (2002) 21:444–51. doi: 10.1037/0278-6133.21.5.444

 93. Freak-Poli R, Wolfe R, Backholer K, de Courten M, Peeters A. Impact of a pedometer-based workplace health program on cardiovascular and diabetes risk profile. Prev Med. (2011) 53:162–71. doi: 10.1016/j.ypmed.2011.06.005

 94. Friederichs SAH, Oenema A, Bolman C, Lechner L. Motivational interviewing and self-determination theory in a web-based computer tailored physical activity intervention: a randomized controlled trial. Psychol Health (2016) 31:1–24. doi: 10.1080/08870446.2016.1151018

 95. Dishman RK, Motl RW, Sallis JF, Dunn AL, Birnbaum AS, Welk GJ, et al. Self-management strategies mediate self-efficacy and physical activity. Am J Prev Med. (2005) 29:10–8. doi: 10.1016/j.amepre.2005.03.012

 96. Sniehotta FF, Scholz U, Schwarzer R. Action plans and coping plans for physical exercise: a longitudinal intervention study in cardiac rehabilitation. Br J Health Psychol. (2006) 11:23–37. doi: 10.1348/135910705X43804

 97. Exercise & Sports Science Australia, Fitness Australia, Sports Medicine Australia. Adult Pre-Exercise Screening System (APSS). Exercise & Sports Science Australia, Fitness Australia and Sports Medicine Australia (2011).

 98. American College of Sports Medicine. ACSM's guidelines for exercise testing and prescription. 8th ed. Baltimore, MD: Lippincott Williams & Wilkins. (2010).

 99. Williams GC, Grow VM, Freedman ZR, Ryan RM, Deci EL. Motivational predictors of weight loss and weight-loss maintenance. J Personal Soc Psychol. (1996) 70:115–26. doi: 10.1037/0022-3514.70.1.115

 100. Esliger D, Rowlands AV, Hurst T, Catt M, Murray P, Eston R. Validation of the GENEA accelerometer. Med Sci Sports Exer. (2011) 43:1085–93. doi: 10.1249/MSS.0b013e31820513be

 101. Gomersall SR, Olds TS, Ridley K. Development and evaluation of an adult use-of-time instrument with an energy expenditure focus. J Sci Med Sport (2011) 14:143–8. doi: 10.1016/j.jsams.2010.08.006

 102. American Thoracic Society. ATS statement: guidelines for the six-minute walk test. Am J Res Crit Care Med. (2002) 166:111–7. doi: 10.1164/ajrccm.166.1.at1102

 103. Hamilton DMM, Haennel RGP. Validity and reliability of the 6-minute walk test in a cardiac rehabilitation population. J Cardiopulm Rehabil. (2000) 20:156–64. doi: 10.1097/00008483-200005000-00003

 104. Ross RM, Murthy JN, Wollak ID, Jackson AS. The six minute walk test accurately estimates mean peak oxygen uptake. BMC Pulm Med. (2010) 10:1–9. doi: 10.1186/1471-2466-10-31

 105. Bennell K, Dobson F, Hinman R. Measures of physical performance assessments: Self-paced walk test (SPWT), stair climb test (SCT), six-minute walk test (6MWT), chair stand test (CST), timed up & go (TUG), sock test, lift and carry test (LCT), and car task. Arthr Care Res. (2011) 63:S350–S70. doi: 10.1002/acr.20538

 106. Furukawa TA, Kessler RC, Slade T, Andrews G. The performance of the K6 and K10 screening scales for psychological distress in the Australian National Survey of Mental Health and Well-Being. Psychol Med. (2003) 33:357–62. doi: 10.1017/S0033291702006700

 107. Andrews G, Slade T. Interpreting scores on the Kessler Psychological Distress Scale (K10). Aus NZ J Public Health (2001) 25:494–7. doi: 10.1111/j.1467-842X.2001.tb00310.x

 108. Richardson J, Elsworth G, Iezzi A, Khan MA, Mihalopoulos C, Schweitzer I, et al. Increasing the Sensitivity of the AQoL Inventory for the Evaluation of Interventions Affecting Mental Health. Melbourne, VIC: Monash University (2011).

 109. Richardson J, Iezzi A, Khan MA, Maxwell A. Validity and reliability of the assessment of quality of life (AQoL)-8D Multi-Attribute Utility Instrument. Patient (2014) 7:85–96. doi: 10.1007/s40271-013-0036-x

 110. Wilson PM, Rogers WT, Rodgers WM, Wild TC. The psychological need satisfaction in exercise scale. J Sport Exer Psychol. (2006) 28:231–51. doi: 10.1123/jsep.28.3.231

 111. Mullan E, Markland D, Ingledew DK. A graded conceptualisation of self-determination in the regulation of exercise behaviour: development of a measure using confirmatory factor analytic procedures. Personal Indivi Diff . (1997) 23:745–52. doi: 10.1016/S0191-8869(97)00107-4

 112. Markland D, Tobin VJ. A modification of the behavioural regulation in exercise questionnaire to include an assessment of amotivation. J Sport Exer Psychol. (2004) 26:191–6. doi: 10.1123/jsep.26.2.191

 113. Wilson PM, Rodgers WM, Loitz CC, Scime G. “It's who I am…really!”: The importance of integrated regulation in exercise contexts. J Appl Biobehav Res. (2006) 11:79–104. doi: 10.1111/j.1751-9861.2006.tb00021.x

 114. Wilson PM, Rodgers WM, Fraser SN. Examining the psychometric properties of the behavioral regulation for exercise questionnaire. Measure Phys Educ Exer Sci. (2002) 6:1–21. doi: 10.1207/S15327841MPEE0601_1

 115. Wilson PM, Sabiston CM, Mack DE, Blanchard CM. On the nature and function of scoring protocols used in exercise motivation research: an empirical study of the behavioral regulation in exercise questionnaire. Psychol Sport Exer. (2012) 13:614–22. doi: 10.1016/j.psychsport.2012.03.009

 116. Kwan BM, Hooper AEC, Magnan RE, Bryan AD. A longitudinal diary study of the effects of causality orientations on exercise-related affect. Self Ident. (2011) 10:363–74. doi: 10.1080/15298868.2010.534238

 117. Rose EA, Markland D, Parfitt G. The development and initial validation of the exercise causality orientations scale. J Sports Sci. (2001) 19:445–62. doi: 10.1080/026404101300149393

 118. Braun V, Clarke V. Successful Qualitative Research: A Practical Guide for Beginners. London, UK: Sage Publications (2013).

 119. Taylor N, Conner M, Lawton R. The impact of theory on the effectiveness of worksite physical activity interventions: a meta-analysis and meta-regression. Health Psychol Rev. (2012) 6:33–73. doi: 10.1080/17437199.2010.533441

 120. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating complex interventions: The new medical research council guidance. Br Med J. (2008) 337:1655. doi: 10.1136/bmj.a1655

 121. Campbell M, Fitzpatrick R, Haines A, Kinmonth AL, Sandercock P, Spiegelhalter D, et al. Framework for design and evaluation of complex interventions to improve health. BMJ (2000) 321:694–6. doi: 10.1136/bmj.321.7262.694

 122. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process evaluation of complex interventions: medical research council guidance. Br Med J. (2015) 350:h1258. doi: 10.1136/bmj.h1258

 123. Burton J. WHO healthy workplace framework and model: background document and supporting literature and practices. In: Organization WH, editor. Geneva: World Health Organization (2010).

 124. Kwan BM, Bryan AD. In-task and post-task affective response to exercise: translating exercise intentions into behaviour. Br J Health Psychol. (2010) 15:115–31. doi: 10.1348/135910709X433267

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Lock, Post, Dollman and Parfitt. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpubh-06-00341-g003.gif
Pupose:
SO St o sosmanagunatf iyl ety s 1t ey sy b St RFE. 3 sk
e Chtnes 5o e s o Al S e 145 Gt e iy s s Sy
P e iy 10 s,

Mt st byl ity bt vy o a nasued i O iy ks o
s mrasas o Skt ins 3 e o o LG ot P oSS
B B en S st S sty

it s o chaaes gy st e e 5 s vath sy
e oo ap Ao a3 s o AR By et At f
S st Py by S g Lk anpyees i S (0 eSS

¥ t

P e =
= - -
Shomee | B2 | [mme | [EE
e B | |EE.
e e | |EE.| |8
g ||
o N | tommmes
SR, (O EERE [ i (€3] B
S s (e B,
o = e
B | |t | | | [ B
e e || S | | SR
Emas | |EEEED| || SR
Sme. | |mERee | |EE | |EEED
- R I (o
P pomepnny s
e N .| |
; " o eal (R
e | | e
ozl I WO R
s o e B
. | |BLD s
e | | 5 B
e == ey
== | 15| (e B
e | B (. | (ERze
e B, E
b e || | | B
e | |Saw | |3
i | | | (B B
el ) B ==
[ ————————————

o et 35 s oS o g ronsoa) S o
S ek et S, oo o s oo Gt SR L)






OPS/images/fpubh-06-00341-g001.gif
P






OPS/images/fpubh-06-00341-g002.gif





OPS/images/cover.jpg
, frontiers
in Public Health

Development of a
Self-Determination Theory-Based
Physical Activity Intervention for

Aged Care Workers:
Protocol for the Activity for
Well-being Program









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
’ frontiers
in Public Health





