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Abstract 

Background: Australia’s growing ageing population presents several challenges for the 

government, economy and health and aged care sectors to cater to their increasing needs. Age-

associated changes in mobility, which can lead to impaired nutrition status and lower quality of 

life (QoL) for older adults, also contributes to this burden. Physical activity is recommended to 

manage the age-associated changes in older adults. The aim of the current study was to evaluate 

the feasibility of conducting a pragmatic study to assess the effects of an established, structured 

activity program on QoL, mobility and nutrition in aged care residents. 

Methods: A pragmatic, non-randomised, controlled pilot trial was conducted with a mixed 

methods analysis design. A total of 24 participants were included in the study with 12 

participants each in the structured activity group and control group. Participants in the activity 

group consisted of residents who were active participants of the established program, while the 

control group were residents who did not participate in any structured activity program. The 

primary outcome was a predefined criterion assessing trial feasibility. Secondary outcomes 

included changes in QoL, mobility and nutrition between and within the groups over time. 

Assessment of Quality of Life-6 Dimensions (AQoL-6D), Mini Nutritional Assessment (MNA) 

and Physiotherapy Mobility Assessment (PMA) tools were employed to assess QoL, nutrition 

and mobility, respectively, at baseline and follow-up (i.e., after six months). Interviews were 

conducted at the end of the study to obtain feedback on the structured activity program from 

staff and participants. Five participants (three from activity group and two from control group) 

and three staff were interviewed. Thematic analysis was used with the emerging themes in the 

interviews developed into major categories. 

Results: The average age of participants was slightly higher in the control group (83.67 years) 

than in the structured activity group (79.33 years). Most participants in the study were female 
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(66.67%). The feasibility criterion of a minimum 80 per cent recruitment rate was met. Retention 

and completion fell slightly short of this 80 per cent criteria. However, the feasibility of 

proceeding to a full trial can be considered by employing strategies to increase retention and 

completion. No statistically significant differences (p > 0.05) were found between the activity 

and control group for AQoL-6D total score, MNA and PMA score at baseline or follow-up.  

Emerging themes identified from the interview data include reluctance to participate in group 

activities for the control group participants, satisfaction with the program and experience of 

effects with participation for activity group participants as well as promoting choice and dignity 

and social interactions for the staff. 

Conclusion: Key criteria for progression of the trial to a larger multi-centre study was met with 

conditions. Recruitment of a larger sample size with power to detect changes in the outcome 

measures is important, as under-powered studies limit the ability to conclude the effects of the 

activity program on the outcome measures.  
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Chapter 1: Introduction 

This chapter outlines the background and context of the research and its purposes in Sections 

1.1, 1.2 and 1.3. Section 1.4 describes the significance and scope of this research. Finally, the 

remaining chapters of the thesis are outlined in Section 1.5. 

1.1 Background 

Australia’s ageing population is growing, with 15 per cent (3.8 million) of its total population 

aged 65 and over (1). The Australian Bureau of Statistics projects that approximately 8.7 million 

older Australians will make up to 22 per cent of the total population by 2056 (2). This growing 

population of older adults increases the pressure on the Australian Government, economy and 

health and aged care sectors to cater to their increasing needs. Age-associated changes in 

mobility, which can lead to impaired nutrition status and lower quality of life (QoL) for older 

adults, also contributes to this burden (3).  

Physical activity is recommended for managing the age-associated changes in older adults. 

Physical activity is a, ‘broad term that includes any body movement that works the muscles and 

expends energy’ (4). While the benefits of physical activity are widely accepted, there are 

several barriers in implementing a structured activity intervention program in a residential aged 

care facility, including the cost and sustainability of the intervention (5). This study thus focuses 

on evaluating the feasibility of conducting a study on a structured activity program and its effects  

mobility, QoL and nutrition in aged care residents.  
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1.2 Context  

The practical implementation of a physical activity program in aged care facilities is impacted 

by factors such as funding and risk aversion. A large proportion of the costs associated with 

running Australian aged care facilities are subsidised by the Australian Government through 

the Aged Care Funding Instrument (ACFI) (6). The level of funding received by an aged care 

facility is based on the assessment of the resident’s activities of daily living, behaviour and 

complex health care needs (6). The implementation of any activity programs is dependent on 

individual aged care facilities as there is no provision under ACFI for funding any physical 

activity programs (7). Unfortunately, this may cause a potential financial disincentive for aged 

care providers. If an activity program is implemented and it subsequently improves mobility 

of the residents, the ACFI funding provided to the facility for the care of the resident is also 

reduced (8), which can negatively affect residents’ health and QoL. 

Additionally, avoidance of physical activity due to fear of consequences such as pain and falls 

is common among older adults (9). Activity avoidance can lead to deconditioning and 

ultimately lead to reduced physical functioning (9). Therefore, the lack of physical activity 

opportunities in aged care facilities reinforces the cycle of inactivity in residents. 

1.3 Purpose 

This project was a pragmatic, non-randomised controlled pilot trial. The primary aim of the 

study was to determine the feasibility of conducting a future multi-centre trial which assesses 

the impact of an established structured activity program on QoL, mobility and nutrition in an 

aged care setting. The aim of this study was achieved through the following objectives: (1) 
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Assessing the feasibility of the study relating to recruitment and retention of participants and 

completion of outcome measure questionnaires. (2) Quantitative assessment and analysis of 

outcome measures at baseline and follow-up using questionnaires to inform larger trial. (3) 

Feedback interviews with the participants and staff at the aged care facility to inform larger 

trial.  

1.4 Significance and Scope 

The prevention of disability and preservation of independence are key priorities in promoting 

healthy and active ageing. Age-associated changes and the presence of chronic conditions can 

result in an extensive loss  of physical and sensory capabilities in older adults, including loss of 

muscle mass and strength  and an increase in fat mass (10). Deterioration of the function of 

physiological systems, with associated anatomical changes, can lead to cognitive decline, 

skeletal muscle atrophies (sarcopenia), osteopenia and osteoporosis (11). As skeletal muscle 

plays a critical role in functional mobility, the loss of muscle mass is a strong risk factor for 

disability, disease, frailty and directly impacts upon a person’s independence (10).  

Frailty is recognised clinically as a geriatric syndrome that arises due to multiple deficits to 

physiological systems that restrict their ability to complete activities of daily living (12). 

Govermental policies supporting at home care for older people to live in the community as 

well as the reluctance of older people to enter residential facilities results in frailty being highly 

prevalent among aged care residents. Frail people are at a high risk of complications, including 

even minor stressor events, which can lead to significant changes over time (13). While there 

is a broad spectrum of frailty, frail people tend  to have lower physical activity, reduced social 

interactions and multiple chronic conditions (14). Studies have proven that physical activity is 



   

 

4 

 

beneficial as both an intervention and prescription for frail people, however, fear and safety 

concerns prevent older adults from participating  in regular physical activity especially in aged 

care facilities (15, 16). 

Additionally, while structured activity is recommended for older adults by the Royal 

Australian College of General Practitioners (RACGP) (17), evidence suggests that older adults 

are largely underrepresented in randomised controlled trials on exercise that are predominantly 

conducted on healthy adult population (18). Notable gaps in literature were evident pertaining 

to the study setting and interventions. A limited number of studies were conducted in an 

Australian aged care setting (19-21), while many were conducted on community-dwelling 

older adults (22-24). The lack of studies in a clinical setting with resident participants presents 

a gap in the literature. 

Several limitations to implementing a physical activity intervention program in a residential 

aged care facility were identified, including lack of interest in participating in the program, 

low attendance rates, intervention sustainability, lack of long-term effects and the financial 

constraints of aged care facilities (17).  

The present project is important, as it provides a much-needed platform for aged care residents 

and staff to voice their opinions in the matters that affected them the most. Thus, the study 

forms the basis of an action research process that intends to promote healthy ageing and 

improve the overall QoL of aged care residents in an effective and sustainable manner. 
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1.5 Outline of Chapters 

Chapter 1 provided a brief introduction to the thesis. Chapter 2 provides a comprehensive 

literature review on the effects of the ageing population on Australia and the Australian aged 

care system. The definition of healthy ageing and the factors influencing the healthy ageing of 

older adults in aged care facilities are further explored. The chapter then examines physical 

activity in aged care facilities and its potential benefits on mobility, nutrition and QoL.The 

feasibility of physical activity studies in aged care facility settings are discussed. Chapter 3 

explains the methodology used in the study. It further details the specific methods and 

assessment tools that were employed for each outcome measure. Chapter 4 provides the 

study’s quantitative and qualitative results, including the participants’ characteristics and 

demographics. Chapter 5 is the discussion section. It provides a brief overview of and 

discusses the overall results from this thesis. The strengths and limitations of the study are 

discussed. Future research directions and the implications for practice and policy are also 

detailed. 
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Chapter 2: Literature Review 

2.1 Introduction  

Ageing and age-related physiological changes can result in lack of mobility, poor nutritional 

status and reduced QoL in older adults (25). It is further worsened by the lack of healthy ageing 

services and strategies offered to older adults (26). This literature review will provide a 

comprehensive review on the Australian aged care system. The definition of healthy ageing 

and the factors influencing the healthy ageing of older adults in aged care facilities are further 

explored. It then examines physical activity in aged care facilities and its potential benefits on 

mobility, nutrition and QoL. 

2.2 Ageing Population 

The global population is ageing with many countries around the world experiencing growth in 

the proportion of older people (aged 65 years and over) in their population. By 2050, one in 

six people in the world will be over age 65 (16 per cent), up from one in 11 in 2019  (9 per 

cent) according to the United Nations World Population Prospects: the 2019 Revision (27). 

This trend is also reflected in Australia, with the Australian Bureau of Statistics (ABS) 

showing that by 2056, approximately 8.7 million older Australians will make up to 22 per cent 

of the total population, up from 3.8 million (15 per cent) in 2019 (28). 

Population growth and ageing are determined by various common factors across the world. 

The three key demographic drivers of global population ageing are fertility, mortality and 

migration (29). The changing roles of women in society, with more women focusing on 

education and their careers, have caused a decline in fertility rates. The average life expectancy 
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of Australians has also improved dramatically, with those born between 2016 and 2018 

expected to live around 34 years longer than those born between 1881 and 1890 (30) . 

Sustained low fertility rates coupled with a global increase in life expectancy due to social, 

medical and technological advances has directly contributed to the ageing population (31). 

International migration also contributes to changing population age structures in some 

countries and regions. While large immigration flows of working-age migrants can 

temporarily influence population age structures, migrants who remain in the country will 

eventually be part of the ageing population (31). Although increasing life expectancy has been 

a remarkable achievement in the past century, an ageing population has widespread 

implications for society. 

The growing ageing population has implications for all aspects of society, from labour and 

financial markets to healthcare (32). Moreover, the subsequent decline in the working-age 

population and rising dependence on working Australians has slowed labour force and 

economic growth rates (33). This has been somewhat mitigated by the increasing number of 

Australians aged 65 and over remaining in the workforce, from 300,000 in 2009 (2.8 per cent 

of all workers) to 610,000 (4.7 per cent of all workers) in 2019 (34). More Australians aged 

over 65 are likely to remain in the labour force due to being in good health, and because the 

eligibility age for the pension is currently 66 years and is projected to increase to 67 years by 

2023 (35). The increased demand for health services due to age-related health conditions also 

presents a challenge to the Australian health care system. 
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2.2.1 Ageing and its impacts on the health of older adults 

At a cellular level, the process of ageing is driven by molecular damage that accumulates with 

age (36). Physiological changes that occur with ageing can be categorised into cellular 

homeostatic mechanism changes, decrease in organ masss and loss of function reserve of body 

systems (37). These cumulative changes can have significant impact on the well being of a 

person with the prevalence of many health conditions increasing with old age (38). 

The traditional ‘geriatric giants’—immobility, instability, incontinence, and impaired 

intellect/memory—and the modern ‘geriatric giants’—frailty, sarcopenia, anorexia of ageing 

and cognitive impairment are the principle chronic conditions which affects older adults  (39-

41). Age-associated changes and the presence of chronic conditions can result in an extensive 

loss of physical and sensory capabilities in older adults, including loss of muscle mass and 

strength and an increase in fat mass (42).  

Deterioration of the function of physiological systems, with associated anatomical changes, 

can lead to cognitive decline, skeletal muscle atrophies (sarcopenia), osteopenia and 

osteoporosis (11). As skeletal muscle plays a critical role in functional mobility, the loss of 

muscle mass is a strong risk factor for disability, disease, frailty and directly impacts upon a 

person’s independence (10).  

2.2.2 Ageing and its impacts on health services 

Ageing presents multiple challenges to the Australian healthcare system, including changing 

health profiles, increased demand for higher quality healthcare and the associated costs with 

addressing these issues (43). The health profiles of older adults have changed markedly, with 

non-communicable diseases (NCDs) surpassing infectious diseases as the leading cause of 
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health burden (44). According to the Australian Burden of Disease Study 2015, 65 per cent of 

the national health burden was due to NCDs such as cancer, cardiovascular diseases, chronic 

obstructive pulmonary disease, diabetes and injuries (45). NCDs reduce the QoL of older 

adults, raise healthcare costs and place pressure on primary care providers and aged care 

services to cater to older adults’ growing needs (46). 

The demand for higher quality health care is expected to increase with the ageing population, 

as older people are higher users of health services (43). According to a 2018 report by the 

Department of Health Services, there were twice as many Medicare claims for general 

practitioner (GP) attendances for people aged 65 and over as compared to people aged under 

65 (47). The Medicare claims were also four times higher for medical specialist attendances 

by people aged 65 and over (47). This has implications for the health workforce to have 

adequate number of skilled personnel to meet the increased demand. The shortage of skilled 

health workers is also a challenge in the aged care industry, which needs to be addressed (48). 

As government and health systems address and adapt to the changing needs of the ageing 

populations, this may also add pressure on the health expenditure (43). Health services in 

Australia are funded by the Australian Government, private insurers and by individuals (49). 

Governments, including state, territory and local, account for most of the funding for aged 

care. The Australian Government spent $19.9 billion on aged care in 2018–19 (50) and this 

figure may likely increase over the coming years with the growing ageing population. 

Therefore, it is necessary to ensure that the money is effectively managed to provide quality 

care to the older population. 
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2.3 Aged Care System 

Aged care is defined as ‘the support provided to older people (aged 65 years and older or 50 

years and older for Aboriginal or Torres Strait Islander people) in their own home or in an 

aged care facility’ (51). It can include assistance with everyday household activities, provision 

of mobility equipment, personal care, health care and accommodation. The three main types 

of aged care services offered in Australia include home care service, residential aged care and 

short-term care (51). 

As one of the fastest growing industries in Australia, the government spent around $18.1 

billion on aged care in 2018–19; this is expected to increase to $22.2 billion in 2021–22 (52). 

Nearly 70 per cent of this funding was directed to RACFs, while the remaining 30 per cent 

was allocated, first, to home support, followed by home care, flexible care and other types of 

aged care (52). The type and intensity of aged care services are summarised in Figure 2.1. 
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Figure 2.1. Intensity and Type of Aged Care Services in Australia. 

Adapted from Royal Commission into Aged Care Quality and Safety(53) 

2.3.1 Types of Aged Care Services 

2.3.1.1 Home Care Service 

Home care services provide assistance that allows an older person to live independently, safely 

and connected to the community (54). These include personal care, nursing care, domestic and 

home maintenance assistance, transport and social support services. It is divided into entry-

level care supported by the Commonwealth Home Support Programme (CHSP) and complex 

care supported by the Home Care Package (HCP) (54). The CHSP aims to provides low-level 

care of support for people to live independently and is recommended for people who only 

require one or two services (55). The HCP are recommended for people who have complex, 
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ongoing care needs and require multiple services (54). People accessing CHSP services are 

expected to pay for the services at a subsidised rate. There are no financial assessments for 

accessing CHSP services. It consists of one fee per service, which is set by the service 

providers (56). 

2.3.1.2 Residential Aged Care Facility 

Residential aged care facilities (RACFs), also called aged care homes and nursing homes, 

provide accommodation, personal care and clinical care for older people who are not able to 

support themselves or be supported by others in their own home (57). Most Australian RACFs 

receive subsidies from the government to provide affordable care and support services for the 

older people who require them (57). 

People living in an RACF are expected to pay a basic daily fee, or a basic daily fee and 

accommodations costs or a basic daily fee and a means-tested care fee and accommodation 

costs. The basic daily fee is an amount that everyone pays for daily services such as food, 

cleaning and laundry. The maximum daily fee is $52.25 per day or $19,071.25 per year and is 

paid directly to the aged care facility (58). A means-tested care fee is an additional amount 

payable by some people as determined through a means assessment. There are annual and 

lifetime caps for the amount that can be charged by the aged care facility ($28,087.41 per year 

and $67,409.85 in a lifetime)  (58). The accommodation fee is set by each aged care facility 

based on the location of the facility and the size of the rooms. Either the government or the 

individual pays the fees determined by a means assessment. The accommodation fee is paid 

by the government if the individual has an income of below $27,840 and assets below $50,500. 

If the individual has an income over $70,320 or assets above $171,535.20, then they will have 
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to pay the full fees as agreed with the aged care facility (58). Some aged care facilities might 

also charge an additional service fee or extra service fee, which are not subsidised by the 

government. Additional service fees are for hotel-type services, such as paid TV channels and 

hairdressing services, while the extra service fee is for a higher standard of hotel-type services, 

including specialised menus, higher quality linen and room furnishings 

2.3.1.3 Short-term Care 

Short-term care provides care and support services for a designated amount of time to assist 

older adults with their everyday tasks and restore or maintain their independence (51). The 

services offered include short-term restorative care, transition care and respite care. 

Restorative care is offered to people who are beginning to require help with everyday tasks 

and want to delay or avoid the need to access long-term care services (59). Transition care is 

offered to those who require assistance to regain independence after a hospital stay (60). ). 

Respite care is offered to older people living with a carer who is unable to care for that older 

person or requires a break. This care could be for a few hours, or a few days, when the carer 

is not available (57). While the costs are subsidised by the government, individuals are 

required to contribute to the cost depending on the level of care and service required and their 

financial situation (51). 

2.4 Residential Aged Care Facility 

Residential aged care can be defined as ‘providing accommodation and care services to aged 

people who are no longer able to support themselves or be supported by others in their own 

homes’ (61). It provides residential care for older people aged 65 years and older (50 years 

and older for Aboriginal or Torres Strait Islander people) (51).  In Australia, the average age 
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on admission to permanent residential aged care was 82 years for men and 84 years for women 

(62). 

To ensure best quality of care, a resident’s care needs are thoroughly assessed upon their 

admission into the RACF. This assessment also allocates subsidies to the RACF to provide the 

care required for the resident. 

2.4.1 Aged Care Funding Instrument (ACFI) 

The ACFI assesses a resident’s ongoing care needs and is used by aged care providers to claim 

a government subsidy for the resident’s care (6). The ACFI consists of 12 questions about a 

resident’s care needs that are categorised under three domains: ADL, behaviour and complex 

healthcare (6). The assessment is conducted by an assessor nominated by the aged care 

provider (63). The resident’s care needs and associated funding requirements are classified as 

either a nil, low, medium or high for each of the three domains (6). The subsidy that an RACF 

receives depends on the combined amount payable for all three domains and the medical 

conditions of each resident  (64). 

Due to the significant growth in ACFI subsidy expenditure, changes were made to ACFI 

scoring and indexation by the government. According to a 2019 review conducted by the 

Department of Health investigating 6,636 ACFI claims between 2017 and 2018, around 2,290 

(34.5 per cent) claims resulted in a reduction in funding (65). The review suggested that aged 

care providers were seeking to increase the claimed amounts as a result of growth in specific 

sections of the ACFI compared to overall growth across ACFI areas (64). 
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ACFI payments represent over 62 per cent of the revenue for aged care providers (50). The 

substantial increases in wages and limited increase of ACFI payments in recent years has had 

a marked influence on the financial performance of aged care providers. This has resulted in 

pressure to reduce staff costs, leading to staff shortages that, ultimately, affect the quality of 

care received by the residents. 

2.4.2 Aged Care Regulation 

The Aged Care Act 1997 (Cth) outlines the obligations and responsibilities that aged care 

providers must follow to receive subsidies from the Australian Government and ensures 

protection for people receiving care (66) . The responsibilities of aged care providers under 

the Aged Care Act 1997 (Cth) relate to (1) the quality of care they provide, (2) the user rights 

of people receiving care and (3) being accountable for the care provided. 

According to the Quality of Care Principles 2014, under the Aged Care Act 1997 (Cth), 

providers are responsible for complying with the Aged Care Quality Standards, minimising 

the use of restraint and for all specified care and services provided(67). The Aged Care Quality 

Standards consists of eight standards focusing on the outcomes for the individuals receiving 

care (68). Provider responsibilities in the User Right Principles 2014, under the Aged Care Act 

1997 (Cth), include managing complaints, complying with funding requirements and 

complying with the Charter of Aged Care Rights (67). 

2.4.3 Royal Commission 

The Royal Commission into Aged Care Quality and Safety was established on 8 October 2018 

as an inquiry into the quality of care provided to older Australians in residential and in-home 
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aged care (69). The Commission is inquiring multiple issues that affect aged care in Australia 

and ways to address these issues. 

The Interim Report on the quality and safety of aged care found that the aged care system is 

neglecting the needs of older adults, as it fails to provide safe and quality care (53). Some of 

the shortfalls have been attributed to the higher-level management of aged care organisations 

and aged care workforce who are ‘underpaid, undervalued and insufficiently trained’ (70). 

Reforms to the Australian aged care system would therefore be  necessary to ensure the needs 

of the growing ageing population are adequately met. 

One of the main recommendations for the aged care system is the replacement of the Aged 

Care Act 1997 (Cth). The definition of aged care in the new Act will be modified to mean the 

‘support and care for people to maintain their independence as they age, including support and 

care to ameliorate age-related deterioration in their social, mental and physical capacities to 

function independently’ (71).  This revised definition, which includes the promotion of 

independence in older adults, will create a proactive approach to active and healthy ageing. 
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2.5 Healthy Ageing 

The World Health Organization (WHO) defines healthy ageing as ‘the process of developing 

and maintaining the functional ability that enables wellbeing in older age’, in which ‘functional 

ability comprises the health-related attributes that enable people to be and to do what they have 

reason to value’ (72). Functional ability is determined by a variety of factors, including 

genetics, behavioural, lifestyle, environmental and socio-economic factors. While some of 

these factors are under the control of the individual, most are dictated by the social 

determinants or conditions of health in which people are raised (73). The inequity caused by 

these determinants can result in a diversity of health status characterised at older age (25). 

The physical and mental activity of older people aged 65 and over are not equal, as an 80-

year-old person could present with equal or better physical and mental capacity as a 60-year-

old adult. This diversity in health status among older adults, which may stem from the 

inequities they experienced, means that only a few are privileged to enjoy a healthy life (74). 

These inequities need to be managed to address the diversity of health status and promote 

healthy ageing in the community. 

Between 2015 and 2030, healthy ageing will be the focus of the WHO’s work on ageing 

between and replaces the active ageing policy framework developed previously. In response 

to the WHO’s proposal for a Decade of Healthy Ageing, the United Nations General Assembly 

declared 2021 to 2030 the United Nations Decade of Healthy Ageing (75). The 10 proposed 

priorities for the Decade of Healthy Ageing are (75): 

1) ‘establishing a platform for innovation and change 

1) supporting country planning and action 
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2) collecting better global data on healthy ageing 

3) promoting research that addresses the current and future needs of older people 

4) aligning health systems to the needs of older people 

5) laying the foundations for a long-term-care system in every country 

6) ensuring the human resources necessary for integrated care 

7) undertaking a global campaign to combat ageism 

8) defining the economic case for investment 

9) enhancing the global network for age-friendly cities and communities’. 

The overarching aim of the proposed priorities is to ensure that ‘no one will be left behind and 

that every human being will have the opportunity to fulfil their potential in dignity and 

equality’ (72). Rather than focusing on the absence of disease or ‘adding years to life’, this 

approach to health ageing focuses on improving QoL or ‘adding life to years’ 

Healthy ageing strategies can be adopted and implemented effectively by the aged care 

industry through a two-fold approach. First, healthy ageing strategies can be promoted to 

people at an earlier age to prevent the burden of disease at a later age. This would ensure that 

older adults are healthy enough to actively engage and contribute to the community for a 

longer period (76). Subsequently, services promoting healthy ageing can be offered to older 

adults who are at a later stage in their life to improve their QoL. One way of promoting healthy 

ageing in RACFs is through encouraging the physical activity of residents. 

2.6 Physical Activity 

Physical activity is a ‘broad term that includes any body movement that works the muscles 

and expends energy’ (4). The benefits of regular physical activity in improving physical and 
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mental functions and reversing the effects of chronic diseases in older adults has been well 

documented (11, 77, 78). The current Australian Physical Activity Guidelines recommend at 

least 30 minutes of moderate physical activity on most days for older adults; however, 

completing the recommended amount of activity may be influenced by various factors (79). 

The reduction or ceasing of activities in older adults is often due to a variety of psychosocial 

and demographic factors, which is mainly reflected as a desire to prevent falls or pain 

exacerbation and avoid medical intervention (80). However, limiting activity may lead to a 

cycle of restriction, decreased participation, reduced mobility and greater disability (42, 81). 

Age related decline in physical functional capacity is affected by a variety of social and 

environmental factors. However, the natural decline of functional capacity in older adults is at 

a slower rate as compared to older adults after their entry into aged care facilities with many 

falling below the disability threshold. The disability threshold pertains to when an individual 

requires physical assistance due to their health and environmental conditions. Interventions 

such as promoting physical activity can reduce the rate of physical decline in older adults 

allowing for more years without disability. 
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2.6.1 Types of Physical Activity  

2.1.1.1 Aerobic Exercise 

Aerobic or endurance exercise can be defined as any activity that involves large muscle groups 

and can be sustained for atleast ten minutes (75). Examples of aerobic exercises include, 

walking, running, hiking, swimming and cycling. The guideline for aerobic activity is atleast 

30 minutes of low-moderate exercise performed 5 to 7 times a week for older adults (76). 

Various studies have identified the benefits of aerobic exercise on improving physical fitness 

(77, 78), cardiovascular health (75, 79), cognitive health (80) and QoL (81) in older adults. 

However, the beneficial effects of aerobic exercise is dependent of frequency and quantity of 

exercise with the optimal standard set as 1 to 2.4 hours over 2 to 3 times a week (82). Due to 

the moderate to high intensity nature of aerobic exercises, it may not be suitable for some older 

adults. More research is needed to identify how aerobic exercise programs can be incorporated 

safely into aged care facilities for residents to benefit. 

2.1.1.2 Resistance Training 

Resistance or strength training utilises external resistance which induces muscle contractions 

to improve muscular fitness (83). Different types of resistance training activities include the 

use of weights such a dumbbells or weighted medicine balls, elastic resistance bands as well 

as the use of own body weight. For older adults, progressive resistance training is 

recommended atleast 2 to 3 times a week (76). Findings from a Cochrane Review including 
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121 randomised controlled trials indicated that resistance training performed 2 to 3 days a 

week resulted in increased muscle strength (84). The beneficial effects of resistance training 

in preventing and managing age related impairments is also well documented (85-87). 

2.1.1.3 Balance Exercise 

Balance exercises involves activities that strengthens lower back and leg muscles to promote 

postural stability and prevents falls (88). Examples of balance exercises include Yoga and Tai-

chi. Incorporation of balance exercises into daily activities is highly recommended for older 

adults exercises to promote balance and reduce falls (76). Improved balance and reduction of 

fall incidences can lead to increased mobility in elderly as the physical impacts or fear of falls 

can prevent them from being physically active (89). This is supported by the improved 

functional status and physical performance in Yoga and Tai chi intervention studies (90-92). 

As Tai chi and Yoga incorporates aspects of aerobic and resistance training into balance 

training, older adults can achieve a greater range of health benefits. 

2.6.2 Effects of Physical Activity  

2.6.2.1 Physical Activity and Mobility 

Overall aerobic power and physical capability are collectively increased by physiological 

changes induced by regular physical activity within the neuromuscular system to coordinate 

movements, the cardiopulmonary system to effectively distribute oxygen and nutrients around 

the body and the metabolic processes in regulating glucose and fatty acid metabolism (11, 82, 
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83). Through the enhanced coordination of movements and muscle function, mobility is 

improved (84). A randomised clinical trial on the effects of structured physical activity on the 

prevention of major mobility disability in older adults found physical activity group 

participants had reduced incidences of major mobility disability compared to the control group 

participants (hazard ratio [HR], 0.82, [95% confidence interval [CI], 0.69–0.98], p  = .03) (85). 

This is corroborated by a 2012 meta-analysis conducted on the effects of physical exercise 

therapy on mobility, physical functioning, physical activity and QoL in community-dwelling 

older adults with impaired mobility, physical disability and/or multi-morbidity (86).  That 

meta-analysis found that physical exercise therapy has a positive effect on mobility and 

physical functioning. 

2.6.2.2 Physical Activity and Nutrition 

Nutrition is an essential element of health in older adults; however, around 20–65 per cent of 

aged care residents in Australia are malnourished, with nearly 75 per cent at risk of 

malnutrition (87).  Malnutrition is ‘a deficiency, excess or imbalance of energy, protein and 

other nutrients, which causes measurable adverse effects on tissue/body form (shape, size, 

composition), function and clinical outcome’ (88).  Malnutrition in older adults is caused by a 

variety of different factors, including those affecting appetite such as lack of exercise, inability 

to eat, nutrient absorption and medical conditions (88).  The age-related reduction of lipid 

turnover in the fat tissue makes it easier for older adults to gain weight in a way that is 

independent of other factors such as diet and exercise (89).  
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Conversely, ‘anorexia of ageing’ is the physiological age-related reduction in appetite and 

energy intake. Most age-related decrease in energy is a response to the decline in energy 

expenditure with age. However, in many older adults, this decrease in energy intake is greater 

than the decrease in energy expenditure, leading to a loss in body weight (90). This can lead 

to the development of sarcopenia and several other adverse health outcomes (40).  

A 2016 study, suggests sarcopenia as a plausible explanation for the frequent association of 

anorexia with poor endurance, slow gait and reduced mobility (13). Further, the activation of 

the hypothalamic pituitary adrenal axis in older adults with chronic pain creates a positive 

feedback loop to malnutrition with the release of the corticotropin-releasing hormone, 

adrenocorticotropic hormone, catecholamines and cortisol (91). Stress hormones such as 

adrenaline and cortisol increase blood pressure, heart rate and respiration rate while also 

inhibiting the digestive system and restricting nutritional absorption (91).    

In addition to these age-related causative factors, aged care residents are more susceptible to 

malnutrition due to limited food choices and staffing cuts caused by lack of government 

funding (92). These financial constraints, coupled with the increased demand for aged care 

services, means that aged care providers are forced to reduce spending for services, including 

catering and staffing. With an average of just $6.08 spent on three meals a day for each 

resident, food quality is compromised by the replacement of healthy, fresh food with 

supplements, food replacements and bulk-packed reheated food (92). Limited food choices 

food for people on special diets and lack of staff to aid people who require assistance with 
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eating also exacerbates the problem. For example, a 2017 study of 64,256 residents from 817 

aged care providers found that 50 per cent of these residents were malnourished (92). 

The improved metabolic activity caused by physical activity leads to an increase in appetite 

and food intake, thereby improving nutritional uptake (93). In older adults, reduced physical 

activity can exacerbate ‘anorexia of ageing’ or the physiological age-related reduction in 

appetite and energy intake (94). Multiple studies have consistently recognised the fundamental 

role of physical activity in remedying anorexia of ageing (41, 95, 96).  

2.6.2.3 Physical Activity and Quality of Life 

QoL (also termed health-related QoL) includes the physical, mental, emotional and social 

functioning of an individual, and is an important concept in health research used to inform 

decisions on the prevention and treatment of disease (97). According to the WHO, ‘quality of 

life is associated with the subjective perception that the individual has about a complete state 

of physical, psychological and social wellbeing, and not merely the absence of disease, 

shaping it as a multidimensional concept’ (98).  Physical activity is a critical factor that can 

simultaneously improve the three key QoL dimensions: physical, psychological wellbeing and 

social wellbeing (97). 

Although maintenance of QoL is one the most important outcomes of care services for older 

adults, there is limited research into the association between physical activity and QoL of older 
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adults (87, 88). These studies found a positive association between QoL and physical activity 

in older adults.(99, 100).  

2.7 Feasibility of  Physical Activity Studies in Aged Care Facilities  

Physical activity interventions are challenging and resource-intensive in nature. Implementing  

physical activity intervention studies in residential aged care facilities adds another layer of 

complexity that requires cooperation from both the facility and residents. Older adults 

especially residents in aged care facilities are more reluctant to participate in research studies.  

Previous studies conducted in Australian aged care facility settings identified multiple barriers 

to the recruitment and retention of older adult participants in  trials (101-103).  Barriers to 

recruitment of older adults in research pertain to health problems, social and cultural barriers 

as well as potentially impaired capacity to provide informed consent (102, 104). Older adults 

with high risk of falls and cardiovascular conditions which could be aggravated by physical 

activity would not be recommended to participate in activity studies due to medical reasons. 

Cultural and language barriers of residents as well as resident’s families could also prevent 

them from wanting to take part in studies.  Attrition due to death and non-response is also high 

in research with older populations affecting the retention of participants in studies (104). 

Feasibility studies conducted prior to larger trials have been highly recommended for 

identifying and addressing such issues to improve chances of a successful physical activity 

trial (105).  
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2.8 Aims and Objectives  

The primary aim of this study is to determine the feasibility of conducting a future multi-centre 

trial which assesses the impact of an established structured activity program on QoL, mobility 

and nutrition in an aged care setting. The aim of this study would be achieved through the 

following objectives: (1) Assessing the feasibility of the study relating to recruitment and 

retention of participants and completion of outcome measure questionnaires. (2) Quantitative 

assessment and analysis of outcome measures at baseline and follow-up using questionnaires 

to inform larger trial. (3) Feedback interviews with the participants and staff at the aged care 

facility to inform larger trial. 
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Chapter 3: Methodology 

3.1 Introduction  

This chapter explains the methodology used in this study. It further details the specific 

methods and assessment tools that were employed for each outcome measure. 

3.2 Research Design 

This pilot, pragmatic, non-randomised controlled trial study followed a mixed methods design 

and incorporated a qualitative component on resident and staff feedback. A pragmatic trial 

design was employed. Rather than using an explanatory trial conducted under optimal 

conditions (106), this study employed a pragmatic trial design. This was due to the activity 

program being assessed in a routine practice setting to ensure that results from the trial could 

be generalised to broader routine practice settings. 

The Pragmatic Explanatory Continuum Indicator Summary (PRECIS-2) tool was used to 

assess the trial’s characteristics. PRECIS-2 is an accepted tool to assess the design of a trial 

on a pragmatic or explanatory continuum (107). It is composed of nine domains, including 

eligibility criteria, recruitment, setting, organisation, flexibility delivery, adherence, follow-up 

and primary outcome and analysis. Each domain is scored on a five-point Likert scale, with a 
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score of one being very explanatory to a score of five being very pragmatic (107). Figure 4.1 

shows the trial design for the current trial based on the nine domains of the PRECIS-2 tool. 

The PRECIS-2 tool shows that the current pilot trial was more pragmatic than explanatory 

 

 

 

Figure 3.1. Pilot Pragmatic Trial Design.  

The PRECIS-2 Tool Shows That the Current Pilot Trial Was More Pragmatic Than 

Explanatory. 
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A mixed methods research design was selected to ensure a better understanding of the 

structured activity study (108). This approach also provided opportunities for aged care 

residents and staff to share their experiences and shape future research. 

The quantitative component of the study included gathering data on participant demographics, 

recruitment, retention and data completion rates and mobility, nutrition and QoL outcome 

measures. Mobility and nutrition assessments at baseline and follow-up (six months), which 

were conducted as part of usual care, were provided by the aged care facility after consent 

from the residents. QoL assessments were conducted at baseline and follow-up by the research 

team. 

The qualitative aspect of the study included feedback interviews, which were conducted post-

study to gain feedback from the participants and staff on the structured activity program. 

Participants from the structured activity group and control group as well as staff who were 

involved with conducting the activity program were invited to participate. Open-ended 

questions were asked to encourage the participants to share their experiences on the perceived 

benefits, limitations and concerns of the structured activity program as well as suggestions to 

improve the program. Additional interview questions were added to gather participant and 

staff experiences with COVID-19 and its potential effects on participation in the program. A 

framework of the interview questions is provided in Appendix 6. A flow chart of the research 

design is provided in Figure 4.2. 
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3.3 Modifications  

Several modifications were made to the initial design of the study due to unprecedented 

changes caused by COVID-19. The study initially planned to include three groups with 

retrospective data being obtained for all participants to assess the changes over time.  Group 

1 would include residents who were active participants of the activity program offered by the 

aged care facility, Group 2 would include residents who have not participated in the activity 

program prior to the study and Group 3 would be the control which include residents who did 

not take part in any structured activity program. Inclusion of retrospective data on nutrition 

and mobility for all participants from their admission into the aged care facility would allow 

for any effects of the activity program to be determined over time. COVID-19 restrictions 

significantly affected the recruitment of participants for the different groups. Retrospective 

data could not be included in this study as COVID-19 restrictions also hindered our access to 

the aged care facility to obtain retrospective data for all participants.  

Initially, the assessment of outcome measures were planned at baseline, week four, week eight 

and week 12. Due to COVID-19, all visits to aged care facilities were strictly restricted. Staff 

at the facility were also unable to assist the research team in collecting the surveys at the 

specified weeks or organising data collection over video conferencing platforms such as Zoom 

or Skype. Therefore, data collection was modified to baseline data and follow-up (at six-

months) when COVID-19 restrictions were relaxed. 
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This posed a major methodological issue as the design would not allow for the effects of the 

exercise program to be determined as the participants in the activity group were already 

participanting in the program prior to the study for periods of time. As retrospective data was 

not available for all participants, another way of mitigating the issue was by accounting for 

the varying durations in program participation by the activity group. However, due to the low 

sample size of the current study, advanced statistical approaches to account for varying 

durations in program participation on the outcome measures could not be employed.  

As the circumstances for the changes were beyond the control of the research team, the study 

was completed with the modified design. The main aim of this study was the feasibility of the 

main trial; therefore, the focus of the study was on informing the process, managements and 

resource requirements for the larger study than making inferences about the effectiveness of 

the activity program. Data collection and analysis were thus performed to understand and 

inform management for the larger study.  

Additional changes were made to the focus group interviews which were initially planned for 

after the study. The research team were allowed into the aged care facility for two hours a day 

after providing evidence of flu vaccination, getting temperature checked and filling out 

screening and consent forms. The team were required to follow proper infection control 

procedures while visiting the aged care facility by wearing masks, maintaining social 

distancing and practising hand hygiene before and after visiting each resident. 
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Given group meetings were discouraged by the aged care facility due to COVID-19, the focus 

group interviews were substituted with individual feedback interviews. Moreover, due to 

COVID-19 restrictions, data collection and feedback interviews at the six-month follow-up 

had to be completed one-on-one with the residents and staff. Additional questions regarding 

the effects of COVID-19 were also included in the interview. 

3.4 Study Setting 

This single-site study was situated at a Bupa 98-bed residential aged care facility on the Gold 

Coast. The structured activity program sessions offered by the aged care facility was 

conducted in the activities room at the aged care centre. 

3.5 Recruitment  

Participants were recruited from the Bupa residential aged care facility on the Gold Coast. The 

aged care facility was approached about participation in the study via email and a face-to-face 

meeting with the general manager and clinical care managers. Potential participants were 

identified at the initial recruitment meeting, where details of the study, including the purpose, 

benefits and associated risks were explained to the residents. Participants were further 

recruited using flyers (see Appendix 1) handed out at the aged care facility and during the 

acclimatisation period before the start of the study. A simple log was kept that tracked the 
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number of residents approached, the number declined, any exclusions and the exclusion 

reasons. 

3.6 Structured activity program  

The structured activity program is offered at all Bupa RACFs and involves a low-impact, 

seated activity session run by trained staff. The voluntary sessions are offered every morning 

from Monday to Thursday and last for 30 minutes. The program is adjusted to suit the 

participants’ requirements and consists of mild to moderately active exercises and mindfulness 

exercises. 

During this study, the structured activity sessions were conducted in the activities room at the 

aged care centre. Residents were seated on chairs or wheelchairs in a circle, with soothing 

music played throughout the session. The sessions which are conducted and monitored by 

trained aged care staff began with warm-up exercises involving stretching of all muscles in 

the body and breathing exercises. It progressed to moderately active exercise using exercise 

equipment such as pool noodles, beach balls and weights (1 kg and 500 g).  The exercises were 

performed in a circuit style with the residents cycling through several exercises. The intensity 

of the exercises were increased by increasing the number of repetitions with the weights and 

minimal 30 second intervals in between. Modified exercise activities were tailored for 

residents who were unable to follow with the rest of the group. The sessions concluded with 
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cool down breathing exercises. Further information about the exercise sessions is included in 

Appendix 2.  

3.7 Participants 

Participants in the structured activity group were residents who were already active 

participants of the structured activity program. Residents who did not take part in the 

structured physical activity program formed the control group.  

As this was a pragmatic trial, all residents (not in palliative care or the secure dementia care 

unit) at the aged care facility were invited to participate in the trial. The exclusion criteria were 

used to rule out residents due to safety concerns with participating in the trial. The inclusion 

and exclusion criteria are provided in the next section. 

3.7.1 Inclusion Criteria 

Participants were included in the study if they (1) were aged 65 years and over, (2) resided in 

an RACCF and (3) were able to give written and verbal consent or were able to obtain consent 

from their guardian. 

3.7.2 Exclusion Criteria 

The exclusion criteria for this study included (1) palliative care residents, (2) residents unable 

to self-ambulate or who required assistance and (3) residents with severe cognitive, hearing 

and visual impairments. 
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3.8 Sample size 

As this was a pilot trial, no formal sample size calculation was performed. At least 12 

participants are recommended for clinical pilot studies to estimate average values and 

variability for planning more extensive trials (109, 110). Thus, a proposed sample size of 12 

participants each for the structured activity group and control group was considered. The 

sample size of 12 provided valuable preliminary information while also being practical to 

implement in a single-centre study (109).  

Additionally, the recommended number of participants in a group session for the structured 

activity program is between 10 and 15 due to the room size and resources required as suggested 

by the aged care facility staff. Therefore, the proposed sample size of 12 for each arm of the 

trial was practical. The data obtained from the pilot trial will help to modify sample size 

calculations for future multi-centre trials. 

3.9 Timeline 

The study was conducted over 14 months. The study’s timeline was extended due to the 

COVID-19 pandemic, which restricted access to the aged care facility for data collection. The 

first six months served as an acclimatisation period for the researchers to become accustomed 

to the aged care facility and the residents while obtaining clearance from the Human Research 

Ethics Committee. 
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Participants were screened and allocated into the study, and data collection proceeded after 

successfully obtaining ethics. Screening and allocation of participants took around three 

weeks. The aged care facility provided retrospective data collection for consenting 

participants. After baseline data were obtained, subsequent data were collected after six 

months due to COVID-19 pandemic restrictions. Feedback interviews were conducted after 

the six-month follow-up. 

3.10 Consent  

During the recruitment phase, potential participants were provided with a participant 

information form, informed consent form and screening form (see Appendix G, H & I). 

Residents were encouraged to discuss project involvement with their families before signing 

the consent form. Residents were then given a two-week time frame consider their decision to 

participate in the study. 

Written consent was obtained from participants before the aged care facility provided mobility 

and nutrition assessment data. Verbal consent from the participants was also requested before 

conducting each face-to-face assessment and the feedback interviews. To abide by the 

National Statement on Ethical Conduct in Human Research and to ensure ethical data 

collection and management, the data provided by Bupa were de-identified and allocated 

participants IDs by the chief investigator and then provided to the higher degree research 

students to analyse. 
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3.11 Outcome Measures and Instruments  

This section provides a full list of the outcome measures and instruments used in this study as 

well as the time of administration. Easy to administer questionnaires and assessment tools, 

which are part of usual care at the aged care facility, were used as part of this pragmatic trial. 

3.11.1 Quality of Life 

The Assessment of Quality of Life-6 Dimensions (AQoL-6D) questionnaire was used to assess 

the QoL of the participants (see Appendix 3). The AQoL-6D questionnaire comprises 20 

questions from six QoL dimensions: independent living, mental health, coping, relationships, 

pain and senses which are summed to provide a total score (111). For the purpose of the pilot 

study, we will be focusing on the total AQoL-6D score rather than the individual domain 

scores. The unweighted total scores are standardised to a 0 to 100 scale in which a higher score 

corresponds to a better QoL. The AQoL-6D tool is a reliable and validated questionnaire that 

has been used to evaluate QoL in previous studies involving older adults (112-114). QoL 

assessments were conducted with each participant by the research team at baseline and follow-

up. 

3.11.2 Nutrition  

A Mini Nutritional Assessment (MNA) was used to assess and identify malnutrition in the 

participants (see Appendix 4). The MNA is the recommended tool by the National Framework 
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for Documenting Care in Residential Aged Care to identify malnutrition in older adults by 

assessing their anthropometric measurements (93). The MNA generates a score out of 14, with 

a higher score indicating better nutritional status. An MNA is conducted by the clinic staff at 

the aged care facility every six months from the time of admission. The aged care facility 

provided nutrition assessments at baseline and follow-up. 

3.11.3 Mobility  

Mobility was measured using the modified Physiotherapy Mobility Assessment (PMA) used 

at Bupa (see Appendix 5). The PMA tool is a modified version of the Physical Mobility Scale, 

which is recommended by the National Framework for Documenting Care in Residential Aged 

Care for functional assessment of aged care residents (45). Physiotherapists conduct a PMA 

at the aged care facilities every six months. This tool provides a score out of 45, with a higher 

score indicating greater independence. The aged care facility provided physical activity 

assessments at baseline and follow-up. 

3.12 Data Collection  

Patient demographics and MNA and PMA assessment data, which are collected as part of 

Bupa’s routine resident care, were provided by the aged care facility following written 

participant consent. One-on-one QoL assessments with participants were conducted at 

baseline and follow-up by the research team. 
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Qualitative feedback interviews were conducted one-on-one with the participants and staff 

who were willing to participate. Separate open-ended question lists were prepared for the staff 

and residents. All feedback interviews were audiotaped with permission from the interviewee 

and transcribed verbatim. Audio recordings were destroyed immediately after transcribing. 

3.13 Data Analysis  

Due to the small sample size of the pilot study, the statistical analyses of the data will not allow 

for definitive analysis (115). Therefore analysis of the data was performed to help inform  

future multi-centre trials by testing the study procedures. 

Parametric tests such as an independent samples t-test or non-parametric tests such as a Mann-

Whitney U test was used to find statistically significant differences between structured activity 

group and control group participants for the baseline and follow-up outcome measures. An 

independent t-test was used when the data are normally distributed, while a Mann-Whitney 

test was used when the data are not normally distributed (116). 

Parametric tests such as paired samples t-test or non-parametric tests such as a Wilcoxon 

Signed-ranks test was be used to determine any changes in the outcome measures from 

baseline to follow-up for each group. A paired samples t-test was used when the data are 

normally distributed, while a Wilcoxon Signed-ranks test was used when the data are not 

normally distributed (116). 



 

 

 

 

41 

 

 

 

 

Normality tests were conducted by reviewing the skewness and kurtosis of all variables. 

Variables are normally distributed if skewness and kurtosis values both fall within the range 

of –3 ≤ 𝑥 ≤  3 (117). Variables with values outside this range are not normally distributed.  

Thematic analysis was employed to analyse the interview data. The audio-recorded interviews 

were transcribed and thoroughly read through. An initial set of codes were identified by the 

significant patterns identified from the interview recordings. The initial codes were then sorted 

into potential themes, from which emerging themes were then developed into major categories 

(118). 

Data analysis was conducted using SPSS software (IBM SPSS Statistics 27.0, 2020) for the 

quantitative data and NVivo qualitative data analysis software (QSR International Pty Ltd. 

Version 1.0, 2020) for the qualitative data. Last observation carried forward (LOCF) was used 

to identify missing data values. The LOCF method is used to impute missing data in 

longitudinal studies where some follow-up observations may be missing. If a participant drops 

out of a study before its completion, then their last observed score is used for subsequent 

observation points. 

3.14 Criteria for Assessing Trial Feasibility 

A set of feasibility criteria were used to consider whether the pilot study was eligible to 

progress to a larger study. These criteria were a: (1) minimum 80 per cent recruitment rate, (2) 

80 per cent retention rate by the end of the study and (3) 80 per cent completion of outcome 
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measure assessments. These standard recruitment, retention and completion rates were set at 

80 per cent based on other pilot and feasibility studies involving physical activity (119, 120).  

The recruitment rate was calculated by dividing the number of people agreeing to participate 

in the trial (i.e., study participants) by the number of potential participants (115). The retention 

rate is defined as the number of participants who remained for the study’s duration (121).  

𝑅𝑒𝑐𝑟𝑢𝑖𝑡𝑚𝑒𝑛𝑡 𝑟𝑎𝑡𝑒 =  
𝑆𝑡𝑢𝑑𝑦 𝑝𝑎𝑟𝑡𝑖𝑐𝑖𝑝𝑎𝑛𝑡𝑠

𝑃𝑜𝑡𝑒𝑛𝑡𝑖𝑎𝑙 𝑠𝑡𝑢𝑑𝑦 𝑝𝑎𝑟𝑡𝑖𝑐𝑖𝑝𝑎𝑛𝑡𝑠
×  100 

The retention rate was derived by dividing the number of participants remaining at the study’s 

end (i.e., not lost to follow-up) by the total number of participants enrolled at the beginning of 

the study.  

𝑅𝑒𝑡𝑒𝑛𝑡𝑖𝑜𝑛 𝑟𝑎𝑡𝑒 =  
𝑆𝑡𝑢𝑑𝑦 𝑝𝑎𝑟𝑡𝑖𝑐𝑖𝑝𝑎𝑛𝑡𝑠 𝑛𝑜𝑡 𝑙𝑜𝑠𝑡 𝑡𝑜 𝑓𝑜𝑙𝑙𝑜𝑤 − 𝑢𝑝

𝑇𝑜𝑡𝑎𝑙 𝑠𝑡𝑢𝑑𝑦 𝑝𝑎𝑟𝑡𝑖𝑐𝑖𝑝𝑎𝑛𝑡𝑠
×  100 

The completion rate is defined as the number of participants who completed all outcome 

measure assessments at baseline and follow-up, including minimal or nil missing points in the 

MNA, PMA and AQoL-6D. This rate was calculated by dividing the number of participants 

who completed all assessment forms by the total number of participants in the trial. 

𝐶𝑜𝑚𝑝𝑙𝑒𝑡𝑖𝑜𝑛 𝑟𝑎𝑡𝑒 =  
𝑆𝑡𝑢𝑑𝑦 𝑝𝑎𝑟𝑡𝑖𝑐𝑖𝑝𝑎𝑛𝑡𝑠 𝑤ℎ𝑜 𝑐𝑜𝑚𝑝𝑙𝑒𝑡𝑒𝑑 𝑎𝑠𝑠𝑒𝑠𝑠𝑚𝑒𝑛𝑡𝑠

 𝑇𝑜𝑡𝑎𝑙 𝑠𝑡𝑢𝑑𝑦 𝑝𝑎𝑟𝑡𝑖𝑐𝑖𝑝𝑎𝑛𝑡𝑠
×  100 
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3.15 Data Management and Storage  

To abide by the National Statement on Ethical Conduct in Human Research and ensure ethical 

data collection and management, the chief investigator de-identified and allocated participant 

IDs to Bupa’s participant data. All audio recordings of interviews were immediately destroyed 

after being transcribed to ensure ethical data management, as stated in Section 3, Chapter 3.1 

Element 4 Data of the National Statement. 

All paper copies of assessments are stored securely in a locked cabinet in G05, Griffith 

University. All electronic data are saved in secured servers with password protection in 

keeping with privacy regulations. 

3.16 Ethics  

This study protocol was approved by Griffith University Human Research Ethics Committee 

(reference number: 2020/040). This study was conducted in compliance with the National 

Health and Medical Research Council’s National Statement on Ethical Conduct in Human 

Research, the Australian Code for the Responsible Conduct of Research and all other relevant 

guidance documents and legislation. 
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Chapter 4: Results 

4.1 Introduction 

This chapter details the study’s quantitative and qualitative results, including an outline of the 

participant characteristics and demographics. 

4.2 Study Participants 

Figure 5.1 illustrates the flow of participants during the study, adapted from CONSORT, the 

transparent reporting of trials (102). A total of 30 residents at the aged care facility were 

approached to participate in the trial. After assessing their eligibility, six residents were 

excluded, as they did not wish to participate in the trial. Residents who declined participation 

cited lack of time and interest as reasons for not participating. 
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The remaining 24 were allocated to either the structured activity group or control group. The 

participants in the structured activity group were active participants of the program while the 

residents who did not take part or did not wish to take part in the structured activity program 

formed the control group. There was an equal number of participants (n = 12) in both groups 

at baseline. 

Four participants in the structured activity group and one participant in the control group were 

lost to follow-up. Four passed away out of the five lost to follow-up, while one resident in the 

structured activity group was transferred to another aged care facility. All 12 participants in 

each group were included in the final data analysis. Missing data for the participants lost to 

follow-up were imputed using LOCF. 

4.3 Participant Demographics 

The average age of participants was slightly higher in the control group (83.67 years) than in 

the structured activity group (79.33 years). Most study participants were female. While the 

control group had a 1:1 ratio of males to females, the structured activity group participants 

were predominately female (83.3 per cent). The demographic characteristics of the participants 

in the structured activity group and control group are provided in Table 4.1. 
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Table 4.1. Baseline Characteristics of Control and Structured Activity Group 

Participants. 

Variables Control group (n =12) Structured activity group (n=12) 

Age, mean ± SD 83.67± 8.68 79.33± 9.149 

Gender N (%)   

Male     6 (50.0) 2 (16.7) 

Female  6 (50.0) 10 (83.3) 

Notes. SD=standard deviation 

4.3.1 Body Mass Index Status of Participants 

The body mass index (BMI) status of control and structured activity group participants are 

summarised in Table 4.2. Only one participant in the control group was categorised as 

underweight. Fifty per cent of the structured group activity participants had a healthy or normal 

BMI, while only 25 per cent of control group participants had a normal BMI. Nearly 70 per 

cent of control group participants were either overweight (41.7 per cent) or obese (25 per cent). 

Half of the structured activity group participants were overweight (8.3 per cent) or obese (41.7 

per cent).  
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Table 4.2. Baseline Body Mass Index (BMI) Status of Control and Structured Activity 

Group Participants. 

BMI Status N (%) Control group (n =12) Structured activity group (n=12) 

Underweight 1 (8.3) 0 (0.0) 

Normal 3 (25.0) 6 (50.0) 

Overweight 5 (41.7) 1 (8.3) 

Obese 3 (25.0) 5 (41.7) 

Notes. BMI=body mass index 

4.3.2 Nutrition Status of Participants  

The nutrition status of control and structured activity group participants is summarised in 

Table 4.3. Only one structured activity group participant was categorised as malnourished. A 

total of 41.7 per cent of participants in both the control and structured activity groups were at 

risk of malnutrition. The number of participants with normal nutrition status was slightly 

higher in the control group (58.3 per cent) compared to the structured activity group (50 per 

cent). Even though most study participants were either overweight or obese (see Table 4.2), 

the nutrition status of most participants was normal.  
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Table 4.3. Baseline Nutrition Status of Control and Structured Activity Group 

Participants. 

Nutrition Status N (%) Control group (n =12) Structured activity group (n=12) 

Malnourished 0 (0) 1 (8.3) 

At risk 5 (41.7) 5 (41.7) 

Normal 7 (58.3) 6 (50.0) 

 

4.3.3 Mobility status of participants 

The mobility status of control and structured activity group participants is summarised in Table 

4.4. 25 per cent of the participants in both groups had severe to moderate impairment. Only 

the control group had participants with mild impairment (25 per cent). Seventy-five per cent 

of the structured activity group participants had the highest independence compared to 50 per 

cent of the control participants. 

Table 4.4. Baseline Mobility Status of Control and Structured Activity Group 

Participants. 

Mobility Status N (%) Control group (n =12) Structured activity group (n=12) 

Severe impairment 1 (8.3) 2 (16.7) 

Moderate impairment 2 (16.7) 1 (8.3) 

Mild impairment  3 (25.0) 0 (0) 

Highest independence 6 (50.0) 9 (75.0) 
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4.4 Baseline Outcome Measures 

All variables except the mental health score were normally distributed, as skewness and 

kurtosis values fell outside the –3 ≤ 𝑥 ≤  3 range (See Table 5.5). An independent samples t-

test was performed with a 95 per cent CI for the normally distributed variables (see Table 4.6), 

while a Mann-Whitney U test was performed for the mental health score measure (see Table 

4.7). 
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Table 4.5. Baseline Statistical Assumptions Check for Outcome Measures. 

Notes. QoL=quality of life, AQoL-6D=Assessment of Quality of Life 6 Dimensions, MNA=Mini Nutritional 

Assessment, PMA=Physical Mobility Assessment 

Outcome measures Skewness Kurtosis Normally distributed 

 Control Activity Control Activity Control Activity 

Quality of Life (QoL)        

AQoL-6D total 

score  
-0.67 -0.15 -0.17 -0.28 Yes Yes 

Independent living 

score  
-0.21 0.17 -0.20 -1.49 Yes Yes 

Relationships score 
-0.60 -0.89 1.56 0.21 Yes Yes 

Mental Health score  

 -2.51 0.39 7.07 -1.12 No Yes 

Coping score 
-0.64 -0.18 0.98 0.56 Yes Yes 

Pain score 
-0.88 -0.45 -0.41 -0.02 Yes Yes 

Senses score 
0.05 0.20 -0.56 -1.41 Yes Yes 

Nutrition  

(MNA score)  
-0.10 -1.26 -0.55 0.44 Yes Yes 

Mobility  

(PMA score)  
-0.91 -1.47 0.57 0.86 Yes Yes 
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Table 4.6. Baseline Independent Samples t-test for Outcome Measures of Control and 

Structured Activity Group Participants. 

Outcome measures 
Control (n= 12) Activity (n= 12) 

t p value 
Mean (SD) Mean (SD) 

Quality of Life (QoL)     

AQoL-6D total score 
66.67 (10.46) 64.98 (17.89) 0.28 0.78 

Independent living score 
60.18 (23.31) 56.48 (30.14) 0.34 0.74 

Relationships score 

78.33 (12.67) 74.17 (21.93) 0.57 0.58 

Coping score 

59.02 (15.67) 60.42 (21.94) -0.18 0.86 

Pain score 
59.17 (29.68) 69.17 (24.67) -0.90 0.38 

Senses score 

69.87 (14.47) 68.59 (19.25) 0.18 0.86 

Nutrition  

(MNA score)  
11.92 (1.73) 10.50 (2.07) 1.82 0.82 

Mobility  

(PMA score)  
34.25 (9.20) 36.08 (12.62) -0.41 0.69 

Notes. SD=standard deviation, QoL=quality of life, AQoL-6D=Assessment of Quality of Life 6 Dimensions, 

MNA=Mini Nutritional Assessment, PMA=Physical Mobility Assessment 
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Table 4.7. Baseline Non-Parametric Mann-Whitney U Test for Outcome Measures. 

Outcome 

measures 
Control Activity 

Z 
p value 

  
 

Median 
(Min, Max) 

Median  
(Min, Max) 

Mental 

health score 
81.25 (18.75, 87.50) 59.37 (31.25, 100.00) -0.99 0.32 

* p < 0.05 

At baseline, no statistically significant differences (p < 0.05) were identified between the 

structured activity group and the control group for all the outcome measures (see Table 5.6). 

As there was no statistically significant difference between the groups, the participants in the 

control and activity group had similar QoL, nutritional and mobility status at baseline. 

4.5 Follow-Up Outcome Measures 

All variables except the AQoL-6D total score and independent living and mental health scores 

were normally distributed (see Table 5.8). Therefore, an independent t-test was performed for 

all normally distributed variables: relationships score, coping score, pain score, senses score, 

MNA score and PMA score (see Table 5.9). A non-parametric Mann-Whitney U test was 

performed for AQoL6-D total score, independent living and mental health score (see Table 

5.10). 
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Table 4.8. Follow-Up Statistical Assumptions Check for Outcome Measures. 

Notes. SD=standard deviation, QoL=quality of life, AQoL-6D=Assessment of Quality of Life 6 Dimensions, 

MNA=Mini Nutritional Assessment, PMA=Physical Mobility Assessment 

 

Outcome measures Skewness Kurtosis Normally distributed 

 Control Activity Control Activity Control Activity 

Quality of Life (QoL)        

AQoL-6D total 

score  
-2.04 -0.16 5.06 0.175 No Yes 

Independent living 

score  

 

-3.52 -0.12 -1.44 -1.03 No Yes 

Relationships score 
-1.40 0.17 2.64 -0.58 Yes Yes 

Mental Health score  

 -2.43 0.48 7.15 -0.38 No Yes 

Coping score 
-0.68 0.19 0.67 1.52 Yes Yes 

Pain score 
-0.39 -0.63 -1.46 -0.59 Yes Yes 

Senses score 
0.77 -0.74 -0.83 -0.48 Yes Yes 

Nutrition  

(MNA score)  
-1.34 -0.98 0.92 0.78 Yes Yes 

Mobility  

(PMA score)  
-0.76 -1.29 0.69 0.56 Yes Yes 
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Table 4.9. Follow-Up Independent t-test for Outcome Measures. 

Outcome measures 

Control  Activity 

       t p value Mean (SD) Mean (SD) 

Quality of Life (QoL)     

Relationships score 80.83 (21.54) 77.50 (16.03) 0.43 0.67 

Coping score 69.44 (20.51) 61.51 (18.62) 0.96 0.35 

Pain score 66.67 (26.40) 76.67 (23.48) -0.98 0.34 

Senses score 78.21 (9.18) 71.15 (14.34) 1.43 0.16 

Nutrition  

(MNA score)  

12.00 (1.35) 11.17 (2.37) 1.06 0.30 

Mobility  

(PMA score)  

33.42 (8.88) 34.58 (12.10) -0.27 0.79 

Notes. SD=standard deviation, QoL=quality of life, MNA=Mini Nutritional Assessment, PMA=Physical 

Mobility Assessment 
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Table 4.10. Follow-Up Non-Parametric Mann-Whitney U Test for Outcome Measures. 

Outcome 

measures 
     Control  Activity Z p value 

 
Median 

(Min, Max) 
Median  

(Min, Max) 

 
  

AQoL-6D 

total score  

 

74.68 (43.00, 82.00) 

 

68.99 (38.00,95.00) 

 

-1.71 

 

0.08 

Independent 

living score  
72.22 (33.33, 94.44) 61.11 (16.67, 100.00) -0.96 0.34 

Mental 

health score 
81.25 (37.50, 93.75) 62.50 (31.25, 100.00) -2.15 0.03* 

Notes. AQoL-6D=Assessment of Quality of Life 6 Dimensions, * p < 0.05 

No statistically significant differences (p < 0.05) were identified between the structured 

activity group and control group for all outcome measures at follow-up, except the AQoL-6D 

domain of mental health (p < 0.05) (see Table 4.10). As there was no statistically significant 

difference in the AQoL-6D total score, MNA score and PMA score between the groups, the 

participants in the control and activity group had similar QoL, nutritional and mobility status 

at follow-up. 

4.6 Comparison of Baseline and Follow-Up Outcome Measures 

All variables except AQoL-6D total score for the control group were normally distributed (not 

shown). Therefore, a paired samples t-test was performed for the AQoL-6D total score for the 
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activity group participants, and for the MNA and PMA scores for both groups (see Tables 4.11 

and 4.12). A non-parametric Wilcoxon Signed-ranks test was performed for the AQoL-6D 

total score for the control group, as it was not normally distributed (see Table 4.13). 

 

Table 4.11. Change in Outcome Measures over Time for Activity Group Participants 

(Paired Samples t-test). 

Outcome measures 
Baseline 

M(SD) 

Follow-up 

M(SD) 

Mean 

difference (SD) 
t p value 

AQoL-6D total score 65.00 (17.83) 66.58 (14.74) -1.58 (8.47) - 0.65 0.53 

Nutrition  

(MNA score) 
10.50 (2.07) 11.17 (2.37) -0.67 (1.92) -1.20 0.25 

Mobility  

(PMA score) 
36.08 (12.61) 34.58 (12.11) 1.50 (2.31) 2.24 0.04 

 

 

Table 4.12. Change in Outcome Measures over Time for Control Group Participants 

(Paired Samples t-test). 

Outcome measures 
Baseline 

M(SD) 

Follow-up 

M(SD) 

Mean 

difference (SD) 
t p value 

Nutrition  

(MNA score) 
11.91 (1.73) 12.00 (1.35) -0.08 (1.31) -0.22 0.83 

Mobility  

(PMA score) 
34.25 (9.19) 33.42 (8.87) 0.83 (2.04) 1.42 0.18 
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Table 4.13. Change in AQoL-6D Scores over Time for Control Group Participants 

(Non-Parametric Wilcoxon Signed-Ranks Test). 

Outcome measures 

Baseline 

Median 

(min, max)  

Follow-up 

Median 

(min, max)  

Median difference 

(IQR difference) 
Z p value 

AQoL-6D total score 
67.00 (47.00, 

80.00) 

74.50 (43.00, 

82.00) 
-7.5 (3.00) -2.05 0.04 

 

 

4.7 Qualitative Study Results 

Five consenting participants and three consenting staff were individually interviewed face-to-

face. The five participants included two participants in the control group and three participants 

in the structured activity group. The three staff members who participated in the interviews 

were directly involved with conducting the structured activity program. Major categories that 

emerged from the interview data for the participants in the control and activity groups are 

outlined in Section 4.7.1 and in Section 4.7.2 for the staff. 

4.7.1 Participants 

  4.7.1.1 Control Group 

The main category that emerged from the interview data for the control group participants was 

reluctance to participate in group activities. Reluctance to participate in group activities refers 

to the reluctance and apprehension of participants in the control group to engage in group 
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activities. Interviewees commented that they preferred to do individual activities rather than 

group activities. They were also satisfied with their current situation in terms of exercising by 

themselves. This is substantiated by the following responses from two of the control group 

participants: 

I don’t like going out there, there’s too many people… The physios come 

in and I do some exercises with them. I just don’t want to go out in the 

morning to do it. (Informant 2) 

I don’t like crowds, mixing I don’t like. There’s too many of them. I 

watched them and they sit and move around their arms. I don’t want to do 

it. It’s silly (Informant 1) 

4.7.1.2 Activity Group 

The main categories that emerged from the interview data for the activity group participants 

were (1) satisfaction with the program and (2) experience of physical activity effects with 

participation. 

Satisfaction with the program refers to the activity group participants’ satisfaction with the 

current structure and running of the structured activity program. The interviewees generally 

had positive views concerning the program and the staff who run the program. They did not 

identify any factors for improvement and wanted for the program to continue in its current 

format, as indicated by the following verbatim responses: 

No, I really like it the way it is. (Informant 3) 

No, it’s perfect really. Wouldn’t change a thing. (Informant 4) 
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I have no complaints, they’re wonderful. (Informant 5) 

Experience of effects with participation refers to the activity group participants’ experience of 

any effects with participating in the structured activity program. Interviewees reported their 

experience of improved health factors with participation in the program. This included 

improvements in flexibility and pain. The following verbatim responses from two activity 

group participants exemplifies this category: 

I can move my arms more now. I broke my arm a while ago. I got a 

replacement for my shoulder, and I couldn’t move it much, but I can move 

it a lot. Its more flexible and it got better. My back is also better. 

(Informant 4) 

It’s good for my arthritis, it my hands tend to get a bit painful but if I move 

it every day its fine. (Informant 5) 

4.7.2 Staff  

The main categories that emerged from the interviews with staff were (1) promoting choice 

and dignity and (2) social interactions. 

Promoting choice and dignity refers to the promotion of choice and dignity by the staff who 

conduct the structured activity program. The staff were clear in explaining that participating 

in the activity program is voluntary for the residents. The staff reported that great care is taken 

to ensure that the physical activity program remains accessible for all residents. This includes 

ensuring that the exercises are modified to accommodate resident needs. The following 

responses from staff are indicative of this: 
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I think it gives them choice, like the ones that wants to do exercise could 

and the ones that want to try other option, they can do that as well. 

(Informant 7) 

We don’t push them if they’re not up to it. That’s one thing we don’t do. 

So, if they just want to sit there and watch, they can so yeah. (Informant 6) 

Social interactions refer to the social aspects of the structured activity program. All 

interviewees commented on the importance of the activity program in bringing the residents 

together: 

We do the exercise before morning tea, so they go to the tables afterwards 

for a bite and to have a chat. Like I said it keeps them moving around and 

interacting with others. (Informant 6) 

There are social benefits. All of them are coming out more often to do 

exercise and meet up. And then they’ll go back to the dining tables to have 

their morning tea together. (Informant 8) 

Also catching up with others. Some catch up at breakfast A lot don’t sit on 

the tables, so they catch up at exercise. (Informant 7) 
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Chapter 5: Discussion 

5.1 Introduction 

This chapter provides a brief overview of study before discussing the quantitative and 

qualitative results of the study. The study’s strengths and limitations also discussed, followed 

by future research directions of the research and implications for practice and policy. 

5.2 Overview of the Study 

This pilot trial aimed to determine the feasibility of conducting a larger pragmatic trial to 

determine the effectiveness of an established structured physical activity program on mobility, 

QoL and nutrition in aged care residents. A set of feasibility criteria were used to consider the 

eligibility of the pilot study to progress to a larger study. These criteria were (1) a minimum 

80 per cent recruitment rate, (2) an 80 per cent retention rate by the end of the study and (3) 

an 80 per cent completion of outcome measure assessments.  

A total of 24 participants were included in the study, with 12 participants in each of the control 

and structured activity groups.  Data collection and analysis were thus performed to understand 

and inform management for the larger study. Assessment tools such as the AQoL-6D, MNA 

and PMA were used to assess QoL, nutrition and mobility in the participants, respectively. 

Between-group comparisons were analysed using independent samples t-tests (parametric) 
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and Mann-Whitney U test (non-parametric data). Paired samples t-tests were performed to 

assess any changes in the outcome measures over time within the control and structured 

activity groups.  

This study also obtain feedback on the structured activity program from the residents and staff. 

This included feedback relating to participants’ engagement, experience and perceived 

benefits of participating in the structured activity. A total of eight participants, including five 

residents and three staff participated in face-to-face interviews. Thematic analysis was 

employed to analyse the interviews. The emerging themes from the interviews were then 

developed into major categories. 

5.3 Feasibility of Main Trial 

The primary aim of the study was to determine the feasibility of conducting a future multi-

centre trial which assesses the impact of an established structured activity program on QoL, 

mobility and nutrition in an aged care setting. The aim of this study was achieved by assessing 

the feasibility of the study relating to recruitment and retention of participants and completion 

of outcome measure questionnaires. 

A set of feasibility criteria were used to consider the eligibility of the pilot study to progress 

to a larger study. These criteria included (1) a minimum 80 per cent recruitment rate, (2) an 

80 per cent retention rate by the end of the study and (3) an 80 per cent completion rate for 

outcome measure assessments. 
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With an 80 per cent recruitment rate, the pilot study successfully met the recruitment criteria 

for feasibility. With 12 participants each in the activity group and control group, the proposed 

sample size for the study was also met. The retention rate of 79 per cent failed to meet the 

recommended feasibility criteria. This was due to the high number of people lost to follow-

up. It also influenced the completion rate at follow-up. While the study met the recommended 

80 per cent completion rate at baseline (100 per cent), the completion rate was lower than 80 

per cent at follow-up (79 per cent). Although the retention and completion rates were slightly 

lower than the 80 per cent rates set for the feasibility criteria, the feasibility of proceeding to 

a full trial can still be considered by employing strategies to increase retention and completion.  

The initial six months of the trial served as an acclimatisation period for the researchers to 

become accustomed to the aged care facility and residents and to obtain Human Research 

Ethics Committee clearance. Due to the difficulties in recruiting older adults for studies, the 

face-to-face contact with potential study participants and the communication and trust built 

over the acclimatisation period ensured satisfactory recruitment numbers for the pilot study. 

This also ensured that any of the residents’ questions could be answered during this time. 

Recruitment during an acclimatisation period would be highly recommended for future studies 

to ensure sufficient participant recruitment. 

Attrition is exceptionally high in research with older populations. Death was the leading cause 

of the participants lost to follow-up in this trial. As death is unpredictable and impossible to 
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prevent, one way of mitigating it effects in a trial study is through accounting for the high 

attrition rate when calculating the sample size for a more extensive study. This would ensure 

adequate participant numbers for follow-up and the completion of outcome measure 

assessments. 

5.4 Discussion of Quantitative Study  

Quantitative assessment and analysis of outcome measures were performed at baseline and 

follow-up using questionnaires to inform larger trial. The MNA and PMA outcome measure 

assessments used in the study were routinely performed at the aged care facility as part of 

usual care. Obtaining these assessments from the aged care facility, which were conducted by 

trained clinical staff, ensured complete and reliable data. Consequently, the research team only 

had to perform one outcome measure assessment (AQoL-6D) with the participants, which took 

a limited amount of time. This ensured all participants were able to complete the assessment. 

As the structured activity program is an ongoing program offered at the aged care facility, no 

additional resources were required for the study. Most of the outcome measure assessments 

were also provided by the aged care facility after obtaining participant consent. The AQoL-

6D assessment performed by the research team only took five to six minutes to complete per 

participant, ensuring the pragmatic nature of the study. The reduced time taken for data 

collection limited any disruptions to residents, staff and the running of the RACF. 
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Although statistical analysis were performed, no inferences can be made on the effects of the 

activity program on the outcome measures due to the nature of the study design and study.  No 

statistically significant differences (p < 0.05) were found between the activity and control 

group for the AQoL-6D total score or MNA and PMA scores at baseline or follow-up. The 

activity group consisted of residents who were active participants of the structured activity 

program before the study compared to the control group participants who did not participate 

in the program.  

The residents in the structured activity group have been participating in the program for 

different lengths of time. Given the program has been running at the aged care facility for 

around 10 years, the current residents could have been participating in the program anywhere 

from a few years to a few months, from the time they were first admitted into the facility. Due 

to the low sample size of the current study, advanced statistical approaches to account for 

varying durations in program participation on the outcome measures could not be employed. 

The main aim of the study was the feasibility of the main trial; therefore, this factor can be 

accounted for in the larger trial with an adequate sample size. 

For the within-group change over time, there was no statistically significant change in the 

AQoL-6D total score for participants in the activity group. In contrast, there was a statistically 

significant change in the AQoL-6D total score for the control group participants. There was 
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an increase in the mean and median score for both groups over time, but the 7.5(3.00) median 

difference was statistically significant (Z =-2.05, p= 0.04) for the control group only.  

The statistically significant improvement in the QoL of the control group compared to the 

activity group could be due to a few reasons. First, the control group participants were not 

restricted in terms of the amount of exercise they could do. Rather than participating in group 

activities offered at the aged care facility, most control group participants reported preferring 

to exercise by themselves. The type and amount of physical activity varied between the control 

group participants. Additionally, COVID-19 could also have affected the change over time. 

While the structured activity program continued without much disruption during the COVID-

19 lockdown of the aged care facility, the activities of the control group participants were 

greatly affected. Many of the control group participants who went for walks around the facility 

were unable to do so. Therefore, additional support was provided by the staff for individuals 

who were not taking part in group activities. As most of the control group participants did not 

take part in any group activities, the extra support they received from the clinical staff might 

have contributed to the increase in QoL. 

There was a statistically significant reduction in the PMA scores from baseline to follow-up 

for the participants in the activity group. The mean difference (1.50 ± 2.31) was statistically 

significant (t (11) = 2.24, p = 0.04). For PMA, a five-point increase indicates a minimum 

clinically important ‘improvement’, while a four-point decrease suggests ‘worsening’ (122). 
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Although there was a statistically significant change in the PMA scores for the activity group, 

the mean difference was not clinically significant.  

As the activity program has been running for over 10 years, with some residents participating 

in the same program for various durations, the effects of the physical activity program would 

have plateaued with most participants being in the maintenance phase. With the intensity of 

activity program remaining constant, it may not induce any significant improvements in the 

outcome measures.   

This would be further explored in the larger trial with the inclusion of another activity group 

consisting of participants who have not performed the activity prior to the study. Analysing 

the outcome measures of the participants in this group over multiple time points would allow 

for any effects of the activity program to be determined. Additionally, the inclusion of 

retrospective data would allow for long term effects of the activity to be inferred for the group 

consisting of active participants of the program.  The effectiveness of the activity program can 

then be critically analysed against the short term and long term effects on mainiting and/ or 

improving health outcomes in the participants.  

5.5 Discussion of Qualitative Study Results 

The major category that emerged from the control group participant interviews was reluctance 

to participate in group activities. Participants in the control group were reluctant or 

apprehensive about participating in group activities, with many preferring to do individual 
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activities. The main reason for not participating in the structured activity program was because 

they were satisfied with their current situation in terms of exercising individually. They 

believed they achieved an adequate amount of physical activity and received maximal benefits 

from the activity, as they were ‘fit and healthy’. This is reflective of the outcome measurement 

scores for QoL, nutrition and mobility at baseline and follow-up for the control group, as they 

did not differ significantly from the activity group. 

The major categories that emerged from the activity group participant interviews were (1) 

satisfaction with the program and (2) experience of physical activity effects with participation. 

All activity group participants had positive feedback on the program, as they did not identify 

any factors for improvement and wanted for the program to continue the way it was. They 

reported their experience of improved health factors with participation in the program, 

including improvements with pain and flexibility. Although the outcome measures of QoL, 

nutrition and mobility did not show any significant changes from baseline to follow-up for the 

activity group participants, the interview data demonstrates self-reported benefits by the 

participants of the program. 

The main categories that emerged from the staff interviews were (1) promoting choice and 

dignity and (2) social interactions. Choice and dignity of the residents were at the core of 

running the activity program, as reported by the staff. Participating in the program is entirely 

voluntary for the residents, as they have full control over this decision. This also refers to the 



 

 

 

 

71 

 

 

 

 

exercises performed during the program sessions. The staff reported that great care was taken 

to ensure the physical activity program remained accessible for all residents. This included 

ensuring the exercises were modified to accommodate resident needs. The patient-centred 

nature of the program made it appealing and satisfactory for the participants. 

As mentioned by the activity group participants, the staff also reported benefits with 

participating in the program. While the activity group participants commented on the physical 

health benefits, the staff focused on the social benefits of the program. They reported that the 

program played an important role in increasing social interactions among the residents. This 

was especially important during the COVID-19 lockdown, as residents were able to interact 

with others with social distancing at a time when family visits were restricted. 

5.6 Study Strength and Limitations 

There are several limitations to the role and interpretation of this pilot study. As this study was 

a pilot trial, no formal sample size calculation was performed. The limited sample size is a 

limitation of this study as it did not have power to detect effects of the structured activity 

program on the outcome measures. The outcome measures may also not have been sensitive 

enough to detect the changes in the activity group.  However, the results from the study do 

offer several important insights for future research. The pilot study allowed for testing of the 

study design and, ultimately, assessing the feasibility of conducting a larger trial. 



 

 

 

 

72 

 

 

 

 

The heterogeneity in the control group in terms of their habitual activity patterns is a limitation 

in this study as it could have confounding effects. Due to restrictions imposed by Covid-19, 

retrospective data including activity data of the control group could not be obtained and is a 

limitation of this study. This would be accounted for in the larger trial with the use of activity 

diaries by the participants to monitor and account for their physical activity.  

Another limitation may be the use of last observation carried forward statistical analysis 

method for imputing missing data. The method was used in this pilot study as recommended 

by the research team statistician to maintain the sample size as other more complex statistical 

approaches could not be employed. While the method utilises all data, it can bias results and 

lead to either overestimation or underestimation of the parameter estimates. Therefore, 

statistical methods such as multiple imputation will be utilised for future larger scale trials. 

Multiple imputation results in unbiased estimates and provide more validity than ad hoc 

approaches to missing data. 

The current study is one of the first to examine the effectiveness of an established structured 

activity program compared to implementing a new intervention. The pragmatic study design 

and mixed methods analysis allowed for a comprehensive assessment of the program in a 

clinical environment. 
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5.7 Implications for Future Research 

The results from this pilot study have provided several recommendations to improve the future 

larger trial. These recommendations include the following: 

• Implement an acclimatisation period before the start of the main trial at the 

different study sites. This would allow the research team to become used to the 

facility, while also allowing the staff and residents to become used to the research 

team. This is especially important for the recruitment of residents for a study, as 

the residents would be more likely to respond to people with whom they are 

familiar. The acclimatisation period would also allow the research team to 

identify any potential issues with collecting data from the facility and the 

residents. 

• Increase the sample size for greater data yield to assess the effectiveness of the 

structured activity program. A larger multi-centre study with participants from 

different aged care facilities would ensure adequate sample size to detect changes 

in outcome measures. 

• Accessing retrospective data on the participants to perform a repeated measures 

analysis of the data with the baseline as their admission into the aged care facility 

would determine any effects the activity program has on the outcome measures.  
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• Recruit study participants from Bupa aged care facilities, which offer the 

structured activity program, as well as other aged care facilities to assess the 

effects of the program.  

• Obtain retrospective admission data of all participants from when they entered 

the aged care facility to assess changes over time regarding their 

participation/lack of participation in the program. This would ensure an accurate 

baseline for all participants.  

• In addition to the assessment tools used, an activity diary will also be employed 

to gather information regarding activity frequency of participants. This would 

enable us to monitor physical activity and sedentary behavior profiles of all 

participants in the study.  

 

5.8 Implications for Practice and Policy 

While the small sample size in the current study limited generalisation of the results, the 

study’s results offer important insights for future research. The results from the main trial 

would have several implications for practice and policy, including: 

• modifications to the structured physical activity program to allow for the maintenance 

and improvement in health outcomes for the aged care residents 



 

 

 

 

75 

 

 

 

 

• informing policy through implementation of structured activity programs at all aged 

care facilities across Australia so aged care residents are provided with an option to take 

part in physical activity. 

5.9 Conclusion 

This study assessed the feasibility of conducting a pragmatic trial assessing the effects of an 

established structured activity program on QoL, mobility and nutrition in aged care residents. 

Key criteria for progression of the trial to a larger multi-centre study was met with conditions. 

Recruitment of a larger sample size with power to detect changes in the outcome measures is 

important, as under-powered studies limit the ability to draw conclusions about the effects of 

the activity program on the outcome measures. 
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Chapter 7: Appendices 

7.1 Appendix A 

Human Research Ethics Clearance 
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7.2 Appendix B 

Feedback Interview Guiding Questions – Staff 

• Ask for verbal consent to record the interview. All recordings will be destroyed after 

transcribing. All feedback will be kept anonymous.  

 

1. What are your thoughts on the structured activity program offered at Bupa?  

2. What are some factors that hinder you from conducting the structured activity 

program?  

3. Do you have any suggestions to improve the structured activity program? 

4. Have you noticed a difference in any of the following factors with the residents 

participating in the structured activity program- pain, QoL, nutrition and 

mobility?  

5. In your opinion, has Covid-19 impacted the residents or the running of the 

structured activity program and if so, what were the impacts? 

6. Of all the things we’ve discussed today, what would you say are the most 

important issues you would like to express about the structured activity program?  
 

 

 

Feedback Interview Guiding Questions – Residents 

• Ask for verbal consent to record the interview. All recordings will be destroyed after 

transcribing. All feedback will be kept anonymous.  

 

1. What are your thoughts on the structured activity program offered at Bupa?  

2. What are some factors that hinder you from participating in the structured activity 

program?  

3. Do you have any suggestions to improve the structured activity program? 

4. Have you noticed a difference in any of the following factors with participating in 

the structured activity program- pain, QoL, nutrition and mobility?  

5. In your opinion, has Covid-19 impacted you or your participation in the 

structured activity program and if so, what were the impacts? 

6. Of all the things we’ve discussed today, what would you say are the most 

important issues you would like to express about the structured activity program?  
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7.3 Appendix C 

Recruitment Flyer 

 





 

 

 

 

88 

 

 

 

 

7.5 Appendix E 

AQoL- 6D Questionnaire 

Q1 How much help do you need with jobs around your place of residence (e.g. preparing food, 

cleaning, gardening)?  

 1= I can do all these tasks very quickly and efficiently without any help  

 2= I can do these tasks relatively easily without help  

 3= I can do these tasks only very slowly without help  

 4= I cannot do most of these tasks unless I have help  

 5= I can do none of these tasks by myself.  

 

Q2 How easy or difficult is it for you to get around by yourself outside your place of residence 

(e.g. to go shopping, visiting)?  

 1= getting around is enjoyable and easy  

 2= I have no difficulty getting around outside my place of residence  

 3= I have a little difficulty  

 4= I have moderate difficulty  

 5= I have a lot of difficulty  

 6= I cannot get around unless somebody is there to help me.  

 

Q3 How easy or difficult is it for you to move around (using any aids or equipment you need 

e.g. a wheelchair, frame or stick)?  

 1= I am very mobile  

 2= I have no difficulty with mobility  

 3= I have some difficulty with mobility (for example, going uphill)  

 4= I have difficulty with mobility. I can go short distances only.  

 5= I have a lot of difficulty with mobility. I need someone to help me.  

 6= I am bedridden.  

 

Q4 How difficult is it for you to wash, toilet, dress yourself, eat or care for your appearance?  

 1= these tasks are very easy for me  

 2= I have no real difficulty in carrying out these tasks  

 3= I find some of these tasks difficult, but I manage to do them on my own  

 4= many of these tasks are difficult, and I need help to do them  

 5= I cannot do these tasks by myself at all.  

 

Q5 How happy are you with your close and intimate relationships?  

 1= very happy  

 2= generally happy  

 3= neither happy nor unhappy  

 4= generally unhappy  
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 5= very unhappy  

 

Q6 Does your health affect your relationship with your family?  

 1= my role in the family is unaffected by my health  

 2= there are some parts of my family role I cannot carry out  

 3= there are many parts of my family role I cannot carry out  

 4= I cannot carry out any part of my family role. 

  

 

 

Q7 Does your health affect your role in your community (e.g. residential, sporting, church or 

cultural groups)?  

 1= my role in the community is unaffected by my health  

 2= there are some parts of my community role I cannot carry out  

 3= there are many parts of my community role I cannot carry out  

 4= I cannot carry out any part of my community role.  

 

Q8 How often did you feel in despair over the last seven days?  

 1= never  

 2= occasionally  

 3= sometimes  

 4= often  

 5= all the time.  

 

Q9 How often did you feel worried in the last seven days?  

 1= never  

 2= occasionally  

 3= sometimes  

 4= often  

 5= all the time.  

 

Q10 How often do you feel sad?  

 1= never  

 2= rarely  

 3= some of the time  

 4= usually  

 5= nearly all the time.  

 

Q11 Do you normally feel calm and tranquil or agitated?  

I am  

 1= always calm and tranquil  

 2= usually calm and tranquil  

 3= sometimes calm and tranquil, sometimes agitated  
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 4= usually agitated  

 5= always agitated.  

 

Q12 How much energy do you have to do the things you want to do?  

I am  

 1= always full of energy  

 2= usually full of energy  

 3= occasionally energetic  

 4= usually tired and lacking energy  

 5= always tired and lacking energy 

 

Q13 How often do you feel in control of your life?  

 1= always  

 2= mostly  

 3= sometimes  

 4= only occasionally  

 5= never.  

 

 

Q14 How much do you feel you can cope with life’s problems?  

 1= completely  

 2= mostly  

 3= partly  

 4= very little  

 5= not at all.  

 

 

Q15 How often do you experience serious pain?  

I experience it  

 1= very rarely  

 2= less than once a week  

 3= three to four times a week  

 4= most of the time.  

 

Q16 How much pain or discomfort do you experience?  

 1= none  

 2= I have moderate pain  

 3= I suffer from severe pain  

 4= I suffer unbearable pain.  

 

Q17 How often does pain interfere with your usual activities?  

 1= never  

 2= rarely  
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 3= sometimes  

 4= often  

 5= always  

 

Q18 How well can you see (using your glasses or contact lenses if needed)?  

 1= I have excellent sight  

 2= I see normally  

 3= I have some difficulty focusing on things, or I do not see them sharply. E.g. small print, a 

newspaper or seeing objects in the distance.  

 4= I have a lot of difficulty seeing things. My vision is blurred. I can see just enough to get by 

with.  

 5= I only see general shapes. I need a guide to move around  

 6= I am completely blind.  

 

Q19 How well can you hear (using your hearing aid if needed)?  

 1= I have excellent hearing  

 2= I hear normally  

 3= I have some difficulty hearing, or I do not hear clearly. I have trouble hearing softly spoken 

people or when there is background noise.  

 4= I have difficulty hearing things clearly. Often, I do not understand what is said. I usually do not 

take part in conversations because I cannot hear what is said.  

 5= I hear very little indeed. I cannot fully understand loud voices speaking directly to me.  

 6= I am completely deaf.  

 

 

 

 

Q20 How well do you communicate with others (talking, signing, texting, being understood by 

others and understanding them)?  

 1= I have no trouble speaking to them or understanding what they are saying  

 2= I have some difficulty being understood by people who do not know me. I have no trouble 

understanding what others are saying to me.  

 3= I am understood only by people who know me well. I have great trouble understanding what 

others are saying to me.  

 4= I cannot adequately communicate with others.  
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7.6 Appendix F 

MNA Screening 

A. Has food intake declined over the past 3 months due to loss of appetite, digestive 

problems, chewing or swallowing difficulties? 

 0 = severe decrease in food intake 

 1 = moderate decrease in food intake 

 2 = no decrease in food intake 

 

B. Weight loss during the last 3 months 

 0 = weight loss greater than 3 kg (6.6 lbs.) 

 1 = does not know 

 2 = weight loss between 1 and 3kg (2.2 and 6.6lbs) 

 3 = no weight loss 

 
C. Mobility 

 0 = bed or chair bound 

 1 = able to get out of bed/ chair but does not go out 

 2 = goes out 

 
D. Has suffered psychological stress or acute disease in the past 3 months? 

 0 = Yes 

 2 = No 

 
E. Neuropsychological problems 

 0 = severe dementia 

 1 = mild dementia 

 2 = no psychological problems 

 

F. Body Mass Index (BMI) (weight in kg)/ (height in m2) Calculated automatically from 

your information above) 

 0 = BMI less than 19 

 1 = BMI 19 to less than 21 

 2 = BMI 21 to less than 23 

 3 = BMI 23 or greater 

 
Screening Score: 

(Subtotal max, 14 points) 
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12- 14 points: Normal nutritional status  

8-11 points: At risk of malnutrition 

0-7 points: Malnourished 

Name and Designation:  

                                                                                                                             Total  
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7.7 Appendix G 

Physiotherapy mobility assessment 

Supine to Side Lying 

 1 = No active participation in rolling 

 2 = Requires 2 staff and slide sheet 

 3 = Requires facilitation at shoulder or at lower limb to roll 

 4 = Requires equipment- to pull to side lying 

 5 = Requires verbal prompting to roll, does not pull to roll 

 6 = Independent – No assistance or prompting 

 

Supine to Sitting 

 1 = maximally assisted, no head control 

 2 = Fully assisted by 2 staff but controls head position 

 3 = Requires full assistance by 1 staff (trunk and lower limbs) 

 4 = Requires minimal assistance with lower limbs or trunk only 

 5 = requires verbal prompting 

 6 = Independent and safe 

 

Sitting Balance 

 1 = Sits with total assistance, requires head support 

 2 = Sits with assistance, controls head position 

 3 = Sits using upper limbs for support 

 4 = Sits unsupported for at least 10 seconds 

 5 = Sits unsupported, turns head and trunk to look behind and to left and right 

 6 = Sits unsupported, reaches forward to touch floor and returns to sitting position 

 

Sitting to Standing 

 1 = Unable to weight bear 

 2 = Gets to stand with full assistance from 2 staff 

 3 = Requires one staff assist 

 4 = Pushes to stand, weight evenly distributed, supervision 

 5 = Pushes to stand, weight evenly distributed, may require frame or bar to hold onto 

once standing 

 6 = Independent, even weight bearing, hips and knees extended, does not use upper 
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limbs 

 

Standing Balance 

 1 = Assistance required by staff 

 2 = Able to stand using air or bar 

 3 = Able to stand independently for 10 seconds 

 4 = Able to stand independently and turn to look behind their right and left shoulder 

 5 = Can reach with their extended arm > 10cm to the left and the right 

 6 = Able to bend forwards to pick up any object from the floor safely 

Transfer 

 1 = Non weight bearing hoist 

 2 = weight bearing hoist 

 3 = Assistance required by 2 

 4 = Assistance required by 1 

 5 = Supervision 

 6 = Independent 

 

Locomotion 

 1 = Bed/ chair bound 

 2 = Wheelchair mobile 

 3 = Ambulant with the assistance of 2 

 4 = Ambulant with the assistance of 1 

 5 = Supervision 

 6 = Ambulates independently 

 

Distance walked 

 1 = Unable to walk 

 2 = 0 to 5 meters 

 3 = 5 to 25 meters 

 4 = 25 to 50 meters 

 5 = 50 to 100 meters 

 6 = > 100 meters 

 

 

 

                                                              Total: 
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Screening Score: 

(Subtotal max, 45 points) 

 

0 – 18 points: Severe mobility impairment 

19 – 27 points: Moderate mobility impairment  

28 – 36 points: Mild mobility impairment  

37 – 45 points: Highest independence  
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7.8 Appendix H 

Participant information form 

 
Project Title: Investigating the effectiveness of an established low impact structured activity 
program on quality of life, mobilty and nutrition in aged care residents.  

 

Chief Investigator: Assoc Prof. Indu Singh 

Research Team: Dr. Avinash Kundur & Ms Ginny Symons (investigators) 
Mr Ben Vu  & Ms. Jissa Martin (student researchers)  

School(s)/Centre(s): School of Medical Science, Griffith University QLD, 4210 Australia 

Contact Phone: +61 (0) 7 5552 9821 

Contact Email: i.singh@griffith.edu.au 

  

Dear Participant, 

You are invited to participate in a research project being conducted by Griffith University. This 

information sheet describes the project in a straightforward language or ‘plain English.’ Please read 

this sheet carefully and be confident that you understand its contents before deciding whether to 

participate. If you have any questions about the project, please ask one of the investigators. 

VOLUNTEER INCLUSION CRITERIA: 
 Aged 65 years and over; 

 Capacity to give written consent 
and/or verbal consent 

 

VOLUNTEER EXCLUSION CRITERIA: 
 Palliative care residents 
 Residents with severe cognitive, hearing and 

visual impairments (difficulty comprehending 
information and verbalising responses) 

 Unable to give written consent and/or verbal 
consent 

Why is the research being conducted? 

The above-mentioned investigators want to evaluate how effective the current structured activity 

programs offered at aged care facilities are in improving several aspects such as quality of life, mobility 

and nutrition in aged care residents. Low-impact structured activities are recommended for older adults 

to maintain their overall health. While structured activity programs are offered at aged care facilities, 

there is a lack of research into the effectiveness of such programs on different aspects of ageing. In 

this pilot study, participants will be allocated into three groups; a structured activity group who are 

active participants of the structured activity program, a group consisting of residents who have not 

participated in the program but want to participate in the sessions and a control group who does not 

participate in the structured activity program. The effectiveness of the low impact mobility program 

(either positive or negative) is not yet known in the current population, and hence why this research is 

being conducted.  The results of the research will contribute towards the research students’ Master of 

Medical Research program at Griffith University.  

If I agree to participate, what will I be required to do? 
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Participants in the structured activity group will take part in 30 minutes structured activity sessions, 

conducted by Aged Care Facility staff, every morning from Monday to Thursday as part of their normal 

routine. All participants will be required to complete questionnaires on quality of life and nutrition 

throughout the duration of the project (at baseline, week 4, week 8 and week 12). The questionnaires 

will take around 10 mins to complete and the researchers will complete the questionnaires with you 

individually. Previous datasets pertaining to the Mini-Nutritional assessment, Physiotherapy 

assessment and structured activity attendance records collected as part of Bupa’s routine resident care 

held by Bupa will be made available to the researcher team after consent from participants. All 

participants will be invited to attend a focus group interview after the end of the 12 weeks to provide 

their experience in participating in the study.  

What are the benefits associated with participation? 

The effectiveness of the low impact mobility program (either positive or negative) is not yet known in 

the current population, and hence why this pilot study is being conducted.  The outcome of the project 

results will be presented to all the participants and staff of the BUPA Aged Care facility upon completion 

of the project. A copy of plain language summary of research results will be provided to you by the 

research team, if requested.  

What are the risks or disadvantages associated with participants? 

The structured activities will be run by staff of the aged care facility as part of your routine voluntary 

activity. Potential risks could include muscle soreness from physical activity. Your resident nurse will 

be informed to ensure you are attended to right away. Potential burdens may include the time to 

participate in the low impact mobility program and completing the required questionnaires. 

What are my rights as a participant? 

As a participant, you have; 

- The right to withdraw participation at any time, without prejudice 

- The right to have any unprocessed data withdrawn and destroyed 

- The right to have any questions answered at any time 

All residents have two weeks after all the information about the project is discussed with them to 

consider their decision to participate in the study. Residents are encouraged to discuss project 

involvement with their families before signing the consent form. 

Confidentiality 

All research data (questionnaire responses, analysis) will be retained in a locked cabinet and/or a 

password protected electronic file at Griffith University for a period of five years before being destroyed. 

Audio recordings of the focus group interviews will be kept safely in a locked facility until they are 

transcribed word for word, then they will be destroyed. All research data will be securely stored on the 

GU Research Storage platform (https://research-storage.griffith.edu.au/).  

The research results will be reported to the Merrimac Bupa Aged Care Facility and may also be 

disseminated via journal articles and / or conference presentations. Data collected from or about you 
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will be presented in research publications in a way that will not identify you or allow you to be identified 

by third parties.  

Feedback to you 

Participants will be given a summary of overall group mean and median results after the completion of 

the study at a scheduled presentation session. No individual results will be presented.  

Whom should I contact if I have any questions? 

Associate Professor Indu Singh (i.singh@griffith.edu.au) or (07) 55529821 

The ethical conduct of this research 

Griffith University conducts research in accordance with the National Statement on Ethical Conduct in 
Human Research.  If potential participants have any concerns or complaints about the ethical conduct of 
the research project they should contact the Manager, Research Ethics on 3735 4375 or research-
ethics@griffith.edu.au. 
 

Privacy Statement 

The conduct of this research involves collection, access and/ or use of your identified personal 

information. The information collected is confidential and will not be disclosed to third parties without 

your consent, except to meet government legal or other regulatory authority requirements, A de-

identified copy of this data may be for other research purposes. However, your anonymity will always 

be safeguarded. For further information please visit Griffith University’s Privacy plan website at 

http://www.griffith.edu.au/privacy-plan   
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7.9 Appendix I 

Informed consent form 
Project Title: Evaluating the effectiveness of a structured low-impact activity program on 
mobility, quality of life and nutrition in aged care residents. 
 
Chief Investigator: Assoc Prof. Indu Singh 
Research Team: Dr. Avinash Kundur & Ms Ginny Symons (investigators) 

Mr Ben Vu  & Ms. Jissa Martin (student researcher) 

School(s)/Centre(s): School of Medical Science, Griffith University QLD, 4210 Australia 

Contact Phone: +61 (0) 7 5552 9821 
Contact Email: i.singh@griffith.edu.au 

 

VOLUNTEER INCLUSION CRITERIA: 
 Aged 65 years and over; 
 Capacity to give written consent and/or 

verbal consent 
 

VOLUNTEER EXCLUSION CRITERIA: 
 

 Palliative care residents 
 Residents with severe cognitive, hearing and visual 

impairments (difficulty comprehending information and 
verbalising responses) 

 Unable to give written consent and/or verbal consent 
 

By signing below, I confirm that I have read and understood the information and have noted that: 

• I understand that my involvement in this research will include participating in 30 mins of 
structured activity for four days a week as part of normal lifestyle and/or completing 
questionnaires (takes around 10 mins) relating to quality of life and nutrition in week 1, week 
4, week 8 and week 12 as well as being invited to participate in a focus group interview after 
the completion of the study;  

• I understand that data from my Physiotherapy and Mini-nutritional assessments as well as 
attendance records of structured activity participation collected as part of Bupa’s routine 
resident care, will be provided to the research team for analysis;  
 

•  I understand that my involvement in this research will include participating in a focus group 
and answer structured and open-ended questions which takes around 20- 30 mins; 

• I do not have any of the listed on the exclusion criteria;  

• I have had any questions answered to my satisfaction; 

• I understand the risks involved; 

• I understand that there may or may not be any direct benefits to me from my participation in 
this research; 

• I understand that my participation in this research is voluntary; 
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• I understand that if I have any additional questions, I can contact the research team; 

• I understand that I am free to withdraw at any time, without explanation or penalty; 

• I understand that my name and other personal information that could identify me will be 
removed or de-identified in publications or presentations resulting from this research; 

• I understand that I can contact the Manager, Research Ethics, at Griffith University Human 
Research Ethics Committee on 3735 4375 (or research-ethics@griffith.edu.au) if I have any 
concerns about the ethical conduct of the project; and 

• I agree to participate in the project. 

 

Participant ID   

Participant Name  

Signature  

Date  

Witness Name & Signature  

Date  

 

 

 

 

 

The Griffith University team would like to record audio during your participation in the focus group interviews to not 

forget or misinterpret information. The tapes will be kept safely in a locked facility until they are transcribed word for 

word, then they will be destroyed. The transcribed notes of the focus group will contain no information that would 

allow individual subjects to be identified or linked to specific statements. Participants are not required to be audio 

recorded and will still be able to participate in the focus group interviews without consequences.  

 Please tick this box if you would like to consent to audio recording of your responses during the focus group 
interviews.   
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sessions and 10-15 residents not participating in CVT or seated activity sessions). Nutrition, 
and quality of life (QOL) assessments will be collected and analysed every 4-weeks for the 
12-week study and takes around 10 -15 mins to complete. Physiotherapy assessment data 
prior to the start of the study and after the completion of the study will be obtained by the 
research team. All participants will be invited to take part in focus group interviews after the 
completion of the study. Please do not be offended if you are not chosen as we would like to 
minimise any risks to you. We would however like to keep your name on our records for 
involvement with further studies if you agree.   

 




