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Abstract (n = 242) 

Background: Physical activity (PA) interventions capable of producing health benefits cost effectively 

are a public health priority across the Western world. ‘Men on the Move’ (MOM), a community-based 

PA intervention for men, demonstrated significant health benefits up to 52-weeks (W) post-baseline. 

This paper details the economic evaluation of MOM with a view to determining its cost effectiveness 

as a public health intervention to be rolled out nationally in Ireland. 

Methods: Cost-effectiveness was determined by comparing the costs (direct and indirect) of the 

programme to its benefits which were captured as the impact on quality-adjusted life-years (QALYs). 

For the benefits, cost utility analysis was conducted by retrospectively adapting various health-related 

measures of participants to generate health states using Brazier et al.’s (2002) short form-6D (SF-6D) 

algorithm. This in turn allowed for ‘utility measures’ to be generated, from which QALYs were derived.  

Results: Findings show MOM to be cost-effective in supporting an ‘at risk’ cohort of men achieve 

significant improvements in aerobic fitness, weight loss, and waist reduction. The total cost per 

participant (€125.82 for each of the 501 intervention participants), the QALYs gained (11.98 post 12W 

intervention, or 5.3% health improvement per participant), and estimated QALYs ratio costs of €3,723 

represent cost-effective improvement when compared to known QALY guidelines. 

Conclusions: The analysis shows that the cost per QALY achieved by MOM is significantly less than the 

existing benchmarks of £20,000 and €45,000 in the UK and Ireland respectively, demonstrating MOM 

to be cost-effective.   
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Introduction 

Physical inactivity is known to increase chronic disease risk and is a significant global public health 

concern. Some 9% of premature deaths globally or more than 5.3 million deaths annually are directly 

linked to low levels of physical activity (PA) (1).  Given the prevalence of inactivity and the importance 

of PA to health, studies have sought to investigate whether increasing PA will reduce costs of care and 

mortality while enhancing quality of life (2). Within a global context economic analysis estimates the 

cost of physical inactivity at $67.5 billion (€61.3 billion) a year in health care costs and lost productivity 

to the world economy (3). Ding et al. (2016) conservatively estimated that physical inactivity costed 

international health-care systems $53.8 billion in 2013, and noted that physical inactivity related 

deaths also contributed to $13.7 billion in productivity losses. 

Physical inactivity is a significant factor in rising obesity levels. In Ireland 39% of the population are 

estimated to be overweight, with a further 23% being obese (4).  Notably males are more likely to be 

overweight (43% males; 31% females) and obese (25% males; 22% females) than females (4) with 

consequent higher associated costs. In 2009 the cost of life years due to overweight and obesity 

totalled €853 million, of which €576 million (67.6%) accounted for male deaths (5). Efforts to target 

‘at risk’ men with health promotion programmes have typically encountered an ‘unwillingness’ to 

engage by this group (6). However, the appeal of such programmes to men is increased when gender-

specific strategies linked to community engagement are used (7,8). In times of budgetary restraint, 

there is a compelling case for looking at sustainable, low-cost, less resource-intensive interventions 

which can have a significant health impact (9). For policymakers, it is important to know if such 

programmes are cost-effective when allocating finite public funds. Yet there is a lack of economic 

evidence for PA interventions delivered in community settings (10,11). Furthermore, there is a need 

to objectively measure whether meeting PA guidelines translates into better quality of life (12). 

Economic evaluations typically compare the incremental costs associated with a new intervention 

with the additional outcomes achieved. They can inform resource allocation decisions by assessing an 
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intervention’s value for money (13). Some cost-effectiveness studies, such as Shaw et al. (2011), 

compare the additional costs associated with an intervention per additional unit of outcome 

generated by the intervention (e.g. reaching a target weight reduction); however, this does not enable 

comparison of interventions across different programmes and as a result, an outcome measure 

common to all interventions is required. One such outcome measure is ‘Quality Adjusted Life Years’ 

(QALYs) which amalgamates the impacts of interventions on both quality and quantity of life in a 

single, common metric thus facilitating comparisons between different health programmes as it is 

universally applicable (14). The QALY has been designed to capture these outcomes, and is a measure 

of an individual’s length of life that has been adjusted for the health-related quality of that life (14). 

Despite being the subject of debate, QALY is still considered a cornerstone of economic analysis and 

aids decision making in healthcare in order to prioritise limited resources (15). The incremental 

benefits from programmes are assessed using measures of health related quality of life (HRQoL) which 

is recognised as a key indicator of treatment outcomes (15). The cost-effectiveness threshold for 

Ireland is currently €45,000 per QALY, but has historically varied between €20,000 and €45,000 per 

QALY (16). This is broadly similar to the UK threshold where the National Institute of Health and Care 

Excellence (NICE) set the threshold at £20,000 (17).  

The aim of this paper is to conduct an economic evaluation on Men on the Move (MOM), a 

community-based, gender specific PA programme for adult men in Ireland. The programme was 

delivered amongst diverse groups of men in diverse communities aimed at improving their overall 

health and well-being (18).  

 

Methods 

‘Men on the Move’ (MOM) was the subject of a pragmatic controlled trial from September 2015 – 

August 2016. A total of 927 inactive men were recruited across eight Irish counties, [Intervention 

Group (IG), n=501; Comparison-in-waiting Group (CG), n-426]. Inclusion criteria comprised being male, 
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aged at least 18 years, having completed the physical activity readiness questionnaire, and having 

provided written consent. The comparative demographic group means were as follows; IG: age = 52.0 

± 10.7 yr, height = 174.6 ± 6.5 cm, weight = 94.2 ± 16.0 kg; CG: age = 49.3 ± 11.4 yr, height = 176.0 ± 

6.6 cm, weight = 91.0 ± 15.9 kg. Local Sports Partnership’s (LSPs – recreational sport providers) co-

ordinated and delivered the programme which comprised of a combination of structured group 

exercise sessions twice weekly over a 12W period, health-related workshops (diet and well-being), a 

health information booklet, a 5k celebration event and a pedometer for independent PA sessions. 

Self-administered questionnaires combined with recorded outcome measures (weight, BMI, waist 

circumference and time-to-complete one mile) were used to gather data on participants at baseline, 

12W, 26W and 52W post-baseline (Refer to (18) for the full protocol). The intervention targeted PA 

improvements (a 1 MET increase in aerobic fitness, a 5% weight reduction and a 5 cm waist reduction; 

refer to (12) for details on outcomes in all three of these metrics). At baseline the majority of 

participants were inactive (59.2%), overweight/obese (89.7%) and had at least two cardiovascular 

disease (CVD) risk factors (53.1%). 

Incremental Costs 

In line with previous research (13), the economic evaluation compared additional costs to additional 

benefits achieved, with an assessment of incremental costs restricted to the resources associated with 

providing the intervention. Direct and indirect costs incurred in the implementation of the programme 

for the IG over the initial 12W period, along with the additional costs relating to the maintenance of 

the programme from 12W to 52W are presented (Table 1). Direct costs included the marketing, 

recruitment, co-ordination, management and delivery of the programme. All resources required to 

deliver the intervention were costed according to the price paid at the start of the MOM programme 

(September 2015). Indirect costs are those that occurred despite not being directly assigned to the 

MOM programme. This included staff who although not directly employed to work on the programme 

or who work with LSP, did give a substantial amount of time in helping with the co-ordination and 
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implementation of the programme generally in the form of meetings, training, support and material 

development. This time data has been costed based on the proxy good method, also known as the 

replacement cost approach which values the time for different activities and tasks at a shadow price 

of a market substitute (19). In the case of the MOM programme, the market substitute price is taken 

as the hourly rate of a €21.44. The salary grade of €41,800 is chosen based on mid-salary entry grade 

for Post-Doc position in Ireland (20). These final costs are acknowledged to estimations applied after 

the assessment phase of the study, and thus represent a limitation to this study. 

Incremental Benefits 

Quality-Adjusted-Life-Years were calculated by assigning a value or weight (utility) to identified health 

states. Utilities are measured on a scale that ranges in value from 0 (death) to 1 (perfect health). The 

use of QALYs allows a measure of value for different health states to be computed and also facilitates 

comparisons between different health programmes as it is universally applicable (14).  

Brazier et al. (2002) conducted a preference scoring study in order to generate the health state utility 

values needed to construct QALYs and hence conduct cost–utility analyses. In this study, a range of 

health related data was gathered from MOM participants to assess the programme and this data was 

retrospectively best-matched to the six-dimensions identified in Brazier et al.’s (2002) SF-6D study. 

Wong et al., (2013) has previously shown a high degree of agreement between directly measured SF-

6D and SF-6D measures derived from the SF36. While this justifies the use of SF-6D in the current 

study, limitations exist given the fact that we retrospectively had to match MOM survey data to SF-

6D.  The SF-6D has a total of six-dimensions; Physical Functioning, Role Limitations, Social Functioning, 

Pain, Mental Health and Vitality, each one having between four and six levels, allowing for a potential 

18,000 varying health states to be defined. Descriptive statistics initially collated and relevant to the 

six-dimensions of the SF-6D are presented in Table 2. Categories for the Physical Functioning 

dimension were defined based on time-to-complete 1-mile, and matched to Brazier et al.’s (2002) 

Physical Functioning utility weights. Role Limitations were calculated based on a composite score 
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average achieved for both the Physical Functioning and Mental Health categories. The Social 

Functioning dimension was assessed using the Berkman-Syme social network index (23) and scored 

according to criteria defined by Loucks et al. (24). Pain was categorised using self-reported health data 

while Mental Health was calculated based on a composite score average achieved for specific well-

being questions. Mental well-being was assessed via the Warwick-Edinburgh Mental Well-being Scale 

(WEMWBS), which comprises 14 positively worded statements describing thoughts and feelings which 

are scored on a 5-point scale (25). Finally, Vitality was assessed using a question relating to the spare 

energy levels of the participants.  

The final values generated for the MOM participants from the matching of MOM data to the Short 

Form-6D (SF-6D) dimensions were used to create a six-digit ‘health state’ code that were converted 

into ‘utility weights’ using the SF-6D algorithm at each time-point (baseline, 12W, 26W and 52W). The 

analysis of this data commenced with a collation of these scores from both groups across the six-

dimensions. It should be noted that the usable sample sizes for this analysis declined at each time-

point for both groups due to non-completion of certain dimensions by some participants, and thus 

imputation occurred for missing data at a specific time-point. The incremental cost-effectiveness ratio 

(ICER) was then derived to show the additional cost for one additional QALY gained by the IG 

compared to the CG. This ICER ratio would be a basis for assessing the net benefit of the MOM project 

and could be compared to similar studies to see which represents the best resource allocation. In this 

case, the incremental cost ratio was calculated by dividing the incremental costs (Table 1) by QALYs 

(Table 3). 

To account for uncertainty in the input values for cost per QALY, sensitivity analysis was conducted on 

the estimated cost per person and the estimated change in QALY per person using exponential and 

normal distributions respectively with randomly generated samples of 1,000. This probability 

sensitivity analysis (PSA) led to the generation of a cost-effectiveness acceptability curve which 
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captures this uncertainty by plotting the probability of cost-effectiveness against different threshold 

values (Figure 1). 

 

Results 

The estimated total incremental cost of the intervention (Table 1) was €63,035 which works out at 

€125.82 for each of the 501 participants in the IG. The majority of these costs were incurred during 

the initial 12W intervention, with relatively minor amounts at subsequent time intervals.  

Results presented (Table 2), and previously published (18), show that MOM led to considerable 

improvements within the 12W intervention period for the IG relative to the CG. For example, there 

was a reduction of greater than 20% in time-to-complete one mile for the IG at 12W, compared to an 

insignificant reduction for the CG. Equally, there was a considerable improvement in mental health 

(7% increase in those reporting above average after 12W), and vitality (15% rise in those reporting 

that they have energy to spare). The improvements made following the initial 12W were maintained 

at subsequent time-points. 

Findings presented show (Table 3) an average utility improvement of 0.053 (5.3% health 

improvement) for the IG at 12W; which translates to 11.98 additional QALYs gained (226 participants 

x average of 5.3% improvement in utility per person). The changes in utility values at subsequent time-

points are insignificant in comparison to initial benefit achieved at 12W suggesting that the health 

levels achieved after 12W are subsequently maintained. The results show insignificant changes in 

QALYs (-0.004 utility decrease) for the CG suggesting that the utility benefits are largely confined to 

the IG. Quality Adjusted Life Years ratio costs were estimated at €3,723 (€44,600 ÷ 11.98) for the IG 

at 12W which represents a cost-effective improvement when compared to known QALY guidelines.  

The cost-effectiveness curve presented (Figure 1) shows that if one is willing to pay at least €4,000 per 
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QALY (a figure close to the estimated cost per QALY in this programme), there is a 90% chance that 

this programme is more effective compared to no intervention.  

 

Discussion 

Previously published results have shown MOM to improve health outcomes (26) and this study 

extends the assessment of the programme to demonstrate that those health outcomes are cost-

effective in supporting an ‘at risk’ cohort of men achieve significant improvements in aerobic fitness, 

weight loss, and waist reduction, with improvements maintained 52W post-baseline.  

The within-trial cost-effectiveness analysis demonstrated that the MOM intervention was inexpensive 

to deliver; the estimated total incremental cost of the intervention was €63,035 (€125.82 per 

participant) which is comparable to that reported by club based PA interventions for men (FFIT study 

(27); £205 per participant: EuroFiT (28,29) £189.50 - £267.50 per participant depending upon country). 

The differences in costs may be accounted for by a) club running and/or football federation costs 

(MOM used outdoor spaces only) and b) the inclusion of costs in the club based studies related to 

health service and medication use (these were £40/participant in FFIT).  This analysis also indicated 

that MOM is more effective than no active intervention in terms of QALYs (Δ0.050 in IG v Δ 0.006 in 

CG up to 52W) which is keeping with that reported elsewhere (27). Estimated incremental cost 

effectiveness was €3,723 per QALY gained. This represents a cost-effective improvement when 

compared to known guidelines of €20,000 per QALY gained (16,17) and echoes that reported 

elsewhere (27; £13,847/QALY gained) i.e. group based PA programmes for men are a cost effective 

way to improve health. Sensitivity analysis (PSA) confirms that this cost-effective outcome is robust to 

changes in the input parameters. The change in utility scores post 12W for both groups was 

insignificant; i.e. the 5% in utility values rise were maintained by the IG while the average utility of 

those in the CG remained largely unaltered. This reinforces the findings (26) which suggest that the 

MOM programme delivers an immediate benefit following the 12W intervention, which is maintained 
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up to 52W. Findings reflected in the cost-effectiveness curve (Figure 1) can be of use to decision 

makers as it provides a measure of the uncertainly surrounding a resource allocation decision, and 

show MOM to have very high probabilities of being successful if one is willing to pay up to €10,000 

per QALY which is well below costs effectiveness thresholds of €20,000 in Ireland and the UK (11).  

Limitations  

Due to the ‘real world’ nature and application of this community-based PA programme of this scale 

there are a number of limitations to be considered in the context of the economic evaluation 

presented. Firstly, indirect cost analysis did not account for healthcare utilisation, medication use, and 

absenteeism from work; however it did account for hours attributed by the partnership network to 

the design, delivery and implementation of the programme. In addition, it is also acknowledged that 

the incremental costs in this paper are estimations applied after the assessment phase of the study, 

and therefore potentially contain some degree of error.  

Secondly, this study has retrospectively best matched data gathered from the MOM survey to the six 

dimensions in Brazier et al.’s SF-6D study in order to derive utility weights which enabled QALYs to be 

calculated.  Details of this matching have been outlined in the incremental benefits section and while 

it is felt that the MOM data fits the 6d study very well for most of the dimensions, some dimensions 

such as Role Limitations do require assumptions to be made. In hindsight, further consideration at the 

design stage of the programme, in particular to the choice of questions included in the questionnaire 

used, would allow for a more thorough economic evaluation to be performed by; 1) actually use the 

SF-6D questionnaire and 2) incorporating healthcare utilisation, medication use, and absenteeism 

from work into the indirect cost analysis. While these limitations may cause some inaccuracies in the 

economic evaluation presented, and are acknowledged, the estimations presented are still well within 

cost effectiveness thresholds.  
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The authors would also like to acknowledge that three of the authors were involved in the 

development of the programme in conjunction with service providers. To mitigate against 

unconscious bias, two independent authors (who are not listed on any other MOM publications) with 

expertise in economic evaluation came on board after the completion of the study to oversee the 

economic analysis. 

Conclusion 

With due regard to the limitations highlighted, it is evident from this study that resources allocated to 

gender specific ‘at risk’ groups such as the inactive men who were targeted in this study can be very 

effective in terms of resource allocation. The findings from this study along with those from the health 

outcomes study has informed the decision of the National Health Service in Ireland to scale up the roll 

out of MOM nationally.  
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Key Points:   

• To the best of this author’s knowledge, this is the first study to attempt to capture the costs 

associated with a delivering community-based PA intervention in Ireland. 

• ‘Men on the Move’ was shown to be cost-effective in supporting an ‘at risk’ cohort of men 

achieve significant improvements in aerobic fitness, weight loss, and waist reduction, with 

improvements maintained 52W post-baseline. 

• Future research in this area should ensure economic analysis is integrated into the research 

design at the outset. 

 

 

 

 

 

 

 



13 

 

References  

1.  The Lancet. Ready, set, go for physical activity. Lancet [Internet]. 2013 Jun;381(9882):1960. 

Available from: http://www.ncbi.nlm.nih.gov/pubmed/23746881 

2.  Dalziel K, Segal L, Elley CR. Cost utility analysis of physical activity counselling in general 

practice. Aust N Z J Public Health [Internet]. 2006 Feb;30(1):57–63. Available from: 

http://doi.wiley.com/10.1111/j.1467-842X.2006.tb00087.x 

3.  Ding D, Lawson KD, Kolbe-Alexander TL, Finkelstein EA, Katzmarzyk PT, van Mechelen W, et 

al. The economic burden of physical inactivity: a global analysis of major non-communicable 

diseases. Lancet [Internet]. 2016 Sep;388(10051):1311–24. Available from: 

http://dx.doi.org/10.1016/S0140-6736(16)30383-X 

4.  Department of Health. Healthy Ireland Survey 2016: Summary of Findings [Internet]. Dublin, 

Ireland; 2016. Available from: https://health.gov.ie/wp-content/uploads/2016/10/Healthy-

Ireland-Survey-2016-Summary-Findings.pdf 

5.  Dee A, Callinan A, Doherty E, O’Neill C, McVeigh T, Sweeney MR, et al. Overweight and 

obesity on the island of Ireland: an estimation of costs. BMJ Open. 2015;5(3):1–16.  

6.  Carroll P, Kirwan L, Lambe B. Engaging ‘hard to reach’ men in community based health 

promotions. Int J Heal Promot Educ [Internet]. 2014;5240(June):1–11. Available from: 

http://www.tandfonline.com/eprint/geQuUyA5P6Eapkwu5Yra/full#.U0fIPdhOUeG 

7.  Lefkowich M, Richardson N, Robertson S. Engaging Men as Partners & Participants: Guiding 

Principles, Strategies, and Perspectives for Community Initiatives & Holistic Partnerships. 

Carlow, Ireland; 2015.  

8.  Lefkowich M, Richardson N, Robertson S. “If We Want to Get Men in, Then We Need to Ask 

Men What They Want”: Pathways to Effective Health Programing for Men. Am J Mens Health. 

2015;1–34.  



14 

 

9.  GC V, Wilson EC, Suhrcke M, Hardeman W, Sutton S. Are brief interventions to increase 

physical activity cost-effective? A systematic review. Br J Sports Med [Internet]. 2016 

Apr;50(7):408–17. Available from: http://bjsm.bmj.com/lookup/doi/10.1136/bjsports-2015-

094655 

10.  Anokye N, Jones T, Fox-Rushby J. National Institute for Health and Clinical Excellence Public 

Health Intervention Guidance Physical activity – Brief advice for adults in primary care: 

Economic Analysis. London; 2012.  

11.  Davis JC, Verhagen E, Bryan S, Liu-Ambrose T, Borland J, Buchner D, et al. 2014 Consensus 

Statement from the first Economics of Physical Inactivity Consensus (EPIC) Conference 

(Vancouver). Br J Sports Med [Internet]. 2014 Jun 23;48(12):947–51. Available from: 

http://bjsm.bmj.com/lookup/doi/10.1136/bjsports-2014-093575 

12.  Sun K, Song J, Lee J, Chang RW, Eaton CB, Ehrlich-Jones L, Kwoh KC, Manheim LM, Semanik 

PA, Sharma L, Sohn MW, Dunlop DD. Relationship of Meeting Physical Activity Guidelines 

With Health-Related Utility. Arthritis Care Res (Hoboken). 2014 July ; 66(7): 1041–1047. 

doi:10.1002/acr.22262. 

13.  Shaw R, Fenwick E, Baker G, McAdam C, Fitzsimons C, Mutrie N. “Pedometers cost buttons”: 

the feasibility of implementing a pedometer based walking programme within the 

community. BMC Public Health [Internet]. 2011 Dec 31;11(1):200. Available from: 

https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-200 

14.  Health Information and Quality Authority. Guidelines for the Economic Evaluation of Health 

Technologies in Ireland 2018 [Internet]. Vol. III. Dublin, Ireland; 2018. Available from: 

https://www.hiqa.ie/reports-and-publications/health-technology-assessment/guidelines-

economic-evaluation-health 

15.  Whitehead SJ, Ali S. Health outcomes in economic evaluation: the QALY and utilities. Br Med 



15 

 

Bull [Internet]. 2010 Dec 1;96(1):5–21. Available from: 

https://academic.oup.com/bmb/article-lookup/doi/10.1093/bmb/ldq033 

16.  O’Mahony JF, Coughlan D. The Irish Cost-Effectiveness Threshold: Does it Support Rational 

Rationing or Might it Lead to Unintended Harm to Ireland’s Health System? 

Pharmacoeconomics [Internet]. 2016 Jan 26;34(1):5–11. Available from: 

http://link.springer.com/10.1007/s40273-015-0336-1 

17.  Guillon M, Rochaix L, Dupont JCK. Cost-effectiveness of interventions based on physical 

activity in the treatment of chronic conditions: A systematic literature review. Int J Technol 

Assess Health Care. 2018;34(5):481–97.  

18.  Carroll P, Harrison M, Richardson N, Robertson S, Keohane A, Kelly L, et al. Evaluation of a 

Gender-Sensitive Physical Activity Programme for Inactive Men in Ireland: Protocol Paper for 

a Pragmatic Controlled Trial. J Phys Act Res. 2018;Vol. 3(No. 1):20–7.  

19.  Landfeldt E, Zethraeus N, Lindgren P. Standardized Questionnaire for the Measurement, 

Valuation, and Estimation of Costs of Informal Care Based on the Opportunity Cost and Proxy 

Good Method. Appl Health Econ Health Policy [Internet]. 2019;17(1):15–24. Available from: 

https://doi.org/10.1007/s40258-018-0418-2 

20.  Irish Universities Association. Researcher Salary Scales/Guidelines [Internet]. 2019. Available 

from: https://www.iua.ie/research-innovation/researcher-salary-scales/ 

21.  Brazier J, Roberts J, Deverill M. The estimation of a preference-based measure of health from 

the SF-36. J Health Econ [Internet]. 2002 Mar;21(2):271–92. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/11939242 

22. Wong C.K., Lam E.T., Lam C.L. “Comparison of direct-measured and derived short form six 

dimensions (SF-6D) health preference values among chronic hepatitis B patients.”, Qual Life 

Res. 2013; 22: 2973-2981 



16 

 

23.  Berkman LF, Syme SL. Social Networks, Host Resitance, and Mortalitiy: A Nine-year Follow-up 

Study of Alameda County Residents. Am J Epidemiol [Internet]. 1979 Feb;109(2):186–204. 

Available from: https://academic.oup.com/aje/article/74197/SOCIAL 

24.  Loucks EB, Magnusson KT, Cook S, Rehkopf DH, Ford ES, Berkman LF. Socioeconomic Position 

and the Metabolic Syndrome in Early, Middle, and Late Life: Evidence from NHANES 1999-

2002. Ann Epidemiol. 2007;17(10):782–90.  

25.  Stewart-Brown S, Platt S, Tennant A, Maheswaran H, Parkinson J, Weich S, Tennant R, Taggart 

F, Clarke A. The Warwick-Edinburgh Mental Well-being Scale (WEMWBS): a valid and reliable 

tool for measuring mental well-being in diverse populations and projects. J Epidemiol 

Community Health 2011;65(Suppl II):A1–A40. 

26. Kelly L, Harrison M, Richardson N, Carroll P, Robertson S, Keohane A, et al. The impact of a 

gender-specific physical activity intervention on the fitness and fatness profile of men in 

Ireland. Eur J Public Health [Internet]. 2019 Jun 5;0(0):1–7. Available from: 

https://academic.oup.com/eurpub/advance-article/doi/10.1093/eurpub/ckz100/5511586 

27.  Wyke S, Hunt K, Gray CM, Fenwick E, Bunn C, Donnan PT, et al. Football Fans in Training 

(FFIT): a randomised controlled trial of a gender-sensitised weight loss and healthy living 

programme for men – end of study report. Public Heal Res [Internet]. 2015;3(2):1–130. 

Available from: http://www.journalslibrary.nihr.ac.uk/phr/volume-3/issue-2 

28.  Wyke S, Bunn C, Andersen E, Silva MN, van Nassau F, McSkimming P, et al. The effect of a 

programme to improve men’s sedentary time and physical activity: The european fans in 

training (EuroFIT) randomised controlled trial. PLoS Med. 2019;16(2):1–25.  

29.  Nassau F Van, Ploeg HP Van Der, Abrahamsen F, Andersen E, Anderson AS, Bosmans JE, et al. 

Study protocol of European Fans in Training ( EuroFIT ): a four-country randomised controlled 

trial of a lifestyle program for men delivered in elite football clubs. BMC Public Health 



17 

 

[Internet]. 2016;1–15. Available from: http://dx.doi.org/10.1186/s12889-016-3255-y 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



18 

 

Table 1 Costs per MOM Programme for the Intervention Group 

 Item Cost 

Baseline - 

12W 

12W-26W 26W-52W 

Direct Costs LSP Co-ordinator €3,264   

 Branding (posters, flyers, wallet 

cards, health information 

booklet)  

   €610   

 PA Programme (PA Coordinator) €4,800   

 In-door venue hire €1,280   

 Workshop Delivery     €800   

 Hosting Celebration Event €1,600   

 Group Maintenance (Supporting 

existing groups of vulnerable 

men who cannot contribute to 

sustaining the programme) 

    €800 €915 

 Equipment  €2,000 €2,285 

Indirect Costs Estimation of hours associated 

with planning, co-ordination, 

training, implementation, data 

collection, reflection and 

learning. 

€32,245.76 €4,245.12 €8,190.08 

Total Costs   €44,600

  

€7,045 €11,390 

Key: W= week; LSP = Local Sport Partnership; PA = Physical Activity.  

Note: Indirect Costs were based on Post-Doc Mid-Scale Salary for Ireland pprox €41,800 (Jan 2019) = Approx €21.44 per hour 

(i.e. 52 weeks / 37.5 hours per week) 
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Table 2 Descriptive Data for the SF-6D for participants who attended baseline and at least one 

other data collection time-point 

 Baseline 12W 26W 52W 

OUTCOME MEASURES  

Physical Measure; Time to complete 1 Mile (m:dm) 

IG (Mean ± SD) 13.58 ± 3.1 10.29 ± 2.8 10.99 ± 8.2 11.43 ± 3.0 

CG Mean ± SD) 12.48 ± 3.9 12.04 ± 3.5 11.76 ± 3.8 11.78 ± 3.9 

Physical Measure; 1 Mile Categories (8:00 – 12:00 minutes) 

IG (%)  29.3  44.4 45.8 51.0 

CG (%)  39.1 40.6 42.9 37.3  

Mental Well-being; WEMWBS – Above Average  

IG (%)  15.5 22.2 21.6 21.5 

CG (%)  15.2 19.2 18.0 18.4 

Social Functioning Measure; Socially Integrated 

IG (%)  38.8 39.1 42.5 41.3 

CG (%)  40.8 38.9 37.3 34.8 

Pain Measure; Self-Reported Health – Excellent  

IG (%)  6.1 10.1 9.9 11.1 

CG (%)  4.2 6.7 6.5 8.0 

Vitality; I’ve had energy to spare – All of the Time 

IG (%)  3.9 14.1 2.0 5.9 

CG (%)  4.6 6.7 3.5 6.8 
Key: W = week; SD = Standard Deviation; N = number; IG = Intervention Group; CG = Comparison-in-waiting Group; m:dm = 

minutes:deci-minutes; WEMWBS = Warwick-Edinburgh Mental Well-being Scale.  
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Table 3 Utility analysis and QALYs by group and across all time-points  

Group Time-point N 
Utility Scores 

Baseline 12W 26W 52W 

IG Baseline 403 0.630 - - - 

 12W 226 0.648 0.701 - - 

 26W 120 0.649 0.702 0.704 - 

 52W 81 0.656 0.700 0.707 0.700 

 Utility Change 

(denotes change from BL) 

 0.053 0.002 

(0.055) 

-0.003  

(0.044) 

 QALYs Gained  11.98 0.24 -0.57 

CG Baseline 322 0.664 - - - 

  12W 211 0.666 0.662 - - 

  26W 140 0.670 0.668 0.675 - 

 52W 107 0.670 0.668 0.668 0.674 

 Utility Change 

(denotes change from BL) 

 -0.004 0.007 

(0.005) 

0.006 

(0.004) 

 QALYs Gained  -0.84 0.98 0.64 

 

 Programme Costs  €44,600   

 Costs per QALY for IG  €3,723   
Key: N = number; BL = baseline; W = week; IG = Intervention Group; CG = Comparison-in-waiting Group; QALYs = Quality 

Adjusted Life Years; QALYs gained = N x Utility Change.  
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Figure 1 Cost-effectiveness Acceptability Curve for MOM (Threshold up to €10,000) 
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