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ABSTRACT

Objective The population of ethnically diverse older
adults (OAs) is increasing in the UK; this group faces
complex health challenges that are exacerbated

by language difficulties, socioeconomic status and
acculturation experiences. Moreover, this diverse group is
the least active and sedentary subgroup within the wider
population, which raises a major concern for their health
and highlights the need for effective behaviour change
interventions to motivate this group to be less sedentary.
Therefore, this study aims to explore the acceptability of a
12-week intervention to reduce sedentary behaviour (SB)
for ethnically diverse sedentary OAs.

Design The study employed a qualitative approach

to assess the acceptability of the 12-week single-arm
intervention for reducing SB.

Setting The study participants were recruited on a rolling
basis from January to May 2024. The recruitment process
was conducted through social community organisations
and local religious groups in Swansea that provided
leisure, sports and recreational activities for ethnically
diverse OAs.

Participants The target population for this study was
ethnically diverse OAs aged >65 years (including women
and men) among (n=20) OAs using in-depth interviews.
Intervention The intervention consisted of a 40-60
minute personalised one-to-one in-person health coaching
session, a wearable activity tracker to remind participants
to take breaks from prolonged sitting time, a pamphlet and
weekly reminder messages via a mobile phone.

Primary outcome To assess the acceptability of the
intervention.

Results Reflexive thematic analysis was performed using
a deductive approach by integrating four predetermined
MRC framework themes. Four overarching themes were
included in our analysis: (1) acceptability, (2) usability, (3)
functionality and (4) recruitment and retention. OAs were
satisfied with the intervention and found it effective and
acceptable. The multicomponent intervention provided
users with strategies to achieve the goal of reducing their
sitting time and provided them with opportunities to be
active and independent. In addition, there were personal
(eg, health) and social (eg, family) factors that influenced
their decision to participate in the intervention.
Conclusion The findings of this study support the
acceptability of the intervention with an ethnically

diverse group of OAs. Initial evidence also suggests that

, Joanne Hudson, Gareth Straton, Jane Mullins

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The current study included a diverse sample with
representation of ethnically diverse groups of >65
years old to explore their experiences, therefore the
generalisability of the findings to wider populations
is enhanced.

= The use of qualitative interviews to explore par-
ticipants’ acceptability of the intervention enabled
more in-depth data from older adults.

= There was no control group in the current study, as
this was not deemed relevant to address our specif-
ic objectives.

= In addition, our participants were not randomly
selected and predominantly were well educated,
thus generalisation of the results to lower-educated
groups might be limited.

the intervention has the potential to increase activity

and minimise sitting time in ethnically diverse OAs and
therefore will inform a future effectiveness trial. The
inclusion of an ethnically diverse population in this study
has helped us to understand the needs and challenges of
these groups to identify how to design culturally sensitive
interventions that are tailored according to their needs.
These insights will be incorporated into the planned
effectiveness trial.

INTRODUCTION

The population of older adults (OAs) is
increasing more than any other age group,’
with the number of OAs (=65 years) predicted
to double to 1.5 billion by 2050.% This presents
a significant public health concern as OAs
spend more time being sedentary than other
age groups,” * which has a detrimental effect
on successful ageing.” Current estimates
showed that OAs sit for more than 10hours/
day’ spending 79% of their waking hours
being sedentary.® The majority of this seden-
tary time is spent engaged in recreational
activities within the home space, particularly
in OAs who are isolated.”

BM) Group
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Unfortunately, the condition is further aggravated for
OAs from socially disadvantaged backgrounds, who are
highly physically inactive.® This burden is intensified in
ethnically diverse populations who frequently stem from
disadvantaged backgrounds and are mostly inactive due
to evident health and social disparities.” '’ For example,
in the UK, black and minority ethnic (BME) groups
suffer from a considerably higher disease burden than
non-BME communities'' and have lower physical activity
(PA) levels.'’ " A significant concern is raised by the 2022
report’s emphasis on the low PA participation percent-
ages among ethnic minority communities, which stand at
2%." Given that there are more minority ethnic OAs in
Wales and a noticeable increase in ethnically varied OAs
in urban areas, this could have possible implications."*
Furthermore, OAs from minority ethnic groups are more
difficult to reach, less likely to take part in PA interven-
tions, and more likely to discontinue participation in PA
programmes.'” Therefore, fostering PA and minimising
sedentary behaviour (SB) among OAs—especially those
from ethnically diverse communities—should be a prime
priority worldwide since it permits active ageing and
delays the progression of disability and disease.'® Further
with the advent of COVID-19 constraints, SB has become
more pronounced and PA levels have lessened compared
with prepandemic levels."” ' Similarly, a scoping review
also showed that the COVID-19 pandemic has resulted
in low levels of activity among black, Asian and minority
ethnic communities. Even many OAs are still inactive and
sedentary as a consequence of the long impact of the
COVID-19 pandemic.”* Therefore, minimising SB should
be prioritised when promoting active ageing.” **

SB is clearly distinct from inactivity. Inactivity is referred
to as standing or exercising insufficiently for extended
periods of time and not meeting PA guidelines.” Guide-
lines on PA and SB** recommend that OAs engage in
150-300min of moderate-vigorous physical activity
(MVPA) or 75-150 min of vigorous PA/week, with at least
2days of muscle strengthening activity and at least 3 days
of varied multicomponent PA that includes strengthening
exercises and functional balance, every week. While SB is
characterised as the amount of time spent in lower-energy
expenditure, such as lying down, sitting or reclining, with
a metabolic equivalent of <1.5.*° A prospective study
conducted in the UK determined dose-response asso-
ciations between sedentary time and 14 distinct non-
communicable diseases.?” Evidence has linked high levels
of SB with metabolic syndrome, blood glucose level,
cholesterol level, waist circumference and obesity among
OAs.”* Studies have shown that prolonged SB is associ-
ated with the incidence of cardiovascular disease, cancer
and type 2 diabetes as well as all-cause mortality, mortality
from cardiovascular disease and cancer.”** Increased SB
can also contribute to muscle weakness, reduced bone
density and increased frailty in OAs, with these nega-
tive health impacts occurring independent of PA.*!' *
Additionally, high levels of SB can adversely affect OAs’
emotional and physiological well-being™ ** and cognitive

function.” Several research studies have also documented
negative relationships between a broader constellation
of screen-based behaviours and mental health.” ¥ For
instance, participants>50 years who engaged in computer
or TV use for >6hours/day had a higher likelihood of
developing depression as compared with participants
who used them for <4hours/day.*® Hence, prolonged
sedentary time may have particular detrimental effects
for OAs,” therefore reducing sedentary time is crucial for
both managing pre-existing conditions,”™ * as well as for
preventing disease and disability,*"™** meaning it is crucial
to take breaks from SB.* Among other nations, the UK,
along with the WHO, has now recommended minimising
SB as a part of PA guidelines.*™*® The recent Canadian
24-Hour Movement Guidelines on SB suggest that older
individuals>65 years should break up extended periods
of sitting as often as possible.*” This recommendation is
based on evidence that a focus on promoting PA does not
always lead to minimising sitting time, since an individual
may satisfy the recommended PA criteria and yet spend
a significant amount of time being sedentary.”® In this
study, time spent in SB is defined as the cumulative daily
sitting time.

The UK government makes significant investments
to change OAs’ low PA and high SB trends. Neverthe-
less, current initiatives do not show potential in raising
PA levels and reducing SB among OAs from under-
represented groups.* This may be because prior research
has not focused solely on activities that take place at
home,””° but rather on activities that take place outside
the home,” which may pose a number of obstacles for
ethnically diverse OAs, such as financial hardships, social
obligations, a lack of confidence, language barriers, a
lack of resources and religious and cultural restrictions.*
However, not much research has examined the physical
environment of the home in relation to PA and SB levels
of OAs. To address this need, we designed a 12-week
intervention, which included a brief health coaching
session, a booklet, weekly reminder messages and a wear-
able activity tracker (WAT), aimed to optimise OAs’ home
space to maximise PA and minimise SB. This intervention
has been fully described in the protocol paper™

An important step in implementing this intervention is
to assess the acceptability of the intervention for use with
ethnically diverse OAs to reduce SB. According to the
UK Medical Research Council (MRC), a crucial compo-
nent in the design of a health-associated intervention is
the feasibility/piloting that provides important informa-
tion on domains like acceptability, usability, function-
ality, recruitment and retention. This step is considered
critical to design and deliver modifications and to assess
the acceptability of the intervention to the study popu-
lation that may enhance the likelihood of intervention
effectiveness.”’® Acceptability is a multifaceted construct
that reflects people’s perceptions of how appropriate an
intervention is in relation to expected or actual cognitive
and emotional reactions.’’ The most appropriate strategy
to decrease SB in OAs must be identified because the
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requirements and expectations regarding activity may
vary between age groups (eg, OAs might have different
capabilities and motivations than younger groups).*
The element of acceptability helps us to understand the
extent to which OAs perceived the intervention and how
well it met their needs, such as satisfaction, relevance and
perceived usefulness (ie, using the intervention to lessen
their SB).% This approach will help us to identify the
factors associated with the acceptability of the interven-
tion within this population group and investigate OAs’
experience regarding the intervention.” Further for OAs
minimising and/or breaking up SB is probably a more
acceptable approach than participating in moderate or
vigorous PA.**® In fact, systematic reviews indicated that
OAs consider PA as being inconsistent with ageing® and
identify exhaustion, discomfort and pain as major obsta-
cles.” ®® Additionally, the negative impact of SB on health
seems to be highly independent of MVPA.*! %*%7% There-
fore, the healthcare interventions that would focus on SB
of OAs would be more acceptable and doable. Addition-
ally, the interventions’ acceptability is also significant and
must be taken into consideration for effective long-lasting
implementation.” Hence, it is important to assess the
acceptability of the intervention to the OAs population
using a qualitative approach to offer insight into their
experiences, perceptions and emotional responses.” *
Currently, a few studies have been conducted with OAs
to determine the acceptability of an SB intervention.
These intervention studies have mainly integrated one-
to-one consultations, feedback provided about behaviour,
goal setting, self-monitoring and action planning.”"®
Preliminary evidence from these trials has shown high
acceptance rates in reducing SB. Moreover, participants
expressed satisfaction with the intervention, describing
it as fascinating, interesting, motivating and feasible.”"°
However, these SB intervention studies have focused on
individuals aged 50 years and above”” " that might be
of limited relevance to OAs (265 years).”* According to
recent guidelines, OAs are individuals aged 65 years and
over.” As a result, the most effective Behaviour Change
Techniques for OAs (=65 years) might be different from
those for adults aged 50-64 years.”” ™ Alongside this,
previous research has not captured data from an ethni-
cally diverse sedentary OA group, as engaging multi-
ethnic OAs in research is a challenge, and undoubtedly,
they are underrepresented in this research.*®' Given the
high prevalence of chronic diseases among this popula-
tion, research in this group is extremely important® ¥
as they would arguably benefit most from SB reduction
interventions.””” In addition, it is important to obtain
OAs’ perceptions before planning an intervention.” * %
Before designing an intervention, the first phase of our
research investigated perceptions of ethnically diverse
OAs regarding their activity and sedentary patterns
within the home setting using the socioecological model
as a theoretical framework.”” Through an in-depth anal-
ysis of these factors, we gained important knowledge
and built insight into the complexity of PA and SB in

this group. These findings provided a suitable underpin-
ning to design and execute a multicomponent person-
centred intervention for community-dwelling ethnically
diverse OAs. This paper aims to assess the acceptability
of this intervention and broaden our understanding of
the factors related to behaviour change following use of
the intervention by ethnically diverse sedentary OAs (=65
years).

METHODS

Study design

The study employed a qualitative approach to assess the
acceptability of the 12-week single-arm intervention for
reducing SB and enhancing activity among OAs using
in-depth interviews (IDIs). The first author (NAAM)
performed all IDIs and has also delivered the interven-
tion. Though she has undergone rigorous training and has
previous experience of conducting qualitative research
interviews, which can help to mitigate the potential bias.
The study participants were recruited on a rolling basis
from January to May 2024, as shown in the flow chart. The
study was based in Swansea, Wales and UK.

Eligibility criteria

The target population for this study was OAs aged =65
years (including women and men), who were sedentary
(self-reporting sedentary time=5hours/day) and who can
speak English. OAs were not included if they had a phys-
ical impairment that restricted them from taking part in
daily living light intensity activity, if they currently partic-
ipated in the recommended amount of moderate-to-
vigorous PA (> 150 min per week) or if they had taken part
in a study promoting PA or reducing SB in the preceding
3 months. OAs with psychological impairments and those
who were not able to give informed consent or cooperate
with the research staff for the entire study period were
also excluded.

Sampling strategy
The study included 23 OAs, of which 20 participants
provided qualitative interviews as shown in figure 1.
Although this sample size is not determined by statistical
power, it was a suitable and useful sample for a feasi-
bility study86 taking into account restrictions related to
time, money and effort. The sample size used in other
feasibility studies of non-pharmacologic therapies that
examined comparable results and prompted additional
effectiveness trials is comparable to this one.”* 87

The recruitment process was conducted through social
community organisations and local religious groups in
Swansea that provided leisure, sports and recreational
activities for ethnically diverse OAs including South-
Asians, Africans, Chinese, Koreans and British OAs. Local
coordinators and subcoordinators were contacted and
acted as the gatekeepers to approach OAs connected
to play, sport and community networks, either currently
or in the past. The primary author sought permission
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Participant Recruitment

3

Eligible OAs

n=32

OAs refused
(n=9; 28%)

OAs provided
consent (Nn=23;
72%)

Intervention Phase

OAs engaged in
the intervention
(n=23)

Data Collection (Qualitative Interviews)

OAs participated in
interviews (n=20)

OAs refused to
participate due to
lack of time (n=3)

Data| Analysis

OAs interviews
were
analysed(n=20)

Figure 1 Flow chart of study participants. OAs, older adults.

from the coordinators to inform OAs about the study,
and they were asked to communicate their interest
to the coordinator in their region. Then the primary
researcher contacted the OAs. Information sheets were
given to the participants who expressed interest, and the
primary researcher discussed the study procedure with
them and obtained written consent before conducting
the interviews. Figure 1 shows the flow diagram of study
participants.

Patient and public involvement

Patients or the public were not involved in the design,
or conduct, or reporting, or dissemination plans of our
research.

Study intervention

The intervention was designed on the basis of the habit
formation model.™ The concepts of habit formation
suggest that decisions to sit are mostly influenced by
automatic and unconscious processes.*”  The decision
to stand instead of sitting will become further automated
with continuous practice, provided that it is initially taken
into conscious awareness.® OAs completed measures
of PA, SB self-efficacy, self-reporting habits and mental
health before and after the intervention. Their sociode-
mographic characteristics were noted at baseline. The

complete details of the intervention can be found in
the protocol paper.”® Briefly during the 12-week inter-
vention, OAs received a 40-60min personalised one-
to-one in-person health coaching session by the primary
researcher, along with a WAT, pamphlet and weekly
reminder messages via cell phone. The primary investi-
gator was available via telephone call, messages or email
for any questions or issues encountered by the OA partic-
ipants during the entire study period. The WAT worn on
a cord around the neck emitted voice alert messages (eg,
“The less I sit, the less stiff I get”; “Keep calm and move
within the home” and “Tune your body into fitness”) and
vibrations after OAs had been sedentary for 60 min which
served as a cue or prompt to avoid extended SB. The goal
was to combat SB by using target behaviours: switching
extended sitting time with standing or stepping/light
activity within their home space to reduce sedentary time.
The proposed multicomponent solutions were centred
on alerting older individuals to take regular breaks from
sitting, which enabled them to develop strategies to
change their SB throughout the day.

The individualised health coaching
conducted to increase OAs’ awareness of physical inac-
tivity and SB and their adverse impacts on the risk of devel-
oping chronic disease. Moreover, it was emphasised that
breaking up prolonged sedentary time and increasing
activity is essential during the entire day. The intervention
pamphlet defined SB and PA, their beneficial effects on
health and the recommended guidelines for PA and SB.
Tips on using the home space to maximise activity and
reduce SB were provided. This comprised an everyday
cue (eg, “when TV ads...”) and a behaviour to perform
in response to the cue (eg, “...stand up or move around
within your home”).” To increase the possibility of enact-
ment, these examples offered more or lesser variations
of the recommended behaviours or activities to complete
at home. The intervention material is attached as online
supplemental file 1: intervention material.

session  was

Data collection procedures

On completion of the 12-week intervention, in-depth
semistructured exit interviews were conducted by the
first author (NAAM; female PhD student) to ascertain
the acceptability of the intervention either in person
or over the telephone or WhatsApp depending on the
preference of study participants. The interview discussed
OAs’ perceptions of the intervention, its effect on their
behaviour (either activity or SB), any challenges faced
and their suggestions for improving the intervention.
OAs were asked about all the specific components of
the interventions (eg, WATs, health coaching session,
pamphlet and reminder messages), and comfortability
in using other technologies such as smart phones instead
of WATS. Interviews were conducted using the interview
guide (online supplemental file 2: interview guide) and
lasted 20-40 min. Each interview was audio recorded with
the consent of the participant, and the researcher also
noted key points.
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Data analysis

Initially, the researcher transcribed all recordings, and
interviews taken in Urdu (n=8) were translated into
English. Reflexive thematic analysis outlined by Braun
and Clarke in 2022 was employed to identify themes
and patterns in the data.” Through the deductive
approach, four predetermined MRC framework themes
that focused on the study’s aims were employed. The
key themes include acceptability, usability, functioning,
recruitment and retention—are highlighted in the UK
MRC framework as being crucial for determining feasi-
bility and piloting health interventions, as explained in
the Introduction. Accordingly, the four themes used in
our data analysis were chosen especially to support the
study’s main aim of determining the acceptability of the
12-week intervention. Familiarisation was the initial step
in the process that involved reading and rereading the
transcripts and highlighting significant data, such as
information that was recurrent across different interviews
that was linked with prior research and helped to address
the current research aim. Codes were applied to reflect
the content of the data, and these were then grouped into
subthemes and themes that shared similar meaning. The
transcripts were revisited by the researchers to consider
and confirm the final names of the themes. In order to
ensure transferability, confirmability, reliability and credi-
bility, the researchers carried out the following important
steps.” A detailed description of the study context, partic-
ipant demographics and intervention characteristics was
provided. This allows readers to assess the transferability
of the findings to other settings or populations. To ensure
the reliability of our findings, we employed a rigorous data
collection process, including detailed interview protocols
and regular check-ins during data collection. Addition-
ally, the same researchers conducted all interviews to
minimise variation. Additionally, continuous listening
to the interview recordings allowed the researchers to
immerse themselves in the topic and obtain an in-depth
insight into the discussed themes to ensure confirma-
bility. To assure credibility, we chose transcripts at random
for cross-checking during analysis. Selected transcripts
were examined by several researchers to confirm topic
coherence and consensus in data interpretation. This
procedure strengthened our findings’ dependability and
credibility and enhanced the analysis quality by taking
part in an iterative process.

RESULTS

20 OAs completed qualitative interviews out of the 23 OAs
who were recruited for the 12-week intervention. Three
participants refused to provide a formal interview due
to lack of time to attend. The mean age of participants
was 74+6.4 years and the majority (55%) of the partici-
pants were women. A high percentage (656%) of the
OAs were retired, with 30% holding a bachelor’s degree.
The 2019 Welsh Index of Multiple Deprivation (WIMD)
scores, derived from postcodes, were used as a measure

of socioeconomic status (SES) due to the unavailability of
income and SES data. The WIMD rankings are based on
eight deprivation domains: environment, health, employ-
ment, housing, income, community safety, education and
access to services.” The scores that are obtained range
from 1 to 1909, where 1 represents the greatest depriva-
tion and 1909 the least. Participants were split into SES
tertiles according to their WIMD Score: low SES (1-636),
medium SES (637-1272) and high SES (1273-1909)
groups, as it has been previously employed.’ In our study,
30% of the older individuals were classified as low SES
and medium SES and 40% as high SES based on their
WIMD scores. The remaining characteristics of the OAs’
sociodemographic profile are provided in table 1.

Using the deductive approach, four preset MRC
framework themes were included: (1) acceptability, (2)
usability, (3) functionality and (4) recruitment and reten-
tion, shown visually with illustrative quotations in table 2.

Theme 1: acceptability

Engagement

Participants confirmed the overall acceptability of the
intervention. The majority of the OAs verbalised that
the experience of engaging in the intervention was quite
good as it kept them active. In general, the study partici-
pants were satisfied with taking part in the intervention as
it was relevant and pertinent to their needs:

I must say the intervention was good, I am satisfied
with the intervention because ...it was meeting my
needs. (05F, Indian, Low SES).

Practicality of the Intervention

Engaging in the intervention was considered an enjoyable
experience by OAs, which has motivated them to make
changes to their lifestyle. They particularly liked that the
intervention was based on non-strenuous simple activities
that they can perform at their own pace and comfort. In
addition, they also found the WAT was helpful in breaking
their sedentary time. Therefore, they found the interven-
tion convenient, simple and effective for them:

...I'was thinking that you would have told me harder
things to do like exercise every day for 20-30 min. It
was easier and that was more manageable for people
who are at home. (16F, British, Low SES).

Yes, reminders should be there because as we get
older, we have a tendency to forget everything like we
forget to take timely medicine or to break our sitting
time. So, in this case, reminders are very useful ...
(11M, Pakistani, Low SES).

Awareness

They suggested that their engagement resulted in a
change in their awareness of SB as they became more
conscious of the effects of their sitting time and of how
frequently they were sedentary:
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Table 1 Characteristics of study participants (n=20)
Age 74+6.4
Total sedentary time 543.3+100.1
Gender

Men 9 (45%)

Women 11 (55%)
Education level

Completed secondary high school (year 11) 3 (15%)

Trade qualifications/apprenticeship 8 (40%)

Diploma/certificate 3 (15%)

University bachelor’s degree or higher 6 (30%)
Occupation level

Retired 13 (65%)

Self-employed 7 (35%)
Ethnicity

Pakistani 5 (25%)

Bangladeshi 4 (20%)

Indian 3 (15%)

African 3 (15%)

British 2 (10%)

Korean 2 (10%)

Chinese 1 (5%)
Family situation

Single parent household 2 (10%)

Two parent household 18 (90%)
Children living in home

Yes 9 (45%)

No 11 (55%)
SES strata

Low 6 (30%)

Medium 6 (30%)

High 8 (40%)
Duration of living in house

<5 years 4 (20%)

6-10 years 8 (40%)

>10 years 8 (40%)

SES, socioeconomic status.

My perception has changed a lot...I was unaware of
how it can cause harmful effects on different parts
of your body... it has made me alert and conscious
to avoid being sedentary. (20F, Bangladeshi, Low
SES)

Overall, my experience was very good. I know my sit-
ting time is more, but I never bring this into consid-
eration, and I don’t know how to reduce it. So, your
program has given me a wake-up call... (02F, Indian,
Low SES).

3

In addition, OAs shared that accountability was crucial
in helping them to break their sedentary pattern. They
shared that being part of the intervention made them
conscious of breaking their sitting time as it would ulti-
mately be of benefit to them.

... you are part of the intervention then you become
a bit more conscious and active. (08M, Bangladeshi,
Medium SES)

Some participants reported that breaking sedentary
time has automatically become part of their habit change
as verbalised by an OA.

...somehow, I have become habitual of it, and I
will continue this habit i.e. standing up more. (02F,
Indian, Low SES)

Future reach

Given the benefits they had experienced, they mentioned
continuing even after the intervention has concluded to
help them be less sedentary and more active.

Whatever activity I was doing during the interven-
tion, I will continue these activities like stand-up on
TV ads, stand-up to cook food...I will continue to do
it and make part of my routine activity. (06M, Indian,

High SES).

Further, they added that there is potential for longer-
term participation in the intervention as shared by the
participant.

...this was my first experience, and I must say it was a
good experience even in the future if such interven-
tions take place, I want to be part of these interven-
tions. (07M, Bangladeshi, Low SES).

Additionally, culturally adapted, home-based interven-
tions also influence family dynamics and impact healthy
behaviour. OAs also noted positive effects of the interven-
tion on their family and suggested that they would recom-
mend the intervention to other OAs:

My family also shows a positive attitude ... For exam-
ple, when I stand and walk on reminders they also
stand or walk with me. (06M, Indian, High SES).

Certainly, I would recommend this intervention to
older adults because I realised that there is a lot that
we can do ...and bring positive change to our health.
(01F, Korean, Medium SES).

Integration with the home space

Integrating the intervention into the household was a
suitable and culturally sensitive strategy, especially for
ethnically diverse OAs. OAs commented on using their
home space to engage actively in the intervention, which
they found novel and viewed as safe, easy and timesaving
and culturally appropriate as they could perform within
their home boundary.
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Table 2 Themes, subthemes and quotations of study participants

Themes

Sub-themes

Quotations

1. Acceptability

2. Usability

3. Functionality

4. Recruitment and
retention

Engagement

Practicality of the intervention

Awareness

Future reach

Integration with home space

Operationality of multicomponent
features

Accessibility of health coaching
session

Appealing features of the
pamphlet

Feasible reminders; reminder
messages

Technical limitations
Structural features of the WAT

Modification of the WAT

Alternative to WAT

Generated outcome: behaviour
change

Positive impact on health

Facilitators and barriers
Level of interest

Role of family

| must say the intervention was good, | am satisfied with the
intervention because ...it was meeting my needs. (05F, Indian,
Low SES).

...l was thinking that you would have told me harder things to do
like exercise every day for 20-30min. It was easier and that was
more manageable for people who are at home. (16F, British, Low
SES).

My perception has changed a lot...l was unaware of how it can
cause harmful effects on different parts of your body... it has
made me alert and conscious to avoid being sedentary. (20F,
Bangladeshi, Low SES).

...this was my first experience, and | must say it was a good
experience even in the future if such interventions take place, |
want to be part of these interventions. (07M, Bangladeshi, Low
SES).

| didn’t make any significant changes or move the equipment
within the home. (17F, Pakistani, High SES).

The first and most important thing in the intervention was
teaching which was very helpful because everything that was told
to me was helpful...there were many things that | was not aware
of... (09F, Pakistani, High SES).

| really like the pamphlet. It was well-designed... | pasted it on the
front side of my refrigerator ... (01F, Korean, Medium SES)

No, it had never annoyed me. Perhaps | had a positive response
because it alerts me. When you are doing something ...you get
engrossed in it. However, the alert acts as a reminder to make me
active and | realize that you have to do something for yourself.
For example, | stand and drink a glass of water or take a round
from my room to the kitchen. Therefore, it was very positive for
me. (07M, Bangladeshi, Low SES)

The size of the device is big which makes it heavy, and you have
to remove it while you are taking a shower and sometimes you
forget to wear it back that is the problem. (10F, Bangladeshi,
Medium SES).

| think to make it more portable...something that is more subtle.
Also, for reminders may be the volume could be adjustable. (04F,
British, High SES)

Yes, it is a very good idea that devices can be replaced with
smartphones which results in more effectiveness in terms of
decreasing sitting time. It will be easier because we can take our
phones anywhere and anytime. (18F, Chinese, Low SES).

...due to my age, | have stopped doing many activities such as
gardening cleaning, cycling, and such kinds of activities but due
to this intervention, | have started again... (15M, Pakistani, Low
SES).

My muscle strength and my overall functioning have improved,
and | am very happy about it. (14F, African, Low SES).

| have noticed that | was very lazy and unable to do much work
which encourages me to take part in the intervention ... (07M,
Bangladeshi, Low SES).

When | discussed this research with my family members, they
motivated me to take part as they wanted me to be active. (18F,
Chinese, Low SES)

Continued
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Table 2 Continued

Themes Sub-themes

Quotations

Role of friends

Perception of the research
procedures

SES, socioeconomic status; WAT, wearable activity tracker.

The good thing about the intervention is that we
have to practice this intervention within our home.
We don’t have to go anywhere, we are in a safe zone,
we don’t need to spend any money and we don’t need
to dress up. We just need to follow the researcher’s
instructions and guidance to reduce our sitting time
and try to walk more. So, I really like this interven-
tion. (02F, Indian, Low SES).

In addition, engagement in the intervention also
promotes optimisation of the home space by the OAs to
enhance their daily activity. They added that they have
made minor adjustments in terms of interacting with
their home environment (ie, moving useless furniture,
keeping the WAT device in an accessible place, removing
clutter or using stairs).

I have tried to remove clutter from my room so that
I can have space in the room, and I can walk easily.
(14F, African, Low SES)

However, a few were unable to make any changes within
the home space.

I didn’t make any significant changes or move the
equipment within the home. (17F, Pakistani, High
SES)

Theme 2: usability

Operationality of multicomponent features

Accessibility of health coaching session

The multicomponent intervention provided users with
strategies to achieve the goal of reducing their sitting
time. OAs were positive about the health coaching session
as it was informative and helpful in terms of applying
different examples to their daily life.

The first and most important thing in the interven-
tion was teaching which was very helpful because ev-
erything that was told to me was helpful...there were
many things that I was not aware of... (09F, Pakistani,
High SES).

...I got to know about guidelines related to physical
activity and sedentary behaviour which is kind of a
new thing for me. (19M, Pakistani, High SES).

| think my friends were the source of motivation for me. All of my
friends are 75 plus but they are so active. It seems they are in
their 40s. This thing encourages me to be active like them and
say no to sitting time. (19M, Pakistani, High SES).

...l would say the time commitment is a lot that is something

you need to keep in mind. If people wanted to take part in this
intervention study, they need to be absolutely committed... (08M,
Bangladeshi, Medium SES)

They welcomed the fact that the content was kept
simple, easy and without medical jargon to assist them in
grasping all the information.

It was very informative... If it was longer it would feel
like a lecture, so I thought it was good enough. The
writing was not too much for me, I think it was fine. I
found the perfect content. (16F, British, High SES).

However, a few participants suggested an increase in
the number of sessions.

If there are more sessions so it will be more good be-
cause we can get more knowledge. (02F, Indian, Low
SES)

More sessions because there was only one session in
the beginning. Session should be divided throughout
the study period. (11M, Pakistani, Low SES)

Appealing features of the pamphlet

OAs found the pamphlets beneficial in signposting them
to break their sitting time within their home space with
the strategies provided in the pamphlet. Moreover, the
colourful layout was really appealing and interesting for
them.

...the pamphlet was very nice I really like it. it was
colourful, the content was written very nicely, and
it was more pictorial not that much wordy. The last
part where you showed different strategies...I used all
these strategies in my daily routine. I liked every part,
but the pictorial part was catchy and interesting. (20F,
Bangladeshi, Low SES).

I really like the pamphlet. It was well-designed... I
pasted it on the front side of my refrigerator ... (01F,
Korean, Medium SES)

However, some OAs had different opinions regarding
the pamphlet:

One is pamphlet, I think it was ok but not very helpful
because I referred it in the beginning. (12M, African,
Medium SES)

The pamphlet is in paper format; it would be pref-
erable if you make it in the form of a book or chart
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to secure it and also it would be easy to carry. (19M,
Pakistani, High SES)

Feasible reminders; reminder messages

One of the intervention components, that is, mobile-
phone reminder messages also provided them with alerts
to be active, as they noted in their responses:

One thing I found really helpful is the reminder
messages... I must say they were very helpful...that
I need to be involved and engaged in activity. (08M,
Bangladeshi, Medium SES).

In addition, some OAs appreciated specific features
of the WATS, that is, the vibrations and sound messages
that acted as a cue to break their prolonged sitting time.
Therefore, they considered these reminders to act as a
positive stimulus to be active.

No, it had never annoyed me. Perhaps I had a positive
response because it alerts me. When you are doing
something ...you get engrossed in it. However, the
alert acts as a reminder to make me active and I re-
alize that you have to do something for yourself. For
example, I stand and drink a glass of water or take a
round from my room to the kitchen. Therefore, it was
very positive for me. (07M, Bangladeshi, Low SES)

However, it was apparent that in conditions where
technology-based approaches are used, ongoing support
is imperative. Further discussion in participants’ own
languages played a culturally significant role in terms of
support and understanding the intervention.

I was in contact with the researcher, she was available
24/7. It was very helpful to discuss in my native lan-
guage ...on a few occasions, I had a few questions, so I
directly texted you and called you. Then you just said
do itin this way or that way... that was the best part of
the whole experiment because continuous help and
support were there. (12M, African, Medium SES)

Technical limitations

Structural features of the WAT

On the contrary, the limitations of technological elements
were also noted by the users. The size and weight of the
WAT made it difficult for the OAs to wear the device
continuously. In addition, they needed to remove the
WAT for water-based activities, resulting in them often
forgetting to put it back on.

The size of the device is big which makes it heavy, and
you have to remove it while you are taking a shower
and sometimes you forget to wear it back that is the
problem. (10F, Bangladeshi, Medium SES).

Some OAs also raised concerns related to the WAT’s
vibration and sound messages. They found long vibra-
tions and loud sound messages irritating. Therefore, they
often avoid wearing the WAT all the time.

... It’s quite difficult to take around in all the circum-
stances of life and all daily life. (04F, British, High
SES)

In addition, for some, the sound messages generated
by the WAT were hard to understand, as shared by a

participant.

. and the message was unclear, and I didn’t under-
stand it... (03F, Korean, Medium SES)

Modifications of the WATs

OAs who disliked using the WAT were not against the
idea of employing these devices in reminding them to
lessen their sedentary time and enhance activity within
the home. However, they proposed a few suggestions to
maximise WAT feasibility. In terms of the device features,
OAs suggested developing a lightweight WAT with adjust-
able sound features or with shorter vibrations for the
reminders.

I think to make it more portable...something that is
more subtle. Also, for reminders maybe the volume
could be adjustable. (04F, British, High SES)

OAs also recommended some changes in the frequency
of the reminder timings to receive more reminders to
remain active.

I think I would change it in a way that initially it
should have the option to give reminders hourly then
half an hour then 15 minutes so I could receive more
reminders. I think it would have been good for me
that I can be more active. (09F, Pakistani, High SES)

However, participants also wanted to add some feed-
back features in the WAT, along with the reminder, as
shared by one of the OAs:

...if there is something that would tell you that you
were active for 20 to 30min in the last 2 hours. So,
then you just think oh my God, I was supposed to
be active after every 30 minutes, but I am not ...so it
just gives you some kind of reminders and feedback.
Currently, there is no feedback so one can ignore re-
minders... (08M, Bangladeshi, Medium SES)

Alternative to WATs

In addition, OAs were asked about comfort and alterna-
tives to using the current WAT as an intervention. Some
considered that using a smartphone as an interven-
tion component would be a more feasible and effective
approach than the current WAT, and it would keep them
more informed about and aware of their activity pattern.

Yes, it is a very good idea that devices can be replaced
with smartphones which results in more effectiveness
in terms of decreasing sitting time. It will be easier be-
cause we can take our phones anywhere and anytime.
(18F, Chinese, Low SES).
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The continuous wearing of the WAT was also challenging
for OAs. Therefore, they recommended designing a non-
wearable device.

I think there should be a device that you can keep in
your pocket, and it gives you vibrations after every 30
minutes of sitting time. (19M, Pakistani, High SES).

Theme 3: functionality

Generated outcome: behaviour change

OAs in the intervention felt it had a significant beneficial
effect on the primary behaviour, that is, minimising SB
and increasing PA, hence noting it as an opportunity to
be independent:

I think the intervention was helpful in a way because
anyhow it has impacted my activity time and sitting
time. I tried to move more within my home. I stand
up and pick up my stuff, that is, my glasses, shoes,
wallet and etc. by myself rather than asking anyone to
pick it up for me. (18F, Chinese, Low SES).

They added that it has helped them to identify ways
to integrate more activity and engage in active options
within their current daily practices, promoting positive
changes.

...due to my age, I have stopped doing many activities
such as gardening cleaning, cycling, and such kinds
of activities but due to this intervention, I have start-
ed again... (156M, Pakistani, Low SES).

For some older individuals, they found it hard to
overcome their long-time sitting habit as it is a deeply
ingrained habit that is linked to their daily life activities
including eating, watching TV, talking on the phone, etc.
However, they were delighted to make a change in their
behaviour by doing more activities:

I hardly stand up and move around the home ... it’s
a little bit hard for me to shift from sitting behaviour
to standing. However, I am happy I am getting rid of
sitting time and intervention is working for me. (05F,
Indian, Low SES)

Positive impact on health

OAs also witnessed a positive impact on their physical
health. For instance, they reported their muscle strength,
mobility, functioning and energy levels had improved
throughout the intervention period. They pointed out
that the intervention programme has encouraged them
to be more conscious about their health.

My muscle strength and my overall functioning have
improved... (14F, African, Low SES)

I think intervention study helps me to remember
to be more active and take care of my health more.
Definitely, it makes me more conscious of my mo-
ment and activity level. (04F, British, High SES-04)

In addition, physical breaks from SB improved their
mental health and well-being. They reported a reduction
in their stress and anxiety levels, leading to an increase in
positive feelings and confidence levels.

...when you are working or moving at home... it
makes you happy and keeps your mood elevated.
(20F, Bangladeshi, Low SES)

You know when you are doing things for yourself you
feel good about it. (12M, African, Medium SES)

In terms of habit formation, the duration of the inter-
vention also played a fundamental role, but generally,
there were mixed opinions in the present study. The
majority of participants believed that the intervention’s
duration (12 weeks) was suitable for them. On the other
hand, some OAs suggested that the intervention duration
should be longer to enable change in their habits. Others
suggested that the intervention duration should have
been shorter.

I think for real life-changing habits you need to be a
bitlonger...I was consciously making decisions. But if
it had bit longer so it would have become part of my
everyday routine. (16F, British, High SES).

I think the duration of the intervention was quite
long for me. It needs to be shortened. (17F, Pakistani,
High SES)

Theme 4: recruitment and retention

Facilitators and barriers

Level of interest

There were personal factors that influenced their deci-
sion to participate in the intervention. For example, some
OA stated to be healthy and fit was one of the strong moti-
vating factors for them to increase activity and minimise
their SB.

I have noticed that I was very lazy and unable to do
much work which encourages me to take part in the
intervention ... (07M, Bangladeshi, Low SES).

In addition, some OAs mentioned pain as a barrier,
while some found it an enabler in taking an active part in
the intervention:

...] am taking a break from sitting because of that
I have noticed that my pain has decreased. (02F,
Indian, Low SES)

In the present study, some factors facilitated participa-
tion in the intervention study. The provision of adequate
and clear instruction was often noted as important
to prevent people from dropping out of the study and
continuing to engage with the intervention.

No, it was so easy, and yes, I was able to understand
those instructions which is why I have brought this
much improvements in my life. (10F, Bangladeshi,
High SES).
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OAs shared the idea of adding incentives to enhance
uptake, interest and compensation for their time to will-
ingly participate and enrol in the study, which should take
into account in future larger studies:

...I must recommend that there is something for
those people who are giving you their time... like ap-
preciating gifts. I mean like give and take situation or
like incentive. (12M, African, Medium SES).

Role of family

The sociocultural factor such as role of family has the
possibility to influence the involvement of study partic-
ipants in the intervention. Through their own set opin-
ions and consequent actions, culturally supported family
members may intentionally or unintentionally impact
their participation. A few OAs shared that they found
their family members were supportive in enrolling and
engaging them in the intervention. They added that
due to the intervention, they engaged in different daily
living activities that satisfied their family members as they
avoided being a burden on them.

When I discussed this research with my family mem-
bers, they motivated me to take part as they wanted
me to be active. (18F, Chinese, Low SES)

They were helping and supporting me to take an ac-
tive part in the intervention program. (13M, African,
High SES)

In addition, this study found that their family members
were also interested in taking part in the study or had
voluntarily participated in the intervention.

They are also motivated to be part of the intervention
by seeing me because they want to become active.
(10F, Bangladeshi, Medium SES)

So, obviously, my husband understands what the pur-
pose of the study is, so he took part himself. He is
very conscious of doing activities. He is taking a more
active role than I am taking. (16F, British, High SES).

In contrast, a few OAs highlighted that their family
was curious about their recruitment and participation
in the intervention, while some shared that their family
members got annoyed with the technological component.

Sometimes my family got irritated with the device...
(03F, Korean, Medium SES).

Additionally, due to their family responsibilities, there
is a lack of engagement in the intervention programme as

shared by an OA:

...I get busy with my granddaughter because I look
after her, so I often ignore reminders because I am
busy with her. (14F, African, Low SES).

Role of friends
Along with family, friends appear to have a significant
impact on OAs’ desire to be active. It was evident from

their comments that the OAs are motivated by their
friends to enrol and engage in the intervention.

I think my friends were the source of motivation for
me. All of my friends are 75 plus but they are so ac-
tive. It seems they are in their 40s. This thing encour-
ages me to be active like them and say no to sitting
time. (19M, Pakistani, High SES).

Perceptions of the research procedures

Perceptions of the technical component, the time needed
to enrol in the study to be more active, and the research
procedures were all mentioned as limitations:

...I would say the time commitment is a lot that is
something you need to keep in mind. If people want-
ed to take part in this intervention study, they need
to be absolutely committed... (08M, Bangladeshi,
Medium SES)

Technophobia and some OAs’ ability to use the tech-
nology were also questioned:

...they find it very daunting. Even if you say for for
example, just putting the watch on the wrist there
is nothing else you want to do they find it very chal-
lenging because they are scared of technology. (16F,
British, High SES).

DISCUSSION
In this study, we assessed the acceptability of this inter-
vention and broadened our understanding of the factors
related to behaviour change following use of the inter-
vention by ethnically diverse sedentary OAs (=65 years).
Overall, the intervention was highly acceptable among
these OAs. They found the multicomponent intervention
engaging and satisfying as it was effective and accessible
and provided them with insight into their SB. Many OAs
appreciated the reminders from the WATs and mobile
phone in facilitating them to reduce their sedentary time.
Although most participants shared positive experiences
with the WAT, they offered suggestions to improve it to
make it more age-friendly. The study participants offered
insightful input in making the WAT more user-friendly
by improving its size and functionality. Their recommen-
dations emphasised the need for a more comfortable fit
by making the WAT smaller, improving functionality by
including the ability for users to adjust the time period for
reminders and the option to modify volume as desired.
In order to improve participant engagement, adherence
and the overall success of the intervention, it is imperative
that these issues be addressed prior to organising an effec-
tiveness trial. These enhancements will help to ensure
that the gadget is more appropriate for the requirements
of OAs from a variety of ethnic backgrounds. These find-
ings support previous research that OAs will perceive
technology as acceptable as long as it is user—friendly.74
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Awareness regarding SB was one of the most effective
ways noted by these OAs to facilitate behaviour change.
This study supports previous evidence that information
provision may be a promising approach to SB reduc-
tion.* Moreover, study participants expressed positive
perceptions about the habit reminder strategies that
were integrated into daily routines, and many reported
the recommended behaviours becoming automatic (ie,
habitual) to break up periods of prolonged sitting. This
appears to align with predictions from habit theory that,
as habit becomes stronger, the habitual behaviour is likely
to be more frequently enacted.”

In addition, the OA’s environment plays an important
role in influencing the process of habit formation. Envi-
ronment modification can increase habit strength via
triggering the cues that are linked to target behaviours in
a positive way. It appears beneficial to encourage OAs to
create or modify their own personal environment, which
will provide them context-specific cues to form healthy
habits.” Hence, the possible beneficial effect of modifica-
tion of the microenvironment can serve as an important
step in promoting activity and minimising SB, as high-
lighted in the current study. Empowering OAs to change
their home environments to enhance their contextual
circumstances to promote habits of increasing activity and
avoiding SB is important,”” and the current intervention
appears to provide support for OAs to do this. Further
integration of these healthy habits has resulted in phys-
ical and mental health benefits among OAs in the current
study. These findings are consistent with previous qualita-
tive findings™* * that highlighted that doing more activ-
ities and minimising SB has given meaning to people’s
lives, resulting in a beneficial effect on their health.

Additionally, the home-based implementation interven-
tion ensures that ethnically diverse OAs can participate in
it without having to leave their comfortable and familiar
surroundings, travel, or spend money. They can get indi-
vidualised advice without the inconvenience of travel or
extra expenses by having healthcare coaching sessions in
their homes. Without the pressure of attending outside
programmes, pamphlets and reminder messages enable
individuals to retain motivation and assimilate material at
their own pace, thereby reinforcing healthy behaviours.
Self-monitoring is further supported by WAT, which
blends in well with daily activities such as housework,
prayer or gentle stretching while watching TV. By enabling
OAs to maintain their health inside their comfort zone,
this strategy not only eliminates logistical and financial
obstacles but also honours cultural preferences, making
PA more feasible, accessible and long-lasting.

OAs’ recruitment and retention in the intervention
were influenced by personal and social factors. Our
findings also showed that remaining fit, active and ener-
getic was one of the important motivators of people’s
participation in the intervention, supporting previous
research that has highlighted that OAs typically cited
health-related factors as strong justifications for taking
part in an intervention programme.” Additionally, in

the present study, we noted different viewpoints on pain
related to health conditions that affect their participa-
tion, which is in line with previous studies.!? 101 Hence,
in order to improve recruitment and retention in real-
life programmes it is important to not only emphasise the
health benefits of being active and less sedentary, but also
to address personal obstacles such as pain. Reducing SB
and maintaining activity levels in older persons can be
better supported by real-life programmes that focus on
these individual factors.

Alongside the individual factors, sociocultural factors
(family and friends) play an important role in engage-
ment with interventions to enhance PA and minimise
SB.'"*% 1t was made clear in our study that support
provided by family members and friends presented a
major motivator for enrolment and retention in the
intervention for ethnically diverse OAs. However, some
familial responsibilities and lack of co-operation were
discussed, presenting a potential limitation to OAs’ moti-
vation to participate fully during the intervention period.
Incorporating friends and family into the intervention
process is crucial for improving recruitment and reten-
tion in real-life programmes. Social support networks can
be strengthened by employing family-inclusive strategies
and peer support groups. Furthermore, removing obsta-
cles can be achieved by flexible scheduling, considering
possible family responsibilities and offering carer support
resources. Reallife programmes can increase older
persons’ long-term adherence by offering a supportive
interpersonal setting.

Further, in the present study, providing proper instruc-
tion using a culturally adapted native language also
helped to minimise misinterpretation and foster a more
inclusive and supportive environment, as evident in
previous research.'’” ' Alongside, ongoing support from
the researcher facilitated OAs’ continuous engagement
and retention with the intervention. Similar strategies
can be used in real-world programmes by giving guid-
ance through educational seminars/workshops, keeping
ongoing communication to promote engagement and
offering support through programme facilitators. In addi-
tion, retaining older persons also depends on optimising
the benefit-to-burden ratio. This can be achieved in real-
world contexts by reducing transportation obstacles by
using easily accessible sites or providing transportation
assistance, and fostering social engagement opportuni-
ties with staff and peers.”’ A sense of achievement and
belonging can also be promoted by acknowledging partic-
ipants' efforts through modest incentives (eg, postactivity
refreshments or vouchers for exercise classes), certifi-
cates of participation or recognition through community.
Engagement can be further increased by programmes
that appeal to altruistic motivations, such as enabling
participants to mentor others or improve the well-being
of the community. Real-life programmes subsequently
have the potential to enhance long-term engagement and
retention by addressing both logistical and motivational
factors.
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Engaging ethnically diverse OAs in activity programmes
presents unique challenges'” ''” that go beyond research
settings into real-world implementation.*” * However,
the high prevalence of chronic diseases among ethnic
minority OAs highlights the significance of developing
tailored, accessible and inclusive interventions that target
their PA and SB.* ¥ It is possible that multidiverse popu-
lations might have complex and unique experiences
and opinions of healthcare and community organisa-
tions that influence their participation in intervention
programmes. Therefore, special attention needs to be
given to social and cultural factors®' that include SES,
language and the different beliefs which are crucial for
creating effective interventions. A more varied OA popu-
lation in the UK s predicted by current immigration and
population trends''! therefore it is fundamental to create
culturally appropriate programmes that may be modified
to meet the needs of various communities. Collaboration
with local community leaders, religious institutions and
cultural groups is necessary for successful real-life imple-
mentation in order to guarantee that programmes are
reliable and trusted. Participation barriers can also be
decreased by offering language assistance, flexible sched-
uling and culturally relevant activities. Furthermore,
building and sustaining a long-term, inclusive, bidirec-
tional connection with an appropriate community group
promotes trust and sustained participation, which even-
tually results in more successful interventions that can
enhance the health outcome of ethnically diverse OA
populations.®!

The present study targeted sedentary ethnically diverse
OAs as these individuals may benefit the most from the
current intervention. The use of qualitative interviews
to explore participants’ acceptability of the intervention
enabled more in-depth data to be obtained than would
have been generated through questionnaire data, thus
giving richer insight into OAs’ perceptions and experi-
ences. Our data offer practical suggestions for SB reduc-
tion and highlight potential barriers to the uptake of this
intervention that will primarily inform the next stage of
our intervention development. With SB and PA inter-
ventions, it is clear that no ‘ne-size-fits-all’, particularly
in the multidiverse OA population. However, research
studies with ageing populations are fairly biased towards
including younger adults, with older individuals often
being dismissed from ageing research—especially in
studies with PA and SB interventions.'"* ' The current
study offers a strength in this regard as we recruited a
diverse sample with representation of ethnically diverse
groups=65 years to explore their experiences. There-
fore, the generalisability of the findings to wider popula-
tions is enhanced. In addition, the team-based, iterative
approach to analysing the data improved the rigour of
our investigation.

Nevertheless, there are a few limitations to our study.
The researcher who delivered the intervention also
conducted the postintervention interviews, thus findings
may be influenced by positive demand characteristics,

particularly those relating to the delivery of the interven-
tion. However, the researcher has undergone qualitative
training and maintained a reflective diary to under-
stand and minimise her biases. In addition, our partic-
ipants were not randomly selected and predominantly
were well educated, thus generalisation of the results
to lower-educated groups might be limited. Finally, no
conclusions can be drawn about long-term adherence to
the intervention as the design did not include long-term
follow-up measures and a control group in the current
study, as this was not deemed relevant to address our
specific objectives. The aim of this study was not to draw
conclusions about intervention effectiveness, but rather
to use behavioural data as one of several indices of accept-
ability, on the assumption that positive behaviour change
can be taken to indicate that potential participants are
willing to respond positively to the intervention. Having
OAs involved in the design and delivery of SB reduction
programmes (ie, coproduction) appears to be a particu-
larly promising avenue in future studies,* as participants
can suggest the range of activities offered to reduce SB.

Conclusion

The findings of this research that included diverse
ethnic OAs have the potential to be implemented to a
wider population, promoting health equity and reducing
disparities. The inclusion of a diverse ethnic population
helps us to understand the needs and challenges of these
groups to enable us to design culturally sensitive inter-
ventions that are tailored according to their needs. In
this regard, the current study makes a substantive contri-
bution to this field by developing an intervention that
is home-based and therefore accessible by OAs from
different cultural backgrounds and which can accom-
modate cultural norms that might otherwise influence
participation in PA outside the home. The intervention
examined here appeared to promote diverse OAs’ activity
and is acceptable among sedentary OAs.

Hence, promoting PA and minimising sedentary time
among OAs, especially those from ethnically diverse
communities, should be a priority worldwide since it allows
for active ageing and delays the advancement of impair-
ment and disease.'® This intervention can be helpful for
community stakeholders and healthcare providers, will
raise awareness of PA promotion among organisations
and healthcare professionals and can be implemented
within their setting to reach a wider audience. While this
study has demonstrated the acceptability of the interven-
tion, it is imperative that future studies incorporate the
participants’ feedback and test its effectiveness in a larger
effectiveness trial.
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