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Section 1: 
Executive Summary: Key Messages

This report is a follow-up to the ‘Farmers  
Have Heart Cardiovascular Health 
Programme – Detailed Baseline Report’ (van 
Doorn et al., 2020). That report provided an 
overview of the baseline cardiovascular 
health status, and a summary of socio-
demographic and farming characteristics, 
of the farmers participating in the Farmers 
Have Hearts Cardiovascular Health 
Programme (FHH-CHP). 

This report assesses the impact of FHH-CHP 
on the cardiovascular health of participating 
farmers. The assessment comprises three 
aspects; evaluating the extent of health 
behaviour change (HBC), assessing follow 
up use of GP services if advised to do so by 
the nurse during the baseline health check 
as well as analysing the effectiveness of the 
HBC intervention group in comparison to 
the usual care group.

1.1 Farmers Have Hearts Cardiovascular Health Programme

The FHH-CHP is a collaboration between the 
National Centre for Men’s Health (NCMH) at 
IT Carlow, Teagasc, Irish Heart Foundation 
(IHF), HSE, UCD and Glanbia Ireland. The 
programme is a comprehensive health 

intervention targeted at male farmers 
working in Ireland. It  consists of a baseline 
health check, followed by a health behaviour 
change (HBC) intervention and a repeat 
health check at Week 52 (Figure 1)1.

Figure 1: Farmers Have Hearts – Cardiovascular Health Programme

1 Detailed programme information including the description of the evolution of the FHH programme can 
be found in Appendix 2.
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The HBC intervention offered participants a 
choice of three delivery methods: M(Mobile)-
health by text messages, health coach by 
phone or a combination of both. Farmers 
could also opt for the ‘usual care’ group 
which consisted of participation in the 
baseline and Week 52 health check and 
research data collection. Research data 
collection took place face-to-face at baseline 
and Week 52 (health check and survey) and 
by phone at Week 26 (survey only).

The overall goal of the FHH-CHP is to  
advance public health knowledge through 
original research that assesses the 
effectiveness of a health behaviour change 
programme among Irish farmers. The  
project was guided by three outcome 
objectives: 

• Reducing cardiovascular disease risk;

• Achieving sustainable health behaviour 
change;

• Tracking follow-up use of GP services. 

Empowering farmers to take greater 
control of their health was at the heart 
of this research. Empowerment in health 
promotion focuses on the needs of specific 
communities with respect to social and 
cultural context and to promoting informed-
decision making to enable people to take 
control over health impacting factors  
(World Health Organization, 1986; Barr et al., 
2015). In the FHH-CHP this was reflected in 
oral and written programme information  
to aid farmers with informed decision-
making and giving them a choice to 
extend the usual FHH-CHP care with a 
HBC intervention. Providing a choice of 
intervention increases feelings of autonomy 
and enables a partnership in health between 
provider and participant (Barr et al., 2015).   

By opting for this programme ethos and 
model, this research was interested in 
exploring if personal choice of HBC delivery 
method prompted health behaviour change 
to improve cardiovascular health, i.e. we are 
interested if the FHH-CHP is effective rather 
than which HBC delivery option is ‘best’. 

The validity of this approach was noted by  
the research team members who observed 
that farmers carefully considered which 
delivery method suited their personal 
situation. This resulted in farmers with 
specific socio-demographic and farming 
characteristics choosing intervention 
delivery methods that fitted with their 
personal circumstances (Figure 2). As a 
consequence, comparing and contrasting 
between delivery methods would show 
intervention effectiveness for those specific 
farmers rather than a generic impact. 

This report therefore focuses on assessing 
the ‘total’ intervention effectiveness 
among the farmers in the HBC intervention 
compared to the usual care group, i.e. those 
that chose not to participate in the HBC 
element of the programme.
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The study findings inform best practice 
approaches to health interventions targeted 
at (male) farmers and provide a better 
understanding of the mechanisms for HBC. 
These insights can also be translated into 
health promotion interventions for other so-
called ‘hard-to-reach’ groups of men. The 

study findings can also potentially inform 
how behaviour change mechanisms can be 
used beyond the boundaries of health to 
influence other aspects of farming practice 
such as occupational health and safety 
(OHS) and adoption of farming practices or 
technologies.

Figure 2: Associations between socio-demographic and farming characteristics and intervention  
delivery choice

Reading the FHH-CHP evaluation data

 » Data is available from three time points: baseline, Week 26 and Week 52;

 » The FHH-CHP datasets were matched based on the total number of participants taking 
part at that time-point (See Section 4.3, Figure 5);

 » Results were calculated on the available responses for each question and therefore the 
total numbers reported, signified by ‘n’, vary throughout the report;

 » Change in health outcomes and behaviours is demonstrated by proportional differences 
between time points. 

 » Statistical analysis was undertaken to identify whether observed changes at Week 52 
were significantly different to Week 0 or Week 26 results. Results that were statistically 
significantly different, i.e. unlikely to be the result of random chance, were identified  
using McNemar 2x2 analysis. The detailed results are presented in Appendix 1.

This report examined differences in outcomes among the farmers in the HBC intervention 
as a total compared to the usual care group. The findings are also illustrated with quotes 
from participating farmers which not only gives voice to the participants but also supports 
the reader in understanding the impact of the FHH-CHP. These quotes are derived from open 
questions from Week 26 and Week 52 surveys.
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Impact of Covid-19 pandemic on FHH-CHP

The Week 52 health checks were postponed in March 2020 due to the Covid-19 outbreak. As a 
result, 118 farmers did not get the opportunity to take part in the repeat health check. These 
farmers will be invited for a (repeat) health check when this service resumes post-pandemic. 
However, they were excluded from the Week 52 data.

• The total of eligible farmers for Week 
52 was corrected for n=11 farmers who 
dropped out of the full FHH-CHP and n=118 
farmers who had their Week 52 health 
check postponed due to the Covid-19 
pandemic, leading to an eligible Week 52 
sample size of n=739. 

• At week 52, 456 (61.7%) farmers took part 
in the repeat health check and 61.0% 
(n=451) participated in the Week 52 survey, 
permitting change from baseline and 
change from week 26 to be evaluated. Of 
these, 40.6% (n=183) were mart and 59.4% 
(n-268) agri-branch farmers.

1.2 Overview of Research

• This research focused on two distinct 
groups of livestock farmers; those 
predominantly focusing on cattle 
production and those predominantly 
producing milk. Data collected from cattle 
farmers took place at 16 livestock marts 
(referred to as ‘mart’ farmers) whilst 
data collected from farmers with a dairy 
enterprise took place at 16 Glanbia Ireland 
branch locations (referred to as ‘agri-
branch’ farmers). In the course of this 
work we visited 12 counties in the South, 
East and Midlands of Ireland. Of the total 
study group (n=868), 49.4% (n=429) were 
‘mart’ farmers and 50.6% (n=439) ‘agri-
branch’ farmers. 

• At baseline (n=868), three in four farmers 
(73.5%; n=638) agreed to participate in the 
HBC intervention. Of these, one in three 
(32.9%; n=286) opted for the M-health, 
22.7% (n=197) opted for the combination 
and 17.9% (n=155) for the health coach. 
The remaining 26.5% (n=230) farmers 
constituted the usual care group.

• Week 26 comprised a phone survey in 
which n=801 (92.2%) farmers participated. 

• Week 52 consisted of a repeat health check 
followed by a final face-to-face survey 
and this took place at the same locations 
as baseline. Week 52 data collection took 
place from June 2019 – March 2020.
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Section 2 - Key results

2.1 Objective 1:  Reducing cardiovascular health risk

“An irregularity was found in my heart and I was told to go to the 
doctor. That saved my life!”

Farmers Have Hearts Cardiovascular Health Programme - Key health outcomes
Changes recorded between Baseline – Week 52

Multiple risk factors profile Baseline Week 52
Baseline 
–Week 52 
difference

p value*

≥4 risk factors for CVD 45.1% 39.0% 6.1% 0.02

Objective clinical measurements

Blood pressure  
≥140-90 mmHg

35.6% 27.3% 8.3% <0.01

Lipid profile

Total cholesterol ≥5.0 mmol/L 45.7% 43.0% 2.7% ns

LDL-C ≥3.0 mmol/L 45.6% 47.4% 1.8% ns

Triglycerides ≥1.7 mmol/L 50.3% 43.1% 7.2% <0.01

HDL-C ≤1.00 mmol/L 30.0% 38.7% 8.7% <0.01

Blood glucose ≥7.0 mmol/L  
(non-fasting) 25.6% 17.2% 8.4% <0.01

BMI kg/m2 ≥ 25.0 

Waist circumference ≥94 cm

85.0%

79.1%

84.5%

78.0%

0.5%

1.1%

ns

ns



14

‘Farmers Have Hearts’ Cardiovascular Health Programme - Detailed Impact Report

Self-reported health-outcomes and behaviours

Baseline Week 52

Smoking 9.1% 6.9% 2.2% <0.01

Standard drinks per week ≥17

Harmful drinking pattern

11.5%

35.3%

8.0%

38.3%

3.5% 

3.0%

ns

ns

Physically inactive 31.8% 23.8% 8.0% 0.02

Stressed (‘often’/’very often’)

Wellbeing ‘poor’ or ‘below 
average’

12.4%

28.5%

8.5%

27.2%

3.9%

1.3%

0.04

ns

Advised to visit GP based on health 
check outcomes

74.4% 65.6% 8.8% <0.01

*p<0.05 indicates statistical significance

Effectiveness of HBC intervention 
in relation
to change in multiple risk factor pro 
file at Week 52

HBC 
Intervention Usual Care p value*

Improved multiple risk factor profile 44.0% 32.0% <0.01

*p<0.05 indicates statistical significance
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2.2 Objective 2:  Health behaviour change
“More greens in the diet and less sugar”

Self-reported health behaviour change Week 26  – Week 52 

Week 26 Week 52 p value*

Having made health behaviour 
change (HBC) 71.0% 81.5% 0.01

Incorporation of lifestyle changes 
in my daily life (maintenance) 19.9% 84.2% 0.01

Most cited lifestyle changes

Improved diet 76.0% 54.3%

Increased levels of physical activity 37.0% 45.8%

Decreased levels of stress 8.9% 2.7%

Reduced alcohol consumption 3.3% 2.9%

Stopped smoking (n=40) 15.9% 9.1%

Health difference as a result of 
making HBC

Not available 82.3%

Feel fitter / more energy 49.6%

Feel better overall 19.1%

Weight loss 14.2%

Improved physical health 9.6%

Improved mental health 9.3%

*p<0.05 indicates statistical significance
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Effectiveness of HBC intervention HBC 
intervention Usual Care p value

Week 26 Made HBC 78.3% 44.3% 0.04

Week 52 Made HBC 86.7% 62.5% ns

Week 26 ‘Having incorporated lifestyle 
changes in their daily life’ (Maintenance)

18.6% 28.2% 0.04

Week 52 ‘Having incorporated lifestyle 
changes in their daily life’ (Maintenance)

85.7% 76.4% <0.01

*p<0.05 indicates statistical significance

2.3 Objective 3:  Follow-up use of GP services
“I got the full NCT - all was fine”

Week 26 

Follow-up use of GP services 53.6%

Effectiveness HBC intervention 
in relation to follow-up use of GP 
services

HBC 
intervention Usual Care p value*

Yes 53.8 53.3 <0.01

*p<0.05 indicates statistical significance
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2.4 Farmers’ Experiences of the Farmers Have Hearts  
        Cardiovascular Health Programme

“I liked the friendliness and the genuine interest shown in you”

At Week 52, farmers were asked to rate   
 – on a scale of 1 to 5 (1 being poor 5 being 
excellent) their experience of taking part 
in the different programme elements. Most 
farmers provided feedback on the health 
checks (98.2%; n=437) and their experience 
of the overall programme (98.0%; n=434) as 
a four out of five or higher. Among those 

farmers who participated in the health 
coach intervention (n=135), the majority 
(88.9%; n=120) rated their experience as a 
four out of five or higher. Similarly, with the 
M-health (n=141), the majority (89.3%; n=126) 
rated their experience as a four or higher 
(Figure 3).

Figure 3: Experience with the FHH-CHP elements
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Section 3 - Key messages
“It was easy going and I could ask any question comfortably”

The FHH-CHP evaluation reinforces the value 
of well-designed, gender-sensitised and 
strengths-based HBC programmes to meet 
the needs of and engage with ‘hard-to-reach’ 
groups. The high participation, low attrition 
rates and highly positive rating of their 
experience of the programme, demonstrate 
that FHH-CHP was successful in engaging a 
large group of farmers and supporting them 
to make HBC and reduce their risk of CVD. 

Key factors for engaging farmers in health 
were the application of gender-sensitive and 
farmer centred approaches in combination 
with the personal approach and building of 
rapport between farmers and the FHH-CHP 
‘team’ including the nurses, research team 
members, health promotion staff and health 
coach. In particular, the close relationships 
forged with farmers by the health coach 
and research team members – because of 
their ongoing contact through follow-up 
phone-calls or data collection and health 
check engagements – were instrumental 
to programme adherence and the overall 
success of the programme. 

“Some might say you’re pushy but we farmers 
need that, otherwise we disappear, literally”

The socio-demographic and farming 
characteristics of participating farmers 
indicate that the FHH-CHP was successful 
in reaching those farmers who have 
traditionally been classified as ‘hard-to-
reach’ (van Doorn et al., 2020). Critically, the 
vast majority of farmers who opted to take 
part in the HBC intervention, adhered to 
intervention participation and more than 
three in five farmers came back for the 
repeat health check. 

These findings demonstrate that with 
the ‘right approach’ farmers are not only 
interested in their health; they are also 
willing to ‘commit’ and ‘stick’ to a year-long 
cardiovascular health programme. These 
findings debunk the myth that farmers are 
not interested in their health or are ‘hard-to-
reach’ with regard to health interventions.

3.1 Objective 1: Reduced cardiovascular risk
“I’m not out of breath as quick. And I have more energy”

At Week 52 (n=451), the proportion of 
farmers having ≥4 risk factors for CVD 
(39.0%, n=176) had significantly decreased 
compared to baseline (45.1%, n=203). More 
than two in five farmers (41.2%; n=186) had 
improved their multiple risk factor profile, 
with more mart farmers (45.4%; n=83) than 
agri-branch farmers (38.4%; n=103) having 
done so. This is a particularly interesting 
finding in light of the socio-demographic 
and farming characteristics of mart farmers 

reported at baseline, which placed them 
at higher health risk – more likely to be 
older (>65 years), to be single, to have lower 
educational attainment (primary only or 
some secondary level), to be involved in beef 
farming which is linked to lower family farm 
income (Donnellan, 2020), and to be farming 
part-time. These findings are consistent 
with previous research which suggests that 
those with higher baseline CVD risk tend 
to benefit more, and conversely, those with 
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low or moderate CVD risk at baseline tend 
to benefit less from HBC interventions (Al 
Mheid et al., 2016). In this study, it is likely 
that those with low or moderate risk at 
baseline were more likely not to engage in 
a FHH-CHP HBC intervention. Further data 
analysis of the study findings is needed 
to understand the interaction of socio-
demographic and farming characteristics, 
baseline health status, engagement with 
HBC, and intervention adherence on risk 
factor reduction. 

Most individual risk factors showed a 
proportional improvement at Week 52 
compared to baseline. Notwithstanding 
this, BMI at Week 52 was similar to baseline 
and LDL-C and HDL-C had disimproved. 
A healthy diet and increased levels of 
physical activity have been found to be 
a key risk controlling factor in relation 
to lowering LDL-C and elevating HDL-C 
(Musunuru, 2010). Although ‘improved diet’ 
and ‘increased levels of PA’ were reported as 
behaviour changes among farmers at both 
Week 26 and Week 52 respectively, it was not 

associated with improvement in BMI, LDL-C 
and HDL-C. Research has found that the 
type of exercise (Kokkinos, 2008) and dietary 
changes (Musunuru, 2010) are important in 
relation to lipid management and weight loss. 
Although the study observed no difference 
between Baseline and Week 52 BMI 
classification, a small proportion of farmers 
had reduced their waist circumference. This 
could indicate muscle gain and abdominal 
fat-loss. 

Further in-depth analysis of study data 
is warranted to examine associations 
between HBC engagement and BMI / waist 
circumference as well as correlations 
between educational attainment and non-
follow-up with recall of advice to visit the 
GP as part of FHH-CHP. In FHH-CHP context, 
including dietary sessions for farmers 
should be investigated in future programme 
implementation. These sessions should be 
in line with the gender-sensitive and farmer 
centred ethos of the FHH-CHP and based on 
choice and autonomy.

3.2 Objective 2:  Health behaviour change
“More walking instead of using the tractor to get to places”

Participation in the FHH-CHP prompted a 
large group of farmers to change health 
behaviours with 81.5% (n=335) of farmers 
reporting having made some form of HBC 
at Week 52 which had increased from Week 
26 (71.0%; n=292). This is a notable outcome 
when one considers  that an estimated 
60/70% of HBC attempts fail (Ogden et 
al., 2006).  Although self-reported HBC is  
difficult to measure due to over- and 
underestimation (Glasgow et al., 2005), the 

positive findings in relation to reduced 
cardiovascular risk of this study group 
offer a solid base to conclude that a high 
proportion of farmers did make HBC. This 
conclusion is supported by the reductions 
observed in many of the objective clinical 
measurements.

“I learned to take more time to myself and not feel 
guilty for it”
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Social support has been found to facilitate 
HBC ‘maintenance’ (Murray et al., 2013). 
Considering that farmers work long and 
unsociable hours and typically live in remote 
areas, farmers especially could benefit from 

a support network to enable them to engage 
in HBC. More research into setting up health 
support systems for farmers as part of FHH-
CHP, including consideration of extension or 
discussion group, is recommended.

3.3 Objective 3: Follow-up use of GP services
“Blood tests were re-done and my medication was altered as a result”

At Week 26, more than one in two farmers 
(53.6%; n=428) reported having visited their 
GP as a result of taking part in FHH-CHP. 

Health screening plays a pivotal role in early 
detection of risk factors for CVD (Piepoli et al., 
2016). Recall of medical messages as part of 
health screening is essential for participants 
to be able to make informed decisions on 
their health and to adhere to treatment 
(Ward et al., 2009; Selic et al., 2011). Farmers, 
n=579, who were advised to visit their GP by 
the nurse, completed the survey at Week 26. 
Of these, 39.7% (n=230) reported either not 
having been advised or not recalling having 
been advised to visit their GP. This despite 

having received a standardised letter for the 
GP and having this advice marked on their 
health check results booklet which they 
were encouraged to take home with them. 

Lower education levels and the use of 
multiple messages have been found to 
negatively impact medical information 
recall (Selic et al., 2011). More research is 
warranted into barriers for recall of medical 
messages among this cohort, including socio-
demographic and farming characteristics, 
adherence to more restrictive masculinity 
norms, health status and health perception 
during health screening.

3.4 Recommendations for programme implementation and scale-up
“I realised that if someone shows this level of interest in me, I should take 
an interest in myself as well. What a shame the programme stops here”

1. Under the auspices of the existing  
FHH-CHP partnership, develop an 
implementation plan, with due 
consideration to required resources, 
for the scale up and national roll-out of 
the FHH-CHP programme. Particular 
consideration should be given to applying 
the findings of this research by: 

• Adopting a farmer-centric approach i.e. 

using strengths-based, outreach and 
gender-specific approaches to engage 
farmers.

• Making the FHH-CHP programme 
available to farmers in all parts of 
Ireland.

• Expand the existing FHH-CHP 
partnership through the establishment 
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of a ‘Farmer Health Partnership’ to 
support the nationwide roll-out of the 
FHH-CHP.

• Supporting the development of 
capacity building measures amongst 
the various stakeholders concerned 
with farmer health.

• Implementing parallel initiatives to 
support the core objectives of the FHH-
CHP programme based on current 
evaluation recommendations.

• The FHH-CHP objectives should be 
embedded in wider efforts that support 
a healthy workplace environment for 
farmers.

2. Supported by the existing FHH-CHP 
partnership and sufficient resources, the 
Irish Heart Foundation should assume 
the lead role in co-ordinating and 
delivering the next scale-up phase of the 
programme.

3. Ensure that the scale-up and roll out of 
FHH-CHP is underpinned by research and 
evaluation. Evidence-based approaches 

to intervention design and delivery 
need to be informed by on-going action 
research and programme evaluation. 
This should include:

• Further in-depth FHH-CHP 
data-analysis to develop better 
understanding of the associations 
between socio-demographic and 
farming characteristics and various 
health outcomes and health behaviours.

• An increased focus on qualitative 
research that explores all key 
stakeholders’ experiences of the 
programme that can help to improve 
programme effectiveness and address 
the barriers to farmers accessing 
health services.

• The commissioning of a longitudinal 
programme of research to monitor 
and understand the long-term 
effectiveness of the programme.

• Addressing all aspects of evaluation - 
programme, impact, economic impact 
and process evaluation. 

Section 4 - Farmers’ Cardiovascular Health 
Rationale

Farming tends to be perceived as a healthy 
occupation, not least by farmers themselves. 
Farmers tend to rate their health as ‘good’ to 
‘very good’ (Osborne et al., 2013; van Doorn 
et al., 2017; van Doorn et al., 2020), self-report 
high levels of occupational physical activity, 
low smoking prevalence and low levels of 
alcohol consumption (van Doorn et al., 2020). 
Unfortunately, this perception is inaccurate. 

Irish farmers and agricultural workers aged 
between 15-64 years have been found to 
have a seven-time higher risk of premature 
mortality from circulatory diseases 
compared to those in salaried jobs (Smyth et 
al., 2013). The baseline phase of the FHH-CHP 
found that 73.9% (n=642/868) of farmers had 
≥4 risk factors for cardiovascular disease 
(CVD) based on clinical and self-reported 
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lifestyle risk factors (van Doorn et al., 2020), 
placing them at higher risk of an acute 
cardiac event compared to those with fewer 
risk factors (Yusuf et al., 1998). 

In recent years, mortality from CVD 
in Ireland has declined. For example: 
the mortality rate from coronary heart 
disease (CHD) among Irish men fell by 53% 
during the period 2000-2015 (Marasigan 
et al., 2020). This was mostly attributed to 
improvements in medical treatment and to 
risk factor control, specifically systolic blood 
pressure (SBP), reduction of population 
total cholesterol and smoking. Conversely, 
higher Body Mass Index (BMI), physical 
inactivity and diabetes type 2 were found 
to increase risk of premature CHD mortality. 
Although the decline in mortality rates had 
greater impact among men than women, 
this advantage was compromised due to a 
higher prevalence of  risk factors based on 
BMI, physical inactivity and prevalence of 
diabetes type 2 among men (Marasigan et al., 
2020). 

Notwithstanding declining mortality rates, 
CVD remains a major public health concern 
and is the second most common cause of 
death in Ireland (Central Statistics Office, 
2019) and the leading cause of death in Europe 
and worldwide (World Health Organization, 
2019). Additionally, CVD is, with cancer, the 
largest contributor to loss of healthy life 
years (Stanaway et al., 2018). For farmers, 
illness and disability, including CVD, have 
been found to negatively impact farming 
productivity and off-farm employment, 
with knock-on effects on farming and farm 
household income (Whelan et al., 2009). 
In the context of falling mortality rates 
more generally, the mortality rates among 
farmers have decreased the least of all social 
economic status (SES) groups in Ireland 
(Layte, 2016). 

Risk factors for CVD are a combination of 
non-modifiable and modifiable risk factors. 
Non-modifiable risk factors include age and 
genetic make-up. Modifiable risk factors are 
linked to adverse lifestyle habits such as 
smoking, excessive alcohol consumption, 
unhealthy diet and physical inactivity 
which can lead to hypertension, high 
cholesterol, type 2 diabetes and overweight/
obesity (World Health Organization Regional 
Office for Europe 2019). The World Health 
Organization (WHO) estimates that 80% of 
CVD cases are caused by  lifestyle risk factors 
and are therefore preventable (World Health 
Organization Regional Office for Europe, 
2020). Cardiovascular health is strongly 
impacted by wider social determinants 
of health such as the social, economic, 
environmental and living conditions of 
particular communities (Wilkinson and 
Marmot, 2003) and has strong gendered and 
social gradient dimensions (Rosengren et al., 
2019). Premature CVD mortality is higher 
among men compared to women in Europe 
(World Health Organization European Region 
Office, 2018) and in Ireland (Central Statistics 
Office, 2020) and higher among men in semi- 
or unskilled occupations (World Health 
Organization European Region Office, 2018). 

Farming in Ireland is still a predominantly 
male occupation with 88% of farm holders 
and 73% of the agricultural workers being 
male (Central Statistics Office, 2016).  The 
social and cultural context of farming shapes 
farming identity and farming masculinities. 
For example, adhering to a strong ‘working 
identity’ in which health generally is defined 
as ‘being able to work’ has been found to be 
quite common among farmers (Kilpatrick 
et al., 2012; Nazli, 2012). Likewise, adhering 
to more traditional rural masculinities and 
the ‘good farmer’ concept (Burton et al., 2005; 
Hammersley et al., 2021) has been associated 
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with bodily decline being valued as a 
sign of ‘hard work’ and addressing health 
needs including help-seeking tending to be 
seen as non-masculine (Hammersley et al., 
2021). In relation to cardiovascular health, 
this socio-cultural context may translate 
to non-engagement in traditional health 
prevention initiatives as shown by the FHH-
CHP baseline findings (van Doorn et al., 2020). 
This context is commonly used to ‘label’ 
farmers as ‘hard-to-reach’ with regard to 
health interventions. 

Ireland has a longstanding track record 
in the field of men’s health: it was the first 
country worldwide to implement a National 
Men’s Health Policy (Department of Health 
and Children, 2009; Health Service Executive, 
2016b) and has played a pioneering role in 
promoting gender-sensitised strategies to 
reach men with health. Capacity building 
and engaging men in self-care was at 
the forefront of these strategies and was  
realised by the development of various 
multi-actor partnerships. The FHH-
CHP draws on this experience and is  
underpinned by several aspects of Irish 
health policies. It is consistent with Healthy 
Ireland’s (Department of Health, 2013)  
inter-sectoral approach to improving 
population health. It responds to a key 
action point of the National Men’s Health 
Action Plan by adopting a targeted approach 
to health promotion work with men (Health 
Service Executive, 2016a). It is in line with 
the SláinteCare concept to develop a public 
health and prevention system which will 
work towards prevention and early detection 
risk factors for ill-health at a population 
level and support self-care to those affected 
(Burke et al., 2018).  

Traditionally, CVD prevention strategies  
have promoted risk screening among high 
risk populations followed by a lifestyle 

change component (Piepoli et al., 2016) 
although the efficacy in reducing CVD 
risk has been found to be small (Bender 
et al., 2014; Eriksen et al., 2021). ‘Healthy 
Ireland’ (Department of Health, 2013) and 
international recommendations (Eriksen 
et al., 2021) call for more research evidence 
derived from specific targeted CVD 
prevention programmes. There is, however, 
a gap in evidence of interventions which 
include tailoring to specific sub-group needs 
within the targeted sample (Khare et al., 
2014). 

The Farmers Have Hearts Cardiovascular 
Health Programme (FHH-CHP) sought to 
fill this gap through the development 
and testing of a comprehensive health 
intervention targeted at Irish male farmers 
and consists of (i) health checks at marts and 
agri-branches at baseline and at Week 52, 
(ii) a health behaviour change intervention 
(iii) face-to-face surveys at baseline and 
Week 52 and by phone at Week 26 (a detailed 
description of the methodology is included 
in Appendix 4). The programme aimed to 
examine whether cardiovascular health 
behaviour change interventions targeted 
at male farmers in Ireland could result in 
(i) achieving sustainable health behaviour 
change; (ii) reduced CVD risk; and (iii) 
tracking of follow-up use of GP services. 
Achieving these research objectives could 
lead to an improved cardiovascular health 
status among participating farmers. 
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4.1 The Farmers Have Hearts Cardiovascular Health Programme
The evolution of the Farmers Have Hearts 
(FHH) Programme is described in detail in 
the FHH-CHP Baseline Report (van Doorn et 
al., 2020). In summary: the FHH Programme 
started in 2007 as a local pilot programme  
and was further developed by the HSE 
and IHF in 2013 when it was piloted  
as a workplace cardiovascular health 
intervention at livestock marts. This 
programme consisted of a single health 
check followed by a lifestyle counselling 
component based on motivational 
interviewing carried out by a nurse from the 
Irish Heart Foundation (IHF). Motivational 
interviewing is a collaborative and person 
centred communication style, aimed to 
engage people in change by strengthening 
personal motivation and self awareness 
(Miller, 2002). 

The programme evaluation 2013/14 

confirmed that farmers were a high risk 
group based on CVD risk factors (van Doorn 
et al., 2017). It also showed that, as a result 
of taking part in the single health check, a 
large proportion of farmers contemplated 
HBC to improve their health status but this 
did not necessarily progress into making 
changes (van Doorn et al., 2019). Working in 
collaboration, the National Centre for Men’s 
Health (NCMH) at the Institute of Technology 
(IT) Carlow and Teagasc developed a research 
proposal to undertake a large scale study 
examining the impact of health behaviour 
change on farmers’ cardiovascular health. 
Supported by the IHF, HSE, Glanbia Ireland 
and UCD, this lead to the extension of the 
FHH Programme into a more comprehensive 
Cardiovascular Health Programme (CHP; see 
Figure 4 – Flowchart depicting the overview 
of the research).

Figure 4: Flow Chart Farmers Have Hearts Cardiovascular Health Programme
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4.2 Methodology Synopsis
The FHH-CHP included several phases (See 
Section 4.1; Figure 4). The baseline and Week 
52 phases consisted of a workplace health 
check (livestock marts or agri-branches) 
carried out by the IHF. The health check 
measured clinical risk factors for CVD (blood 
pressure (BP), (non-fasting) lipid profile, blood 
glucose and anthropometric measurements), 
genetics (family history of heart disease, 
diabetes or stroke) as well as self-reported 
lifestyle factors (stress, smoking, excessive 
alcohol consumption and physical 
inactivity). All farmers received a tailored 
comprehensive lifestyle counselling based 
on motivational interviewing techniques 
from the IHF nurses as part of the health 
check. Farmers were offered the opportunity 
to take part in a HBC intervention and 
choice for one of the three delivery methods: 
(i) an interactive health coaching by phone 
intervention; (ii) an M-Health intervention 
using health promoting text messages; 
and (iii) a combined health coaching and 
M-Health intervention. The health coach 
intervention consisted of six sessions by 
phone and took place over a period of nine 
months (one session every six weeks). The 
health coach did not have insight into the 
check results and participating farmers 
decided themselves their preferred domain(s) 
for lifestyle changes. The M-health involved 
three to four health promoting text messages 
per week, for a period of four months. This 
group started with an introduction phone 
call, carried out by a designated member 
of the research team. As part of this 
introduction, farmers could choose their 
preferred topic(s) for the text messages. The 
text messages were sent at different times 
and all messages had an opt out option. The 
‘combined group’ included the phone calls 
from the health coach in conjunction with 
the M-health text messages.  

Farmers also could opt to partake in a ‘usual 
care group’ which included participation in 
the baseline and Week 52 health check as 
well as research data collection. A detailed 
overview of programme participation rates 
is included in Appendix 3. All farmers were 
followed-up with a phone survey at Week 
26. All farmers were invited back for a 
repeat health check at Week 52 which was 
identical to the baseline phase. To attract 
as many farmers back as possible, an 
invitation protocol was developed including 
a positive and non-judgemental script to 
encourage those farmers back who may not 
have wanted to return due to not having 
made HBC. The organisation of the Week 
52 health checks was carried out by the IHF. 
The invitation process for the mart farmers 
was coordinated by the research team at the 
NCMH and Glanbia Ireland managed the 
invitation of the Agri-branch farmers. After 
the Week 52 health check, farmers were met 
by a member of the research team for a final 
research data collection. 

The Stages of Change Model (Prochaska and 
DiClemente, 1983) was used to measure 
the impact of the FHH-CHP intervention 
on HBC. This study measured five stages of 
change: pre-contemplation, contemplation, 
preparation, action and maintenance. The 
model recognises behaviour change as a 
fluid process and that farmers could ‘move’ 
between Stages. During the study period, 
tracking of health behaviour change stages 
was conducted at Week 26 and 52 with 
the aim of establishing whether the HBC 
intervention, compared to the usual care 
group, impacted differently on the stages of 
change.

A more detailed methodology can be found 
in Appendix 4.
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4.3 Data analysis
The FHF-CHP evaluation is based on data 
which was collected at three time-points: 
baseline, Week 26 and Week 52. To illustrate 
change, the results are compared for farmers 
who had repeated measurements taken at 
these time-points and datasets have been 
merged based on the number of participants 
taking part at that time (Section 4.3, Figure 
5). This merging affects the total sample size 
at the time-points. A detailed participant 
overview, including attrition, can be found 
in Appendix 3. 

Results were calculated on the available 
responses for each question and therefore 
the n numbers alter throughout the report. 

All data collected were entered into the 
Statistical Package for the Social Sciences 
(SPSS) version 25. Initial analysis was 
conducted using descriptive techniques to 
analyse frequencies, to explore relationships 
between variables and to assess intervention 
effectiveness. Change in health outcomes 
and behaviours between time points is 
demonstrated by proportional differences. 
Analysis for significance of the key results 
has been carried out by applying McNemar 
2x2 analysis and an online McNemar’s chi-
squared test for association of paired counts 
calculator (https://epitools.ausvet.com.au/
mcnemar). Due to the nature of the 2x2 test  
it was necessary to re-categorise the BMI, 
waist circumference, experience of stress 
and the Short Warwick Edinburgh Mental 
Wellbeing Scale were for this purpose 
collapsed into high/low categories. The 
detailed results, including the McNemar 
analysis tables, are presented in Appendix 1.

Week 26 data involved questions on the  
follow-up use of GP services and 
measurements of HBC including the Stages 
of Change. Week 52 comprised the repeat 
health check results and HBC, including the 
Stages of Change. The multiple risk factor 
calculation at Week 52, was based on ten 
risk factors for CVD. To calculate multiple 
risk factors, the baseline multiple risk 
factor variables were matched to the Week 
52 data and corrected for the variable ‘fruit 
and vegetable consumption’ which was not 
part of the Week 52 data collection. The risk 
factor thresholds were derived from the 
2016 European Guidelines on Cardiovascular 
Disease Prevention in Clinical Practice 
(Piepoli et al., 2016) and the Irish guidelines 
on physical activity and alcohol consumption 
(Department of Health and Health Service 
Executive, 2009; Health Service Executive, 
2017).

This study compared mart and agri-branch 
farmers in relation to multiple risk factor 
profile and follow-up use of GP services. As 
selection into the HBC intervention was 
based on choice for delivery method, no 
intervention cause-effect conclusions can 
be drawn. The three HBC delivery methods 
in this study focus on observation of 
differences in outcomes among the farmers 
in the HBC intervention compared to the 
usual care group. Additionally, intervention 
results have to be interpreted cautiously as 
they can be affected by confounding factors, 
for example ‘age’.

https://epitools.ausvet.com.au/mcnemar
https://epitools.ausvet.com.au/mcnemar
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Health + Health Coach 

n=197

Baseline: Survey (n=868)

Enrolled to longitudinal study (n=868)

Usual Care Group

n=287

Commenced enhanced HBC intervention (n=581)

M Health

n=247

Combination

n=189

Health Coach

n=145

Retained at end of intervention period (n=857)

Usual Care Group

n=287

Completed enhanced HBC (n=517)

M Health

n=234a

Combination

n=154c,d,e

Health Coach

n=129b

n=11 withdrew completely

Completed Partially (n=64)
a: 13 opted out of M Health component
b: 16 opted out of Health Coach 
c: 17 opted out of M Health
d: 8 opted out of health coach
e: 3 opted out of full intervention

Week 26:  Survey (n=811)

Usual Care Group

n=103

M Health

n=143

Combination

n=123

Health Coach

n=82

Week 52: Health Check + Survey (n=451)

Figure 5: Flow chart FHH-CHP participation
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4.4 Farmers Have Hearts Cardiovascular Health Programme -    
       Research Aim
The overall aim of the FHH-CHP was 
to explore whether taking part in the 
programme would result in:

1. Reducing cardiovascular disease risk;

2. Achieving sustainable health behaviour 
change;

3. Tracking follow-up use of GP services

The large scale of the FHH-CHP, including 
in-depth data collection resulted in an 
abundance of information becoming 
available. The focus of this final report is to 
answer the three research objectives. The 
evidence made available in this report can be 
used to inform measures for up-scaling and 
implementation of the FHH-CHP. The report 

therefore includes broad recommendation 
for next steps in relation to programme roll-
out and upscaling. 

The study findings inform best practice 
approaches to health interventions targeted 
at male farmers and provide a better 
understanding of mechanisms for HBC. 
These insights can also be translated to 
health promotion interventions for other 
so-called ‘hard-to-reach’ groups of men. 
The study findings can potentially inform 
how behaviour change can be used beyond 
the boundaries of health to influence 
other aspects of farming practice such as 
occupational health & safety (OHS) and 
farming technologies.

Section 5 - Results
5.1 Introduction

This section describes the key results of 
the FHH-CHP evaluation associated with 
the three project objectives outlined above 
before summarising key results in relation to 

the effectiveness of the intervention groups. 
A detailed presentation of the results can be 
found in Appendix 1.

5.2 Objective 1: Reduced cardiovascular risk
“I’m not as tired; have more ‘go’ in me”

Cardiovascular disease generally is the result of interrelating clinical and co-occurring  
lifestyle risk factors (Piepoli et al., 2016). The interaction of these risk factors increases acute 
cardiac risk (Erhardt et al., 2007) as well as lifetime risk (Lim et al., 2012). Individual risk  
factors affect CVD outcomes uniquely (Afshin et al., 2019) and consequently, individual risk 
factor control impacts health outcomes differently. For example, 1-mmol LDL-C reduction in 
middle-aged people can lead to a 20% reduction in CVD risk (Collins et al., 2016), a 5-10 cm 
reduction in waist circumference was found to improve several CVD risk factors (de Koning 
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et al., 2007), whilst a 5-10% body weight reduction has been associated with lower TC, LDL-C, 
TG and blood glucose (Brown et al., 2016). Being moderately physically active for 5 days per 
week for at least 30 minutes is associated with a 15% reduction in risk for all-cause mortality 
(Leitzmann, 2007). Having multiple risk factors for CVD acts as an accelerator: those with two 
risk factors or four risk factors are respectively 2.2 and 3.2 times more likely to develop CHD 
and respectively 1.9 times and 2.3 times more likely to have a stroke (Yusuf et al., 1998). The 
majority of CVD incidents tend to occur in those with moderately elevated but multiple risk 
factors rather than those with one highly elevated risk factor for CVD (Dahlöf, 2010).

At Week 52, the multiple risk factor profile 
was calculated based on ten risk factors  

for CVD (Table 1).

Risk factors for cardiovascular health*

Blood pressure ≥ 140/90 mmHg*/**

HDL-C cholesterol ≤1.0 mmol/L 

LDL-C cholesterol ≥3.0 mmol/L**

Blood glucose levels ≥7.0 mmol/L/**/***

BMI kg/m2 ≥ 25.0  

Or 

Waist circumference >102 centimetres (in case of a BMI kg/m2 <25.0)

Family history of heart disease, stroke or diabetes

Tobacco use

Standard drinks per week ≥17****

Physically inactive - active on less than 5 days a week AND for less than 30 minutes on  
active days

High Normal 130-139/85-89

Stressed ‘often’/’all of the time’

* It should be noted that risk factor targets are different for all high risk individuals such as people with  
diabetes, pre-existing CVD diagnosis. 
** This is based on those farmers whose health check measurements exceeded the risk factor thresholds 
and or who reported already being prescribed medication for high blood pressure, elevated cholesterol 
and/or diabetes. 
***Note: fasting blood glucose tests are recommended. In case of non-fasting blood glucose  
measurements, levels ≥7.0 mmol/L were taken as indication of potential risk and these participants  
were advised to seek further medical examination. 
****This is the threshold for men based on Irish guidelines. The threshold for women is 11 standard  
drinks per week.

Table 1: Week 52 - Risk factors for CVD
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At Week 52 (n=451), almost two in five 
farmers (39.0%; n=176) had ≥4 risk factors 
for CVD which was significantly lower 

compared to baseline: 45.1% (n=203; Figure 6, 
Table A2 and A3).

Figure 6: Baseline – Week 52 Multiple risk factors for CVD

Mart farmers were more likely to have 
≥4 risk factors for CVD compared to agri-

branch farmers: 44.8% (n=82) vs 35.1% (n=94) 
respectively (Figure 7; Table A2).

Figure 7: Week 52 – Multiple risk factors for CVD – All, mart and agri-branch farmers
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Analysis of those whose multiple risk 
factor profile had ‘improved’, ‘remained 
unchanged’ or ‘disimproved’ showed that 
41.2% (n=186) of farmers had ‘improved’ at 
Week 52 compared to baseline (Table 4). 
More mart than agri-branch farmers were 
found to have an ‘improved’ multiple risk 

factor profile: 45.4% (n=83) and 38.4% (n=103) 
respectively. One in four farmers (25.5%; 
n=115) had ‘disimproved’ in terms of their 
multiple risk factor profile at Week 52 (Table 
4). This was higher among agri-branch than 
mart farmers: 28.4% (n=76) and 21.3% (n=39) 
respectively.

Change in multiple risk 
factor profile 

All farmers  
(n=451) n (%)

Mart
(n=183) n (%)

Agri-branch
(n=268) n (%)

Improved 186 (41.2) 83 (45.4) 103 (38.4)

Unchanged 150 (33.3) 61 (33.3)   89 (33.2)

Disimproved 115 (25.5) 39 (21.3)   76 (28.4)

Table 4: Week 52 Change in multiple risk factor profile at Week 52

At Week 52, a significantly higher proportion 
of farmers in the HBC intervention (n=348) 
had improved their multiple risk factor 
profile compared to those in the usual care 
group (n=103): 44.0% (n=153) and 32.0% (n=33) 
respectively (Table 5 and A6).

A higher proportion of farmers (31.1%; n=32) 
who had ‘disimproved’ their multiple risk 
factor change profile was part of the usual 
care group, compared to 23.9% (n=83) from 
the HBC groups (Table 5 and A6).

Change in multiple risk factor profile Usual care group
(n=103) n (%)

HBC groups
(n=348) n (%)

Improved 33 (32.0) 153 (44.0)

Unchanged 38 (36.9) 112 (32.2)

Disimproved 32 (31.1)   83 (23.8)

Table 5:  Association between intervention and change in multiple risk factor profile
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5.2.1 Advice to visit GP

At Week 52, 65.6% (n=254) of farmers were 
advised to visit their GP as a result of their 
repeat health check, this was significantly 

lower compared to baseline: 74.4% (n=288; 
Figure 8; Table A7 and A8).

Figure 8: Week 52 Advised to visit GP as a result of the health check

5.3 Individual risk factors for CVD

5.3.1 Objective Clinical Measurements

5.3.2 Blood Pressure

At Week 52, more than one in four farmers 
(27.3%; n=122) had high ≥140/90 mmHg blood 
pressure (BP). This was significantly lower 

compared to baseline when more than one 
in three farmers (35.6%; n=159) had high BP 
(Table 9 and A10). 

Blood pressure (n=447) Baseline 
      n (%)   

Week 52
      n (%)

Normal – high normal ≤139/89  288 (64.4) 325 (72.7)

High ≥140/90  159 (35.6) 122 (27.3)

Table 9: Baseline – Week 52 Blood pressure
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5.3.3 Lipid (cholesterol) Profile

High levels of total cholesterol (TC) ≥5.0 mmol/L, LDL-C ≥3.0 mmol/L, triglycerides (TG) ≥1.7 
mmol/L and low HDL-C ≤1.00 mmol/L are associated with significantly increased CVD risk. 
Lifestyle interventions and dietary changes are recommended for lipid control including 
for those on prescribed medication (Piepoli et al., 2016). A lifestyle focused text messaging  
intervention among those with CVD showed slight improvement in LDL-C, TG and HDL-C 
(Chow et al., 2015).

Table 11 highlights the proportional 
differences of the lipid profile between 
baseline and Week 52. The proportion of 
farmers with high TC ≥5.0 mmol/L was 
lower at Week 52 (43.0%; n=191) than at 
baseline (45.7%; n=203). The proportion of 
farmers with elevated LDL-C ≥3.0 mmol/L 
(n=399) was higher at Week 52 compared 
to baseline: 47.4% (n=189) and 45.6% (n=182) 

respectively whilst TG ≥1.7 mmol/L (n=443) 
was significantly lower at Week 52 compared 
to baseline: 43.1% (n=191) and 50.3% (n=223) 
respectively (Table A12). The proportion 
of farmers having low HDL-C levels ≤1.00 
mmol/L (n=444) at Week 52, compared to 
baseline, had significantly increased: 38.7% 
(n=172) and 30.0% (n=133; Table A12).

Total cholesterol (n=444) Baseline 
        n (%)

Week 52 
         n (%)

<5.0 241 (54.3) 253 (57.0)

≥5.0 203 (45.7) 191 (43.0)

LDL-C (n=399)

<3.0 217 (54.4) 210 (52.6)

≥3.0 182 (45.6) 189 (47.4)

Triglycerides (n=443)

<1.7 220 (49.7) 252 (56.9)

≥1.7 223 (50.3) 191 (43.1)

HDL-C (n=444)

≤1.00 133 (30.0) 172 (38.7)

>1.00 311 (70.0) 272 (61.3)

Table 11: Baseline – Week 52 Lipid profile mmol/L
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5.3.4 Blood Glucose

High levels of blood glucose are causally associated to the onset of diabetes type 2. Those 
with diabetes type 2 have double the risk of developing CVD (Olsen and Nesbitt, 2010).  
Lifestyle management is in many cases the first step in prevention and management of  
diabetes type 2 and this should include weight control, dietary changes, reduced alcohol  
consumption and increased levels of physical activity (Piepoli et al., 2016).

Week 52 showed a significant decrease in 
the proportion of farmers having high blood 
glucose levels ≥7.0 mmol/L (n=441) compared 

to baseline: 17.2% (n=76) and 25.6% (n=113) 
respectively (Table 13 and A14).

Blood glucose (n=441) Baseline 
      n (%)   

Week 52
      n (%)

<7.0 328 (74.4)  365 (82.8)

≥7.0 113 (25.6)    76 (17.2)

Table 13: Baseline – Week 52 Blood glucose mmol/L

5.3.5 Anthropometric Measurements

Both overweight and obesity are causally linked to an increased risk of CVD mortality and all-
cause mortality (Piepoli et al., 2016). This risk is mitigated with a BMI of 20–25 kg/m2 (in those 
<60 years of age). Weight management favours other CVD risk factors such as BP, lipids and 
diabetes type 2. Lifestyle intervention for weight control and management include increased 
levels of PA and dietary changes (Piepoli et al., 2016).

At Week 52, based on BMI classification 
(n=426), 84.5% (n=360) were either living with 
being overweight (48.1%; n=205) or obesity 
(36.4%; n=155), which was similar to baseline 
(85.0%; n=362; Table 15). 

At week 52, waist circumference information 
was available from n=445 farmers. More than 
three in four farmers (78.0%; n=347) had an ‘at 
risk’ waist circumference with 37.3% (n=166) 

having a ‘moderate risk’ and 40.7% (n=181) 
a ‘high risk’ waist circumference (Table 15). 
This was slightly lower compared to baseline 
when 79.1% (n=352) of farmers had an ‘at 
risk’ waist circumference with 37.8% (n=168) 
having a ‘moderate risk’ and 41.3% (n=184) a 
‘high risk’ waist circumference. Changes in 
anthropometric measurements were non-
significant (Table A16).
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BMI kg/m2 (n=426) Baseline 
      n (%)   

Week 52
      n (%)

Normal ≤24.9   64 (15.0)   66 (15.5)

Overweight 25.0-29.9 216 (50.7) 205 (48.1)

Obese ≥30.0 146 (34.3) 155 (36.4)

Waist circumference in categories (n=445) n (%)

Normal <94 cm   93 (20.9)   98 (22.0)

Moderate Risk 94-102 cm 168 (37.8) 166 (37.3)

High Risk ≥103 cm 184 (41.3) 181 (40.7)

Table 15: Baseline – Week 52 Anthropometric measurements

5.4 Self-reported health outcomes and behaviours
“I enjoy the walking; eases the mind and it’s a great escapism”

5.4.1 Smoking

Smoking is a recognised cause of an array of illnesses, including CVD. The 10-year fatal 
CVD risk is nearly doubled in smokers (Piepoli et al., 2016). Certain effects of smoking are  
reversible and therefore stopping smoking is a strong controller for CVD. For example,  
smokers with CVD who stop smoking were found to have a 36% reduction in relative risk for 
mortality (Critchley and Capewell, 2003). However, it is believed that the build-up of plague 
in the arteries caused by smoking is not fully reversible and therefore a former smoker most 
likely will not reach the same risk levels as never-smokers (Piepoli et al., 2016). Other than 
specific smoking cessation programmes, increased health awareness on CVD prevention as 
part of lifestyle change interventions has been found to prompt smokers to stop smoking 
(Piepoli et al., 2016).

At Week 52 (n=439), 6.9% (n=13) of farmers 
reported as smoking, which was significantly 

lower compared to Baseline (9.1%; n=40; 
Table 17 and A18).

Do you smoke? (n=439) Baseline 
      n (%)   

Week 52
      n (%)

Yes     40 (9.1)     30 (6.9)

No 399 (90.9) 409 (93.1)

Table 17: Baseline – Week 52 Smoking habits 
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5.4.2 Alcohol consumption

‘Low-risk’ alcohol guidelines in Ireland are defined as <17 standard drinks (10 grams of pure 
alcohol) per week for men (Health Service Executive, 2017). The relationship between CVD 
and alcohol consumption is complex: certain studies have found that moderate alcohol  
consumption was associated with lower risk for CVD (Ronksley et al., 2011) whilst other  
research showed the opposite (Holmes et al., 2014). Nevertheless, it is well-established that 
excessive alcohol intake is associated with increased CVD mortality. For example: mortality 
from ischaemic heart disease is 65% higher among men who drink heavily (Ronksley et al., 
2011) and binge-drinking (drinking >6 standard drinks in one drinking occasion) is causally 
linked to sudden death and stroke (Britton and McKee, 2000). There is evidence that lifestyle 
counseling as part of a multifaceted intervention is also effective for sustainable reduction of 
harmful drinking patterns (Toft et al., 2009).

At Week 52, most farmers (70.1%; n=305) 
reported consuming alcohol (Table A19). Of 
the available information about the average 
number of standard drinks per week 

consumed on the Week 52 health check 
results (n=200), 8.0% (n=16) reported drinking 
≥17 standard drinks per week, compared to 
11.5% (n=23) at baseline (Table 19 and A20).

Number of standard drinks 
consumed per week ≥17 (n=200)

Baseline 
      n (%)   

Week 52
      n (%)

< 17 177 (88.5) 184 (92.0)

≥17   23 (11.5)     16 (8.0)

Table 19: Alcohol consumption

Despite a drop in the proportion of 
farmers who reported consuming ≥17 
standard drinks per week, findings from 
the self-administered screening tool for 
‘harmful drinking’ (Alcohol Use Disorders 

Identification Test; Audit-C; n=329), showed 
a higher proportion of ‘harmful drinkers’ at 
Week 52 (38.3%; n=126) compared to baseline 
(35.3%; n=116; Table 21 and A22).

Audit-C scores (n=329) Baseline  Week 52 

0-4 213 (64.7)  203 (61.7)

>4 ‘harmful’ drinker 116 (35.3)  126 (38.3)

Table 21: Baseline – Week 52 Alcohol Use Disorders Identification Test Scores
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5.4.3 Physical activity

Irish guidelines recommend ‘at least 30 minutes per day of moderate physical activity 
(PA) on 5 days a week or 150 minutes a week’ (Department of Health and Health Service  
Executive, 2009). Meeting these guidelines has been associated with a 27% lower mortality 
risk compared to not being active (Leitzmann et al., 2007) whilst physical inactivity was found 
to be causally linked to 27% of diabetes and 30% of ischaemic heart disease cases (Eriksen et 
al., 2021). Although farmers tend to think that they have a highly active occupation, modern 
farming involves a lot of mechanisation which could lead to overestimation of their levels 
of occupational PA (Fragar et al., 2011; Pickett et al., 2015) although small scale Irish studies 
among  farmers in the working age showed the contrary (Cunningham et al., 2018; Loughman 
et al., 2021). Recently added information on the 2016 European Guidelines on CVD prevention 
in clinical practice, recommends promoting PA into the settings in which people live, work 
and play which should increase engagement and sustainable PA (Piepoli et al., 2020).

More farmers reported ‘being physically 
active for at least 5 days per week’ AND 
‘being active for 30 minutes or more on 
active days’ at Week 52 (n=311) which was 
significantly higher compared to baseline: 
76.2% (n=237) and 68.2% (n=212) respectively 

(Figure 9; Table A23 and A24). Consequently, 
the proportion of farmers who reported not 
meeting the daily recommended physical 
activity guidelines decreased at Week 52 
compared to baseline: 23.8% (n=74) and 31.8% 
(n=99) respectively.

Figure 9: Meeting of physical activity guidelines
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5.4.4 Stress and Well-being
“I feel more positive and happy in myself”

Psychosocial factors, including occupational stress, social isolation, anxiety and depression 
are linked to the onset as well as to a worse prognosis of CVD (Piepoli et al., 2016). For  
example, social isolation, job or family stressors and depression increased the risk of  a 
heart attack in men 2.3 times (Yusuf et al., 2004). Farming has been recognised as a stressful  
occupation but ‘admitting’ to feeling stressed still tends to be stigmatised and few farmers 
tend to talk openly about stress (Parry et al., 2005). Feeling under pressure or stressed can lead 
to unhealthy behaviours such as over-eating, excessive alcohol consumption and smoking 
(Stringhini et al., 2010). Lifestyle interventions should account for levels of stress in farmers 
not only to assess risk for CVD but also to understand possible barriers for HBC (Piepoli et al., 
2016).

The proportion of farmers (n=402) who 
reported experiencing some degree of stress 
was significantly lower at Week 52 compared 

to baseline: 71.2% (n=286) and 75.3% (n=303) 
respectively (Table 25 and A26).

Experience of stress (n=402) Baseline 
      n (%)   

Week 52
      n (%)

Not at all / only a little   99 (24.7) 116 (28.8)

To some extent 253 (62.9) 252 (62.7)

Often / very often   50 (12.4)     34 (8.5)

Table 25: Baseline – Week 52 Stress experience 

The scoring of the Short Warwick Edinburgh 
Mental Wellbeing Scale (n=396) also showed 
a slight decrease in the proportion of farmers 
scoring ‘poor’ or ‘below average’ wellbeing at 

Week 52 compared to baseline: 27.2% (n=108) 
and 28.5% (n=113) respectively (Table 27 and 
A28).

Wellbeing (n=396) Baseline 
      n (%)   

Week 52
      n (%)

7.00-21.99 Poor   58 (14.6)    52 (13.1)

22.00 – 23.99 Below Average   55 (13.9)    56 (14.1)

24.00-26.99 Average 118 (29.8)  126 (31.8)

27.00-28.99 Good   51 (12.9)    41 (10.4)

29.00-35.00 Excellent 114 (28.8)  121 (30.6)

Table 27: Baseline – Week 52 Results Short Warwick Edinburgh Mental Wellbeing Scale 
(SWEMWBS) Categorised (n=396) 
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5.5 Objective 2: Health behaviour change 
“I now choose fruit over chocolate bars”

Whilst 80% of CVD is linked to adverse health behaviours (World Health Organization  
Regional Office for Europe, 2020), making sustainable HBC is challenging and an estimated 
60%-70% of HBC attempts fail (Ogden et al., 2006; Allan et al., 2008). Men tend to find HBC 
particularly challenging (Petrovici and Ritson, 2006; Deeks et al., 2009) for reasons such as 
‘lack of time’, ‘tiredness’, ‘job commitments’ (Thorpe et al., 2008). More men than women 
tend to have lower levels of health knowledge, a lack of self-efficacy, less of a perceived 
need for change (Kaasalainen et al., 2015) and less interest in health outcomes (Gough, 2007;  
Kaasalainen et al., 2015). The FHH-CHP used the ‘Stages of Change’ as guidance to promote 
HBC. More information into these Stages can be found in Appendix 5.

5.5.1 Self-reported health behaviour change

Available Week 26 and Week 52 data on 
health behaviour change (n=411), showed 
that at Week 26, 71.0% (n=292) of farmers 
reported having made HBC (Figure 10; Table 

A29). More agri-branch than mart farmers 
reported having made HBC: 73.1% (n=193) 
and 67.3% (n=99) respectively.

Figure 10: Week 26 Self-reported health behaviour change – All, mart and agri-branch farmers
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In the context of the Stages of Change, 39.7% 
(n=116) of farmers reported being in the 
process of making changes (preparation), 
38.0% (n=111) having made changes but 

finding these still challenging (action), whilst 
19.9% (n=58) reported having incorporated 
the changes fully into their daily life 
(maintenance; Table 30).

Week 26 Stages of Change 
(n=292)

All farmers 
(n=292) n (%)

Mart 
(n=99) n (%)

Agri-branch 
(n=193) n (%)

I am thinking of making changes 
(contemplation)        7 (2.4)      1 (1.0)     6 (3.1)

I am in the process of making 
changes (preparation)  116 (39.7) 42 (42.4) 74 (38.3)

I have made changes but still find 
it challenging (action)  111 (38.0) 38 (38.4) 73 (37.8)

I have incorporated the changes 
fully in my daily life (maintenance)    58 (19.9) 18 (18.2) 40 (20.7)

Table 30: Week 26 Please answer what best describes at what stage you are at in terms of making 
changes to your lifestyle (n=292)

At Week 52 (n=411), the majority of farmers 
(81.5%; n=335) reported having made 
changes to their lifestyle (Figure 11; Table 

A31). Slightly more agri-branch than mart 
farmers reported having made HBC: 82.6% 
(n=218) and 79.6% (n=117) respectively.

Figure 11: Week 52 Self-reported health behaviour change – All, mart and agri-branch farmers

Of those farmers who reported having made 
HBC (n=335), 84.2% (n=282) reported having 
incorporated the changes fully in their 
daily life (maintenance) whilst a smaller 

proportion of farmers (8.3%; n=-28) reported 
having made changes but not having 
sustained them (Table 32). More agri-branch 
than mart farmers reported ‘maintenance’ 
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Week 52 Stages of Change 
(n=335)

All farmers     
(n=335) n (%)

Mart 
(n=117) n (%)

Agri-branch    
(n=218) n (%)

I am thinking of making changes 
(contemplation)       25 (7.5)   10 (8.5)     15 (6.9)

I have incorporated the changes 
fully in my daily life (maintenance)   282 (84.2) 91 (77.8) 191 (87.6)

I made changes but did not 
sustain them (relapse)       28 (8.3) 16 (13.7)   12 (5.5)

Table 32: Week 52 Please answer what best describes at what stage you are at in terms of making 
changes to your lifestyle

Self-reported ‘maintenance’ of HBC had 
significantly increased at Week 52 compared 

to Week 26 (84.2% (n= 282) and 19.9% (n=58) 
respectively (Table A33).

5.5.2 Health behaviour change domains

Of those farmers who reported having made 
HBC at both Week 26 (n=292) and Week 
52 (n=335), the most frequently reported 
lifestyle changes were: ’improved diet’ 

(76.0%; n=222 and 54.3%; n=182 respectively) 
and ‘increased levels of physical activity’ 
(37.0%; n=108 and 45.8%; n=152 respectively; 
Table 34).

 Health Behaviour Change Domain* Week 26 (n=292) 
       n (%)   

Week 52 (n=335)
      n (%)

Improved my diet 222 (76.0) 182 (54.3)

Increased my physical activity 108 (37.0) 152 (45.8)

Decreased my levels of stress     26 (8.9)       9 (2.7)

Reduced the amount of alcohol that I 
drink (n=301)

    10 (3.3)       9 (2.9)

Stopped smoking (n=40)     7 (15.9)       4 (9.1)

Other       4 (1.4)     13 (3.9)

of HBC: 87.6% (n=191) and 77.8% (n=91) 
respectively. 

Another 8.3% (n=28) of farmers reported 

having ‘relapsed’ in relation to sustaining 
HBC. This was higher among mart than agri-
branch farmers: 13.7% (n=16) and 5.5% (n=12) 
respectively.

Table 34: Week 26 – Week 52 What type of health behaviour changes did you make?*

*Multiple answers possible 
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5.5.3 Self-reported difference in health as a result of health  
  behaviour change

At Week 52, farmers who reported having 
made HBC (n=335) were asked if they noticed 
a difference to their health as a result of 
having made lifestyle changes. Of those 

who responded to this question (n=300), the 
majority (82.3%; n=247) said they did (Figure 
12; Table A35).

Figure 12: Difference in health noticed as a result of making lifestyle changes

The most frequently reported differences 
in health were: ‘feeling fitter/more energy’ 
(49.6%; n=122), feeling ‘better overall’ (19.1%; 
n=47), ‘weight loss’ (14.2%; n=35), ‘better 

physical health: less co-morbidities’ (9.6%; 
n=24) and/or ‘improved mental health’ (9.3%; 
n=23; Table 35).

 Week 52 - Health difference as a result of making lifestyle  
changes (n=246)*        n (%)   

Feel fitter / more energy 122 (49.6)

Feel better overall   47 (19.1)

Weight loss   35 (14.2)

Better physical health     24 (9.6)

Improved mental health     23 (9.3)

Improved clinical health outcomes at health check     21 (8.5)

Improved lifestyle habits (diet / physical activity)     18 (7.3)

Feeling more alert       8 (3.3)

Other       8 (3.3)
Table 35: Week 52 Please specify the health difference you noticed as a result of making changes to 
your lifestyle (n=246)*
*Multiple answers possible 
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5.5.4 Motivation for health behaviour change: importance and  
  confidence ‘ruler’ 

Farmers who made lifestyle changes were 
asked at Week 26 and Week 52, to rate on a 
scale of 1-10 (1 being not important and 10 
being very important) how important it was 
for them to maintain these lifestyle changes 
(n=219) and how confident they were in their 

ability to maintain these changes (n=218; 
Figure 13; Table A36). At Week 26, 88.6% 
(n=194) of farmers rated the importance of 
maintaining HBC as an eight out of ten or 
higher. This had increased at Week 52 to 
91.8% (n=201) of farmers.

Figure 13: Week 26 – 52 Rating of importance to maintain lifestyle changes

At Week 26, 66.5% (n=145) of farmers rated 
their confidence in their ability to maintain 
these changes as eight out of ten or higher 

(Figure 14; Table A36). This had increased at 
Week 52 to 77.1% (n=168) of farmers.

Figure 14: Rating of confidence in ability to maintain lifestyle changes
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At Week 52, farmers who reported not having 
made HBC (n=48) stated the following as 
their main reasons: ‘there was no need: the 
results of the health check were good’ (50.0%; 

n=24); I felt no need to make changes’ (43.8%; 
n=21); ‘I already have a healthy lifestyle’ 
(41.7%; n=20); and ‘I feel good’ (31.3%; n=15; 
Table A37).

5.5.5 Associations between the intervention and Stages of Change

At Week 26 (n=411), more than three in four 
farmers (78.3%; n=253) who took part in the 
HBC intervention, reported having made 
lifestyle changes, compared to 44.3% (n=39) 
of farmers from the usual care group (Table 
38) which was significant (Table A39). At 

Week 52, this difference persisted with the 
vast majority (86.7%; n=280) of farmers from 
the HBC intervention reporting having made 
HBC, compared to 62.5% (n=55) of farmers 
from the usual care group.

Have you made any changes to your 
lifestyle to improve your health? (n=411)

Usual care group 
(n=88)   

HBC groups
(n=323)

Week 26

Yes 39 (44.3) 253 (78.3)

No 49 (55.7)   70 (21.7)

Week 52

Yes 55 (62.5) 280 (86.7)

No 33 (37.5)   43 (13.3)

Table 38: Week 26 – Week 52 Health behaviour change differences intervention groups and 
usual care group

At Week 52, ‘maintenance’ of HBC was 
significantly more likely to be reported by 
farmers taking part in the HBC intervention 

compared to the usual care group: 85.7% 
(n=240) and 76.4%; n=42) respectively (Table 
40 and A41).

Stages of Change differences intervention 
groups and usual care group (n=335)

Usual care group 
(n=280)   

HBC groups
(n=280)

Contemplation     17 (6.1)   8 (14.5)

Maintenance 240 (85.7) 42 (76.4)

Relapse     23 (8.2)     5 (9.1)

Table 40: Week 52 Stages of Change differences intervention groups and usual care group



45

‘Farmers Have Hearts’ Cardiovascular Health Programme - Detailed Impact Report

Section 5.6 Objective 3: Follow-up use of GP services2

An important objective in Irish public health policy is the prevention of disease, including 
CVD (Health Service Executive, 2011b). Health screening is a tool to identify signs, symptoms, 
or risk factors for disease which have previously gone undetected (Krogsbøll et al., 2012). 
Although population health screening can be effective in detecting health risk factors,  
significant proportions of participants tend not to follow-up with their GP (Willis et al., 2014). 
The FHH Evaluation 2013/14 showed that at Week 12 less than one in three (mart) farmers 
reported having followed-up with their GP after being advised to do so during their health 
check (van Doorn et al., 2019) and, as a result, a large proportion of participants did not receive 
appropriate medical advice or intervention after CVD risk factor detection.

2 The results presented in this section are derived from the Week 26 data collection to which n=801 
farmers participated. Consequently, the reported numbers in this section are larger compared to other 
sections.

At Week 26 (n=798), more than half of farmers 
(53.6%; n=428) reported having visited their 

GP as a result of taking part in the baseline 
health check (Figure 15; Table A42).

Figure 15: Week 26 – Did you visit your GP as a result of taking in the FHH-CHP

Mart farmers were more likely to report 
having visited their GP at Week 26 compared 

to Agri-branch farmers: 60.1%; n=232 and 
47.4%; n=195 respectively (Table A42).

5.6.1 Recall of advice to visit the GP

At Week 26, n=801 farmers responded to the 
question about whether they recalled being 
advised to visit their GP at baseline (Table 
A42). Almost one in two reported not being 
advised (44.2%; n=354) or not recalling this 
advice (4.2%; n=34). Baseline health check 
results showed that n=579 farmers who had 

received the advice to visit their GP based 
on their health outcomes, replied to this 
question at Week 26. Of these, 39.7% (n=230) 
reported either not being advised or not 
recalling being advised to visit their GP as 
a result of the baseline health check (Table 
A44).
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5.6.2 Outcomes of follow-up GP visit

The most frequently reported outcomes 
of the GP visit (n=428) were a re-check of 
blood analysis (72.2%; n=309) and/or blood 
pressure (35.7%; n=153; Table 45). More than 
two in five farmers (42.1%; n=180) reported 
that the results received from the GP were 
‘all good’. Almost one in seven farmers 
(13.8%; n=59) reported ‘still having high 
CVD blood markers’, 13.6% (n=58) of farmers 

reported ‘being prescribed new or having 
altered prescribed medication’, whilst 7.0% 
(n=30) reported some kind of intervention 
such as a ‘heart or BP monitor, angiogram 
and/or surgery’. One in ten farmers (10.5%; 
n=82) reported having visited other health 
services as a result of taking part in FHH-
CHP.

Outcome of follow-up GP visit (n=428)* n (%)

Bloods re-checked 309 (72.2)

Blood Pressure re-checked 153 (35.7)

Results all good at GP 180 (42.1)

Still high blood markers 59 (13.8)

New  / altered medication 58 (13.6)

Referred to consultant 30 (7.0)

Heart monitor / BP monitor / Angiogram / Surgery 30 (7.0)

Other 24 (5.6)

As a direct result of taking part in FHH-CHP, did you visit other health services? 
(n=784)

Yes 82 (10.5)

No 702 (89.5)

Table 45: Week 26 - Outcome of follow-up GP visit (n=428)*

*Multiple answers possible 

5.6.3 Barriers to visiting GP

Those farmers who reported not having 
visited their GP (n=63) were asked if they 
could identify barriers which prevented 
them from doing so (Table 46). Rather than 
experiencing a barrier, almost three in five 
farmers (58.7%; n=37) had not taken action 
yet and reported ‘intending to go in near 
future’. More than one in seven farmers 

(15.9%; n=10) reported being ‘too busy’ which 
was often explained by farming reasons 
such a ‘calving season’ and 14.3% (n=9) 
farmers reported ‘intending to re-do the 
blood test and/or re-check their BP’. One in 
eight farmers (12.7%; n=8) stated not ‘seeing 
a need/feeling well’ as reason for not visiting 
their GP.
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Can you identify any reasons or barriers that prevented you from 
visiting your GP? (n=63) n (%)

Instead of barrier just not taken action yet - Intention to go in near future 37 (58.7)

Too busy 10 (15.9)

Intend to re-check bloods / BP 9 (14.3)

No need / feeling well 8 (12.7)

Rather get healthier without involvement GP or medication 3 (4.8)

Other 4 (6.3)

Table 46: Week 26 - Can you identify any reasons or barriers that prevented you from 
visiting your GP?*
*Multiple answers possible 

At Week 26, there was a slight significant 
difference in those who reported having 
visited their GP between HBC intervention 

groups: 53.6% (n=312) and the usual care 
group 53.6% (n=115) respectively (Table A47).

Section 6 - Discussion

“They brought me into contact with ideas and information I wouldn’t 
think of when I’m on my own”

The results from this FHH-CHP evaluation 
demonstrate that the programme was 
successful in engaging a large group of 
farmers in their cardiovascular health with 
three in four farmers opting to take part in 
the HBC change intervention. The findings 
show a reduced cardiovascular risk based 
on a multiple risk factor profile and on 
most individual risk factors for CVD. The 
majority of farmers reported having made 
HBC at Week 26 which increased at Week 
52 – illustrating the time frame needed for 
making sustainable HBC. Most farmers who 
reported having made HBC, reported feeling 
more ‘healthy’ as a result. More than one in 
two farmers reported having visited their 
GP for follow-up examination as a result 

of taking part in the FHH-CHP baseline 
phase. The HBC intervention demonstrated 
effectiveness in relation to improvement 
of multiple risk factor profile and higher 
proportion of sustainable HBC (maintenance 
stage) compared to those in the usual care 
group. 

As a result of taking part in FHH-CHP, the 
proportion of farmers with ≥4 or more risk 
factors for CVD decreased compared to 
baseline and a large proportion of farmers 
improved their multiple risk factor profile. 
Notably, mart farmers, who would generally 
be regarded as more ‘hard-to-reach’ (‘HTR’) 
and vulnerable based upon both health 
status and socio-demographic and farming 
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characteristics, were more likely to have 
improved their multiple risk factor profile. 
This demonstrates that with the ‘right’ 
approach, farmers including those with more 
adverse health outcomes, will benefit from 
targeted health interventions. Nevertheless, 
mart farmers were, as a group, more likely 
to have more often ≥4 risk factors for CVD 
than agri-branch farmers, indicating a need 
for continued HBC support for these farmers 
in particular. 

The majority of farmers reported having 
made HBC as a result of taking part in 
FHH-CHP with greater numbers of agri-
branch farmers reporting making changes 
comparted to the mart farmer group. This 
is an interesting in that context that the 
research found more agri-branch than mart 
farmers had recorded increases in their 
multiple risk factor profile. This illustrates 
the complexity of HBC: evidence shows that 
those with higher baseline CVD risk tend to 
benefit more from HBC interventions and 
conversely, those with low or moderate CVD 
risk at baseline tend to benefit less and may 
even deteriorate after a year (Al Mheid et al., 
2016). In the current study, it is likely that 
those with low or moderate risk at baseline 
were less likely to engage in a FHH-CHP 
HBC intervention. Further data analysis 
in this study is needed to understand the 
interaction of socio-demographic and 
farming characteristics, intervention 
adherence and baseline health status on  
risk factor reduction. This finding illustrates 
the importance of regular - at a minimum 
yearly - health checks as: most clinical 
risk factors for CVD do not cause physical 
complaints and can only be detected 
with screening (Piepoli et al., 2016). It also 
emphasises that having low or moderate  
risk factors for CVD does not necessarily 
equate to leading a healthy lifestyle. 
Providing a preventative communications 

focus on lifestyle habits and possible cause-
effect on cardiovascular health should be 
offered to these farmers. The FHH-CHP 
was open to all farmers regardless of their 
baseline health status. Going forward, the 
programme should stay ‘all-inclusive’ as 
those farmers with no, low or moderate CVD 
risk can still benefit from health coaching 
and/or M-health.  

Farmers were offered a choice of HBC 
intervention delivery methods at baseline 
and it was observed that most of them 
carefully selected their preferred method. 
Factors that influenced farmers’ decision 
making included the results from the health 
check, their available time as well as more 
pragmatic considerations such as mobile 
phone reception. The impact of the HBC 
intervention on reducing cardiovascular risk 
and prompting HBC demonstrates that this 
was successful for these specific farmers. It 
is recommended that further analysis of  the 
data collected from farmers is undertaken to 
understand the effectiveness of the separate 
delivery methods by controlling for the 
impact of socio-demographic characteristics 
and other confounding factors on health 
outcomes. 

Considering the intervention overall, a 
higher proportion of farmers in the HBC 
intervention had improved their multiple 
cardiovascular risk factor profile compared 
to those in the usual care group. In relation 
to HBC, a higher proportion of farmers in the 
intervention group reported having made 
HBC and incorporating the lifestyle changes 
in their daily life compared to the usual care 
group. The findings highlight the need for 
services tailored to the needs of farmers.
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Section 7 - Recommendations for  
programme implementation and scale-up

“The support helped: a voice in your ear to keep you on the straight 
and narrow. It worked as an incentive”

1. Under the auspices of the existing  
FHH-CHP partnership, develop an 
implementation plan, with due 
consideration to required resources 
for the scale up and national roll-out of 
the FHH-CHP programme. Particular 
consideration should be given to applying 
the findings of this research by: 

• Adopting a farmer-centric approach 
i.e. using strengths-based, outreach 
and gender-specific approaches to 
engage farmers. Examples include: 
meeting farmers in the ‘safe’ space 
of a workplace setting such as a mart 
or agri-branch; adopting a personal 
and non-judgemental approach when 
engaging farmers; offering flexibility 
and choice in programme design and 
delivery; using appropriate language; 
offering a practical application by, for 
example, using the farm and farming 
as a setting for HBC.

• Making the FHH-CHP programme 
available to farmers in all parts of 
Ireland. Particular attention should 
focus on ’hard to reach’ farmers and 
taking into account socio-demographic, 
farming and geographical 
characteristics of farmers throughout 
Ireland to facilitate and enhance 
engagement with all farmers.

• Expand the existing FHH-CHP 
partnership. To effectively engage with 
all groups of farmers, we recommend 
broadening the programme  
partnership to include additional 
stakeholders concerned with farmer 
health, i.e. community, private and 

public, with a focus on transferring 
and developing knowledge, skills, 
structures, and leadership to 
enable effective health promotion 
and engagement with HTR groups. 
This approach will maximise the 
programme reach, continue to 
facilitate a ‘real world’ delivery of 
the programme, and contribute to 
programme acceptability among 
farmers.

• Supporting the development of 
capacity building measures amongst 
the various stakeholders concerned 
with farmer health. This should 
include community, private and public 
stakeholders, and should focus on 
transferring and developing knowledge, 
skills, structures, and leadership to 
enable effective health promotion 
and engagement - particularly with 
HTR groups of farmers. For example, 
key learnings from the programme 
can inform (i) HSE health promotion 
personnel on how to engage specific 
target groups in health and HBC; 
(ii) health and wellbeing training 
for agricultural advisors (On Feirm 
Ground); and (iii) ongoing programme 
and service delivery by community 
and health practitioners.

• Implementing parallel initiatives to 
support the core objectives of the 
FHH-CHP programme. These should 
include: 

i. continued  ‘low-dose’ (minimum)   HBC 
support for farmers to encourage 
continuous cardiovascular health  
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improvement;

ii. extending the HBC component of 
the programme to include tailored 
dietary sessions and/or exercise 
advice for farmers; 

iii. the development of a ‘health’ 
support network for farmers that 
focuses, in particular, on fostering 
peer support between farmers to 
prompt and maintain HBC; and, 

iv. proactively linking with local 
initiatives for health in which 
farmers can benefit such as ‘Fit 
Farmers’, ‘Men on the Move’, ExWell. 

• The FHH-CHP objectives should 
be embedded in wider efforts that  
support a healthy workplace 
environment for farmers. Programmes 
such as FHH-CHP should be supported 
by wider efforts to promote healthy 
farming workplaces, including marts 
and agri-branches as well as exploring 
how rural health services can be 
adjusted to better serve the needs of 
rural and farming men and women.

2. Supported by the existing FHH-CHP 
partnership, the Irish Heart Foundation 
should assume the lead role in co-
ordinating and delivering the next scale-
up phase of the programme.

Based on their expertise and experience 
in this area, the IHF should assume the 
lead role in terms of future programme 
implementation and acting as secretariat 
to the FHH-CHP. In order to ‘drive’ the 
programme, additional resources will be 
needed. These resources should allow for 
a designated FHH-CHP staff member who  
will be responsible for programme 
coordination including ensuring farmer 
engagement with the programme. With 
due regard to the evidence in this report, 
it is imperative that future programme 
delivery transitions from ‘FHH’ (a once off 

health screening and lifestyle counselling) 
to ‘FHH-CHP’ (a baseline health screening 
and lifestyle counselling; a choice of 
lifestyle interventions; and a 52 Week 
health screening). The programme 
implementation and scale-up will be 
enabled and underpinned by the expertise 
and knowledge of the extended programme 
partnership. This partnership will support 
the implementation and scale-up at all 
levels: users (farmers), programme partners 
or stakeholders, farming organisations, 
health practitioners and organisations, 
relevant health and agricultural policy 
makers, community groups and academic 
institutes. 

3. Ensure that the implementation of a 
nationwide FHH-CHP is underpinned by 
research and evaluation.

Evidence-based approaches to intervention 
design and delivery need to be informed 
by continuous research and programme 
evaluation. This will provide important 
insights into programme effectiveness in 
addition to informing policy and strategy 
development, e.g. how to effectively engage 
and support health amongst different groups 
of farmers, in different regions or locations. 
The focus of future research and evaluation 
should include:

 » In-depth exploration of FHH-CHP 
evaluation data to evaluate:

• The interaction of socio- 
demographic and farming 
characteristics, baseline health 
status, engagement with HBC, 
intervention adherence and 
baseline health status on risk  
factor reduction. 

• Associations between recall of 
medical messages and socio-
demographic and farming 
characteristics, adherence to more 
restrictive masculinity norms, 
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health status and health perception 
during health screening.

• Associations between baseline 
health profile, socio-demographic 
and farming characteristics, 
HBC engagement and BMI/waist 
circumference.

• Associations between educational 
attainment and lack of follow-up 
with GP or non-recall of advice to 
visit the GP as part of FHH-CHP.

• Health and HBC profiling of farmers 
based on socio-demographic and 
farming characteristics to explore 
what worked and what did not work 
for different sub-groups of farmers

 » An increased focus on qualitative 
research that explores all key 
stakeholders’ experiences of the 
programme that can help to improve 
programme effectiveness and address 
the barriers to farmers accessing 
health services.

 » The commissioning of a longitudinal 
programme of research to monitor and 
understand changes to farmer health 
status and the long-term effectiveness 
of the FHH-CHP. 

 » Address all aspects of programme 
evaluation including:

• Assessment of the programme 
effectiveness over a longer time 
period, i.e. greater than 12 months, 
and the impact of any programme 
refinements or changes on the core 
objectives.

• Impact evaluation will assess the 
intended and unintended outcomes 
of the programme, including social 
and environmental changes. 

• Economic impact assessment will 
provide insight in programme costs 

in relation to public health cost-
benefits. 

• Process evaluation will document 
key methodologies and decision 
making used in programme design 
and delivery.
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Appendix 1 Detailed results 
 

 

 

 

 

 

Table A1 Week 52 - Risk factors for CVD 

Risk factors for cardiovascular health*  

Blood pressure ≥ 140/90 mmHg*/** 

HDL-C cholesterol ≤1.0 mmol/L 

LDL-C cholesterol ≥3.0 mmol/L** 

Blood glucose levels ≥7.0 mmol/L/**/*** 

BMI kg/m2 ≥ 25.0   

Or 

Waist circumference >102 centimetres (in case of a BMI kg/m2 <25.0) 

Family history of heart disease, stroke or diabetes 

Tobacco use  

Standard drinks per week >17**** 

Physically inactive - active on less than 5 days a week AND for less than 30 minutes on active days 

Stressed ‘often’/’all of the time’ 

Table A2 Baseline – Week 52 Multiple risk factors for CVD 

Number of 

risk factors 

All farmers Baseline 

 (n=451) n (%) 

All Farmers  

Week 52 (n=451)  

 Mart  

Week 52 (n=183) 

Agri-branch  

Week 52 (n=268) 

0       5 (1.1)       5 (1.1)      0 (0.0)      5 (1.9) 

1     32 (7.1)     30 (6.7)   15 (8.2)    15 (5.6) 

2   79 (17.4) 102 (22.6) 33 (18.0)  69 (25.7) 

3 132 (29.3) 138 (30.6) 53 (29.0)  85 (31.7) 

4   99 (22.0) 104 (23.1) 47 (25.7)  57 (21.3) 

5  67 (14.9)   56 (12.4) 29 (15.8)  27 (10.1) 

6    30 (6.7)     14 (3.1)     4 (2.2)    10 (3.7) 

7      6 (1.3)       2 (0.4)     2 (1.1)      0 (0.0) 

8      1 (0.2)    
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Table A3 McNemar analysis Baseline – Week 52 Multiple risk factors for CVD (n=451) 
Baseline  Week 52 n (%) P  
 0-3 risk factors ≥4 risk factors 0.02 

0-3 risk factors 199 (44.1)   49 (10.9)  

≥4 risk factors   76 (16.8) 127 (28.2)  

 

 

Table A5 Association between intervention and multiple risk factor profile  

 Usual care group  

(n=103) n (%) 

HBC groups 

(n=348) n (%) 

Improved 33 (32.0) 153 (44.0) 

Unchanged 38 (36.9) 112 (32.2) 

Disimproved 32 (31.1)   83 (23.8) 

 

Table A6 McNemar analysis Week 52 Association between intervention and multiple risk factor 
profile (N=451) 
Multiple risk factors  Intervention n (%) p 
 HBC intervention Usual care group <0.01 

Improved 153 (33.9)   33 (7.3)  

Unchanged - disimproved 195 (43.2) 70 (15.5)  

 

Table A7 Week 52 – Advised to see GP  

Week 52 – Advised to see GP (n=387) Baseline  

      n (%) 

Week 52 

       n (%)  

Yes 288 (74.4) 254 (65.6) 

No   99 (25.6) 133 (34.4) 

 

 

 

Table A4 Week 52 Multiple risk factor profile  

 All farmers   

(n=451) n (%) 

Mart  

(n=183) n (%) 

Agri-branch  

(n=268) n (%) 

Improved 186 (41.2) 83 (45.4) 103 (38.4) 

Unchanged 150 (33.3) 61 (33.3)   89 (33.2) 

Disimproved  115 (25.5) 39 (21.3)   76 (28.4) 
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Table A8 McNemar analysis Baseline – Week 52 Advised to see GP as a result of the health 
check (n=387) 
Baseline  Week 52 n (%) p 
  Yes No <0.01 
Yes 207 (53.5) 81 (20.9)  
No   47 (12.1) 52 (13.4)  

 

Table A9 Baseline – Week 52 Blood pressure mmHg  

Blood pressure (n=447)   Baseline  

       n (%)    

Week 52 

      n (%) 

Normal – high normal ≤120-139/80-89   288 (64.4) 325 (72.7) 

High ≥140/90  159 (35.6) 122 (27.3) 

 

Table A10 McNemar analysis Baseline – Week 52 Blood pressure mmHG (n=447) 
Baseline  Week 52 n (%) p 
 Normal – high normal 

≤120-139/80-89  

Normal – high normal 

≤120-139/80-89  

<0.01 

Normal – high normal ≤120-

139/80-89  

249 (55.7)   39 (8.7)  

High ≥140/90 76 (17.0) 83 (18.6)  

 

Table A11 Baseline – Week 52 Lipid profile mmol/L 

Total cholesterol (n=444) Baseline  

     n (%) 

Week 52  

       n (%) 

<5.0 241 (54.3) 253 (57.0) 

≥5.0 203 (45.7) 191 (43.0) 

LDL-C (n=399)   

<3.0 217 (54.4) 210 (52.6) 

≥3.0 182 (45.6) 189 (47.4) 

Triglycerides (n=443)   

<1.7 220 (49.7) 252 (56.9) 

≥1.7  223 (50.3) 191 (43.1) 

HDL-C (n=444)   

≤1.00  133 (30.0) 172 (38.7) 

>1.00 311 (70.0) 272 (61.3) 
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Table A12 McNemar analysis Baseline – Week 52 Lipid Profile mmol/L 

Total Cholesterol (n=444)   

Baseline n (%) Week 52 (n (%) p 

 <5.0 ≥5.0 ns (0.251) 

<5.0 201 (45.3)     40 (9.0)  

≥5.0   52 (11.7) 151 (34.0)  

LDL-C (n=399)   

Baseline n (%) Week 52 n (%)  

    <3.0    ≥3.0 ns (0.501) 

<3.0   160 (40.1)    58 (14.5)  

≥3.0     50 (12.5)  131 (32.8)  

Triglycerides (n=443)   

Baseline n (%) Week 52 n (%) p 

   <1.7    ≥1.7 <0.001 

<1.7  175 (39.5)    45 (10.2)  

≥1.7     72 (16.3)  151 (34.1)  

HDL-C (n=444)   

Baseline n (%) Week 52 n (%) p 

   ≤1.00    >1.00 <0.01 

≤1.00   241 (54.3)   71 (16.0)  

>1.00      31 (7.0) 101 (22.7)  

 

Table A13 Baseline – Week 52 Blood glucose mmol/L 

Blood glucose (n=441)      Baseline  

        n (%) 

Week 52 

         n (%) 

<7.0  328 (74.4)  365 (82.8) 

≥7.0  113 (25.6)    76 (17.2) 

 

Table A14 McNemar analysis Baseline – Week 52 Blood Glucose mmol/L (n=441) 
Baseline blood glucose n (%) Week 52 blood glucose n (%) p 
   <7.0   <7.0 <0.01 

<7.0  285 (64.6)   43 (9.6)  

≥7.0    80 (18.1)   33 (7.5)  

 



64

‘Farmers Have Hearts’ Cardiovascular Health Programme - Detailed Impact Report

71 
 

Table A15 Baseline – Week 52 Anthropometric measurements  

BMI kg/m2 (n=426) Baseline 

       n (%) 

Week 52 

       n (%) 

Normal ≤24.9   64 (15.0)   66 (15.5) 

Overweight 25.0-29.9 216 (50.7) 205 (48.1) 

Obese ≥30.0 146 (34.3) 155 (36.4) 

Waist circumference in categories (n=445)         n (%)         n (%) 

Normal <94 cm    93 (20.9)   98 (22.0) 

Moderate Risk 94-102 cm 168 (37.8) 166 (37.3) 

High Risk ≥103 cm  184 (41.3) 181 (40.7) 

 

Table A16 McNemar analysis Baseline – Week 52 Anthropometric measurements 

BMI (n=426)   

Baseline  Week 52 n (%) p 

 Normal ≤24.9 Moderate – high risk ≥94 ns (0.86) 

Normal ≤24.9 49 (11.5)     15 (3.5)  

Overweight / Obese ≥25.0   17 (4.0) 345 (81.0)  

Waist circumference in categories (n=445) 

Baseline n (%) Week 52 n (%) p 

 Normal <94 cm Moderate – high risk ≥94 ns (0.58) 

Normal <94 cm 69 (15.5)     24 (5.4)  

Moderate – high risk ≥94   29 (6.5) 323 (72.6)  

 

 

Table A17 Smoking   

Smoking (n=439) Baseline    Week 52 

Do you smoke?         n (%)          n (%) 

Yes     40 (9.1)     30 (6.9) 

No 399 (90.9) 409 (93.1) 
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Table A18 McNemar analysis Baseline – Week 52 Smoking habits (n=439) 
Baseline  Week 52 n (%) p 
      No  Yes  <0.01 

Yes     13 (3.0)  27 (6.2)  

No 396 (90.2)    3 (0.7)  

 

Table A19 Alcohol consumption 

Do you drink alcohol?    Baseline 

    (n=435) 

  Week 52 

    (n=435) 

Yes 300 (69.0) 305 (70.1) 

No 135 (31.0) 130 (29.9) 

Number of standard drinks consumed per week >17 

(n=200) 

Baseline  Week 52  

< 17 177 (88.5) 184 (92.0) 

≥17   23 (11.5)     16 (8.0) 

 

Table A20 McNemar analysis Baseline – Week 52 Alcohol consumption: number of standard 

drinks consumed per week ≥17  (n=200) 

Baseline  Week 52 n (%) p 

   <17   ≥ 17 ns (0.19) 

< 17  170 (85.0)   7 (3.5)  

≥17      14 (7.0)   9 (4.5)  

 

Table A21 Baseline – Week 52 Alcohol Use Disorders Identification Test Scores  

Audit-C scores (n=329) Baseline   Week 52  

0-4  213 (64.7)  203 (61.7) 

>4 ‘harmful’ drinker 116 (35.3)  126 (38.3) 
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Table A22 McNemar analysis Baseline – Week 52 Alcohol Use Disorders Identification Test 

Scores (n=329) 

Baseline  Week 52 n (%) p 

  0-4  >4 ‘harmful’ drinker ns (0.30) 

0-4  170 (51.7) 43 (13.1)  

>4 ‘harmful’ drinker    33 (10.0) 83 (25.2)  

 

Table A23 Baseline – Week 52 Meeting physical activity guidelines: Are you active at least 5 days 

per week AND active for at least 30 minutes on active days  

Are you active at least 5 days per week AND active for 

at least 30 minutes on active days (n=311) 

 Baseline 

n (%) 

Week 52  

      n (%) 

Yes 212 (68.2) 237 (76.2) 

No   99 (31.8)   74 (23.8) 

 

Table A24 Baseline – Week 52 Meeting physical activity guidelines: Are you active at least 5 

days per week AND active for at least 30 minutes on active days (n=311) 

Baseline  Week 52 n (%) p 

  Yes  No 0.02 

Yes  171 (55.0)  41 (13.2)  

No    66 (21.2)  33 (10.6)  

 

Table A25 Baseline – Week 52 Stress experience   

Experience of stress (n=402)   Baseline 

      n (%) 

Week 52 

Not at all / only a little   99 (24.7) 116 (28.8) 

To some extent 253 (62.9) 252 (62.7) 

Often / very often   50 (12.4)     34 (8.5) 

 

 

 

 

 

 



67

‘Farmers Have Hearts’ Cardiovascular Health Programme - Detailed Impact Report

74 
 

Table A26 McNemar analysis Baseline – Week 52 Experience of stress (n=402) 
Baseline  Week 52 n (%) p 
 Not at all/only a little 

– to some extent 

Often / very often 0.04 

Not at all/only a little – to some 

extent 

331 (82.3)  21 (5.2)  

Often / very often     37 (9.2)  13 (3.2)  

 

Table A27 Baseline – Week 52 Results Short Warwick Edinburgh Mental  Wellbeing Scale 

(SWEMWBS) Categorised (n=396) 

Wellbeing (n=396) Baseline  Week 52  

7.00-21.99 Poor   58 (14.6)    52 (13.1) 

22.00 – 23.99 Below average   55 (13.9)    56 (14.1) 

24.00-26.99 Average 118 (29.8)  126 (31.8) 

27.00-28.99 Good   51 (12.9)    41 (10.4) 

29.00-35.00 Excellent 114 (28.8)  121 (30.6) 

 

Table A28 McNemar analysis Baseline – Week 52 Results Short Warwick Edinburgh Mental  

Wellbeing Scale (SWEMWBS) Categorised (n=396) 

Baseline  Week 52 n (%) p 

 Average – Excellent Poor – below average ns (0.68) 

Average – Excellent 239 (60.4) 44 (11.1)  

Poor – Below average   49 (12.4) 64 (16.2)  

 

Table A29 Week 26 As a result of FHH-CHP, have you made any changes to your lifestyle to 

improve your heart health?  

 All farmers (n=411)  

         n (%) 

Mart (n=147)  

      n (%) 

Agri-branch (n=264)  

         n (%) 

Yes 292 (71.0) 99 (67.3) 193 (73.1) 

No 119 (29.0) 48 (32.7)   71 (26.9) 
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Table A30 Week 26 Please answer what best describes at what stage you are at in terms of 

making changes to your lifestyle (n=292) 

Week 26 Stages of Change 

(n=292) 

All farmers  

(n=292) n (%) 

Mart  

(n=99) n (%) 

Agri-branch  

(n=193) n (%) 

I am thinking of making 

changes (contemplation) 

       7 (2.4)     1 (1.0)      6 (3.1) 

I am in the process of making 

changes (preparation)  

 116 (39.7) 42 (42.4) 74 (38.3) 

I have made changes but still 

find it challenging (action) 

 111 (38.0) 38 (38.4) 73 (37.8) 

I have incorporated the 

changes fully in my daily life 

(maintenance) 

   58 (19.9) 18 (18.2) 40 (20.7) 

 

Table A31 Week 52 As a result of FHH-CHP, have you made any changes to your lifestyle to 

improve your heart health?  

 All farmers  

(n=411) n (%) 

Mart  

(n=147) n (%) 

Agri-branch  

(n=264) n (%) 

Yes 335 (81.5) 117 (79.6) 218 (82.6) 

No   76 (18.5)  30  (20.4)   46 (17.4) 

 

Table A32 Week 52 Please answer what best describes at what stage you are at in terms of 

making changes to your lifestyle 

Week 52 Stages of Change  

(n=335) 

All farmers     

(n=335) n (%) 

Mart  

(n=117) n (%) 

Agri-branch    

(n=218) n (%) 

I am thinking of making changes 

(contemplation) 

     25 (7.5)   10 (8.5)     15 (6.9) 

I have incorporated the changes fully in my 

daily life (maintenance) 

 282 (84.2) 91 (77.8) 191 (87.6) 

I made changes but did not sustain them 

(relapse) 

     28 (8.3) 16 (13.7)   12 (5.5) 
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Table A33 McNemar analysis Week 26 – Week 52 As a result of FHH-CHP, have you made any 

changes to your lifestyle to improve your heart health? (n=411) 

Week 26 Week 52 n (%) p 

 Yes No <0.01 

Yes 276 (67.2)   16 (3.9)  

No   59 (14.4) 60 (14.6)  

Week 26 – Week 52 Would you describe yourself as having incorporated the lifestyle changes in 

your daily life (maintenance) (n=276) 

Week 26 Week 52 n (%) p 

 Yes No <0.01 

Other stages 38 (13.8) 183 (66.3)  

Maintenance stage     3 (1.1)   52 (18.8)  

 

Table A34 Week 26 – Week 52 What type of health behaviour changes did you make?* 

Health Behaviour Change 

Domain* 

Week 26 (n=292) 

         n (%) 

Week 52 (n=335) 

        n (%) 

Improved my diet 222 (76.0) 182 (54.3) 

Increased my physical activity 108 (37.0) 152 (45.8) 

Decreased my levels of stress     26 (8.9)       9 (2.7) 

Reduced the amount of alcohol 

that I drink (n=301) 

    10 (3.3)       9 (2.9) 

Stopped smoking (n=40)     7 (15.9)       4 (9.1) 

Other       4 (1.4)     13 (3.9) 

*Multiple answers possible 
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Table A35 Week 52 - Do you notice a difference in your health as a result of making changes to 

your lifestyle? (n=300) 

Yes 247 (82.3) 

No     24 (8.0) 

Don’t know     29 (9.7) 

If yes, please specify (n=246)* 

Week 52 - Health difference as a result of making lifestyle 

changes (n=246) 

n (%) 

Feel fitter / more energy 122 (49.6) 

Feel better overall   47 (19.1) 

Weight loss    35 (14.2) 

Better physical health     24 (9.6) 

Improved mental health     23 (9.3) 

Improved clinical health outcomes at health check     21 (8.5) 

Improved lifestyle habits (diet / physical activity)     18 (7.3) 

Feeling more alert       8 (3.3) 

Other       8 (3.3) 

*Multiple answers possible 

Table A36 – Stages of change ruler 

Week 26 – Week 52 - On a scale of 1-10, how important is it for you to maintain these changes? 

Scale 1-10 (n=219) Week 26 Week 52 

0-3      0 (0.0)       0 (0.0) 

4      1 (0.5)       0 (0.0) 

5      2 (0.9)       3 (1.4) 

6      4 (1.8)       5 (2.3) 

7     18 (8.2)     10 (4.5) 

8   65 (29.7)   33 (15.1) 

9   29 (13.2)   39 (17.8) 

10 100 (45.7) 129 (58.9) 

Week 26 – Week 52 On a scale of 1-10, how confident are you that you will maintain these 

changes? 

Scale 1-10 (n=218) Week 26 

 

Week 52 
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0-3     0 (0.0)     0 (0.0) 

4     2 (0.9)     1 (0.5) 

5   12 (5.5)     3 (1.4) 

6   15 (6.9)     6 (2.7) 

7 44 (20.2) 40 (18.3) 

8 82 (37.6) 78 (35.8) 

9 24 (11.0) 25 (11.5) 

10 39 (17.9) 65 (29.8) 

 

Table A37 Week 52 Why did you not make changes to your lifestyle?*  

Why did you not make changes to your lifestyle? (n=48)  

There was no need: the results of the health check were good 24 (50.0) 

I felt there was no need to make changes 21 (43.8) 

I already have a healthy lifestyle 20 (41.7) 

I feel good 15 (31.3) 

No time   7 (14.6) 

Other   5 (10.4) 

*Multiple answers possible 

Table A38 Week 26 – Week 52 Health behaviour change differences intervention groups and 

usual care group  

Have you made any changes to your lifestyle to 

improve your health? (n=411) 

HBC groups 

(n=323)  

Usual care group 

(n=88) 

Week 26    

Yes 253 (78.3) 39 (44.3) 

No   70 (21.7) 49 (55.7) 

Week 52    

Yes  280 (86.7) 55 (62.5) 

No    43 (13.3) 33 (37.5) 
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Table A39 McNemar Analysis Week 26 – Week 52 Health behaviour change differences 

intervention groups and usual care group  

Have you made any changes to your lifestyle to 

improve your health? (n=411) 

HBC groups 

(n=323) 

Usual care 

group (n=88) 

p 

Week 26 0.04 

Yes 253 (61.5)   39 (9.5) 

No   70 (17.0) 49 (11.9) 

Week 52 ns 

Yes 280 (68.1) 55 (13.4) 

No   43 (10.5)  33 (8.1) 

Table A40 Week 52 Stages of Change differences intervention groups and usual care group 

Stages of Change differences intervention 

groups and usual care group (n=335) 

HBC groups 

    (n=280) 

Usual care group  

    (n=55) 

Contemplation     17 (6.1)   8 (14.5) 

Maintenance 240 (85.7) 42 (76.4) 

Relapse     23 (8.2)     5 (9.1) 

Table A41 McNemar analysis Week 26 Maintenance of lifestyle changes - intervention groups 

and usual care group 

Week 26 (n=292) Intervention n (%) p 

HBC intervention Usual Care 0.04 

Other stages 206 (70.5) 28 (9.6) 

Maintenance stage   47 (16.1) 11 (3.8) 

McNemar analysis Week 52 Maintenance of lifestyle changes - intervention groups and usual 

care group 

Week 52 (n=335) Intervention n (%) p 

HBC intervention Usual Care <0.01 

Other stages    40 (11.9)   13 (3.9) 

Maintenance stage 240 (71.6) 42 (12.5) 
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Table A42 Week 26 - Did you visit you GP as a result of taking part in FHH-CHP? 

Did you visit you GP as a result of 

taking part in FHH-CHP? (n=798) 

All farmers (n=797) 

 n (%) 

Mart (n=386) 

n (%) 

Agri-branch (n=411) 

n (%) 

Yes 428 (53.6) 232 (60.1) 195 (47.4) 

No 370 (46.4) 154 (39.9) 216 (52.6) 

Table A43 Week 26- Recall – Were you advised to visit your GP as a result of taking part in the 

baseline health check?  

Recall – Were you advised to visit your GP as a result of 

taking part in the baseline health check? (n=801) 

   n (%) 

Yes  413 (51.6) 

No  354 (44.2) 

Do not recall   34 (4.2) 

Table A44 Recall of being advised to visit GP by nurse and follow-up GP visit 

Baseline  

Advised by nurse to 

visit GP 

Week 26 

Recall: were you 

advised to see your GP? 

Yes 

n (%) 

No 

n (%) 

Do not recall 

n (%) 

Yes (n=579) 349 (60.3) 200 (34.5) 30 (5.2) 

No (n=194)  54 (27.8) 136 (70.1)   4 (2.1) 
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Table A45 Week 26 - Outcome of follow-up GP visit* 

Outcome of follow-up GP visit (n=428)         n (%) 

Bloods re-checked 309 (72.2) 

Blood Pressure re-checked 153 (35.7) 

Results all good at GP 180 (42.1) 

Still high blood markers   59 (13.8) 

New  / altered medication   58 (13.6) 

Referred to consultant     30 (7.0) 

Heart monitor / BP monitor / Angiogram / Surgery     30 (7.0) 

Other     24 (5.6) 

As a direct result of taking part in FHH-CHP, did you visit other health services? (n=784) 

Yes   82 (10.5) 

No 702 (89.5) 

*Multiple answers possible 

 

Table A46  Week 26 - Can you identify any reasons or barriers that prevented you from visiting 

your GP?* 

Can you identify any reasons or barriers that prevented you from visiting 

your GP? (n=63) 

      n (%) 

Intention to go in near future 37 (58.7) 

Too busy    10 (15.9) 

Intend to re-check bloods / BP   9 (14.3) 

No need / feeling well   8 (12.7) 

Rather get healthier without involvement GP or medication     3 (4.8) 

Other     4 (6.3) 

*Multiple answers possible 
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Table A47 McNemar analysis Week 26 - Association between intervention and 

GP visit   

 

Association between intervention and 

GP visit   (n=798) 

Usual care 

group  

(n=214) n (%) 

HBC groups 

(n=584) n (%) 

p 

   <0.01 

Yes 114 (53.3) 314 (53.8)  

No  100 (46.7) 270 (46.2)  
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Appendix 2 The Evolution of the Farmers Have Hearts Programme

 2007    2007/2008     2013/2014        2014   2018

Start of Farmers Have 
Hearts Programme 

Roscommon
Multi-disciplinary team 

HSE West

Farmers Have Hearts  
Programme National 

Ploughing Championship
Multi-disciplinary team 

HSE West

Farmers Have Hearts 
Programme at marts (pilot) 

led out by Irish Heart 
Foundation /part funded by 
HSE/ Evaluated by National 
Centre for Men’s Health at 

IT Carlow

Farmers Have Hearts 
Programme - Ongoing yearly 
national health promotion 

programme for farmers
led out by Irish Heart 

Foundation/ Part funded 
by HSE

Farmers Have Hearts 
Cardiovascular Health 

Programme (trial)
Collaboration National 

Centre for Men’s Health at 
IT Carlow, Teagasc, HSE, IHF, 

Glanbia Ireland, UCD
Evaluated by National 

Centre for Men’s Health at 
IT Carlow/Teagasc/UCD

Figure 16:  Timeline development Farmers Have Hearts Programme

The Farmers Have Hearts (FHH) Programme 
originated in 2007 as a local multi-
disciplinary cardiovascular health check 
(baseline and repeat at 6 months) and health 
promotion intervention, run by the HSE 
West, in workplace settings such as marts 
as well as community centres, and aimed at 
rural men in county Roscommon. The health 
check was carried out by a HSE nurse and this 
was followed by a lifestyle advice on healthy 
eating and physical activity provided by a 
dietician and physical activity professional 
(Evans et al., 2009c). In 2007 and 2008, the 
HSE West continued the FHH Programme 
at the National Ploughing Championship 
(Evans et al., 2009a). Programme evaluations 

of both FHH Programmes showed a high 
prevalence of high BP, elevated cholesterol 
and overweight/obesity among farmers. 
Both evaluation reports recommended 
further primary prevention interventions for 
farmers to promote cardiovascular health 
(Evans et al., 2009c; Evans et al., 2009b).

In 2013, HSE and the IHF partnered to pilot 
FHH as a workplace cardiovascular health 
intervention at marts in four counties: 
Longford, Cavan, Mayo and Cork for farmers, 
mart workers and their families. The 
programme consisted of a single health 
check carried out by an IHF nurse. As 
part of the health check, farmers received 
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comprehensive lifestyle counselling based 
on motivational interviewing techniques 
from the nurse. The evaluation of this FHH 
Programme showed a high prevalence of 
obesity and multiple risk factors for CVD 
among farmers, placing them at higher risk 
for acute cardiovascular events compared 
to those with less risk factors for CVD (van 
Doorn et al., 2019). Additionally, the findings 
showed that although the intervention 
prompted a high proportion of farmers 
to contemplate health behaviour change, 
this did not necessarily translate into 
real or sustained change for all farmers. 
The evaluation recommended more 
follow-up support for farmers to realise 
health behaviour change to improve their 
cardiovascular health. 

Since 2014, the Farmers Have Hearts 
Programme, led by the IHF and partly funded 
by the HSE, has been operating at a national 
level reaching 1,000 farmers per year. 

2018 – present: Working in collaboration, 
the NCMH at IT Carlow and Teagasc 
developed a research proposal to undertake 
a large scale study examining the impact 
of health behaviour change on farmer’s 
cardiovascular health. Supported by the IHF, 
HSE, Glanbia Ireland and UCD, the proposal 
sought to use this knowledge to extend the 
FHH Programme into a more comprehensive 
Cardiovascular Health Programme (CHP; see 
Figure 2 – Flowchart depicting the overview 
of the research). A description of the roles 
and responsibilities of each partner is 
described in the acknowledgement section 
at the start of this report.

Figure 4: Flow Chart Farmers Have Hearts Cardiovascular Health Programme

Baseline

Baseline health 
check

Invitation to 
participate in study
Informed consent

Baseline Survey

Self-selection to 
intervention

Health behaviour 
change 

intervention

Mid-point 
(26 week) phone 

survey

Week 52 
follow-up

Health Coach

M-health

Health coach & 
M-health

Non intervention

Repeat health check

Week 52 survey

Farmers Have Hearts Cardiovascular Health Programme Design - flow chart
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Appendix 3 Programme participation

The baseline included 868 farmers. Of this 
total study group, 49.4% (n=429) were ‘mart’ 
farmers and 50.6% (n=439) ‘agri-branch’ 
farmers. Of these farmers, almost three in 
four (73.5%; n=638) self-selected into a HBC 
intervention (Figure 17). One in three farmers 
(32.9%; n=286) opted for the M-health, 22.7% 

(n=197) for the combination and 17.9% (n=155) 
for the health coach intervention. The other 
farmers (26.5%; n=230) opted for the ‘usual 
care’ group which consisted of the health 
checks including lifestyle counselling as 
well as research data collection.

Figure 17: FHH-CHP intervention participation

Programme retention 
Table 48 shows the participation rate of the 
intervention. During the intervention year, 
in total 1.3% (n=11/868) farmers requested to 
be taken out of the full study including the 
repeat health check.  

Farmers in the three delivery methods could 
opt out at any stage. Intervention retention 
rates showed that of those farmers who had 
self-selected into the M-health intervention 
(n=286), 13.6% (n=39) never started the 
intervention because they failed to respond 
to the introduction call. Among the farmers 
who did start the intervention (n=247), 
5.3% (n=13) opted out leading to a total 
participation rate of 86.4% (n=234). Of those 
farmers who self-selected into the health 
coach intervention (n=155), 6.5% (n=10) did 
not respond to the introduction call and 
consequently did not start the intervention. 

Of those farmers (n=145) who commenced 
with the health coach intervention, 5.5% 
(n=8) were classified as ‘drop-outs’ due to 
not answering their phone and missing 
three subsequent sessions whilst another 
5.5% (n=8) opted out of the health coach 
intervention. The total respondent rate for 
the health coach intervention was 89.0% 
(n=129). Among those farmers (n=197) who 
opted for the combination intervention, 4.1% 
(n=9) did not participate in the introduction 
call and consequently did not begin with 
the intervention. Among those farmers 
(n=189) who started the intervention, 9.0% 
(n=17) opted out of the M-health element, 
4.2% (n=8) opted out of the health coach 
element and another 1.6% (n=3) opted out 
of the full combination intervention. The 
total participation rate for the combination 
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intervention was 81.5% (n=154). Although 
these farmers dropped out of the intervention, 
they remained part of the overall study and 

consequently were contacted at Week 26 for 
the follow-up phone survey and invited for 
the Week 52 health check.

Non-respondent 
n (%)

Drop-outs /declined 
participation n (%)

Overall respondent 
rate n (%)

Baseline – Week 52  
programme  (n=868) 11 (1.3) 857 (98.7)

M-Health (n=286)
Introduction questionnaire 39 (13.6)   247 (86.4)

M-health intervention 
(n=247) 13 (5.3) 234 (94.7)

Health Coach (n=155)
Non respondent to 
introduction call

10 (6.5) 145 (90.3)

Health coach intervention 
(=145) 8 (5.5) 8 (5.5) 129 (89.0) 

Combination (n=197)
Non respondent to 
introduction call 

9 (4.1) 188 (91.4)

Combination (n=188) 
Opted out of M-health
Opted out of health coach 
Opted out of full intervention

7 (3.7)
17 (9.0)
  8 (4.2)
  3 (1.6)

153 (81.4)

Table 48: Intervention participation rates 

The Week 26 follow-up survey by phone had 
a participation rate of 92.2% (n=801). At Week 
52, 61.7% (n=456) of farmers participated in 

the repeat health check and of these 98.8% 
(n=451) took also part in the face-to-face 
survey (Table 49).

Study element 
Non-respondent 
n (%)

Declined 
participation n (%)

Participation rate 
n (%)

Week 26 follow-up 
(n=868) 

56 (6.5) 11 (1.3) 801 (92.2)

Week 52 repeat health 
check 456/739*

283 (38.3) 456 (61.7)   89 (33.2)

Week 52 survey (n=456) 5 (1.2) 451 (60.8)   76 (28.4)

Table 49: Week 26 and Week 52 participation rate  

*118 health checks postponed and 11 drop-outs. Eligible sample at week 52: n=739

More agri-branch than mart farmers took 
part in the Week 52 (n=451) health check 

and survey: 59.4% (n=268) and 40.6% (n=183) 
respectively.
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Week 52 non-attendance
Three in eight farmers did not return for the 
Week 52 repeat health check. Other research 
has shown that those with more adverse 
health status are most likely to ‘drop-out’ of 
or not-attend health screening interventions 
(Thomas et al., 2002; Dryden et al., 2012; 
Thompson et al., 2016). ‘Non-attenders’ at 
Week 52 were more likely to have had a high 
risk waist circumference at baseline. More 
qualitative research is needed into barriers 
needs among those farmers with a high risk 
waist circumference and not following-up 
with the repeat health check. 

In contrast to other studies (Thomas et al., 
2002; Dryden et al., 2012; Holland et al., 2013) 
the FHH-CHP data showed no association 
between age, lower educational attainment, 
marital status, adverse blood markers 
for CVD and harmful lifestyle habits, and 
non-attendance at Week 52. Indeed, those 
farmers who did not succeed in improving 
their health or health behaviours, felt no 
barriers in terms of returning at Week 
52. This is a positive observation and is 
explained by the successful application of 
the integrated gender-sensitive and farmer 
centred working approaches.

Appendix 4 Farmers Have Hearts Cardiovascular Health  
Programme - Methodology

This section outlines the methodology of 
the FHH-CHP baseline study. It describes 
the recruitment of farmers at marts and 
agri-branches, the health check, informed 

consent, self-selection procedure for health 
behaviour change interventions, baseline 
survey and data analysis.

Research partnership approach
The FHH-CHP was funded through a Teagasc Walsh Doctorate Scholarship. The NCMH at IT 
Carlow developed, appointed and managed the health coach, developed and carried out the 
M (Mobile)-health intervention and conducted the evaluation of the programme. The IHF 
planned, supervised and carried out all health checks as part of the programme, the IHF 
promoted and invited farmers into the baseline health checks at the marts. The HSE funded 
the health coach intervention and partly funded the health checks. Glanbia Ireland provided 
additional research funding and supported the recruitment of Glanbia Ireland farmers in the 
branch locations. The NCMH at IT Carlow, Teagasc and UCD collaborated on the quantitative 
data analysis and scientific dissemination.

Baseline health check recruitment

Recruitment at marts

To promote the health checks at the 
marts, the IHF provided posters to the 
mart managers to display in advance with 
the aim of informing farmers about the 
initiative as well as the date and time of the 

health checks. These posters included an 
IHF contact number which farmers could 
contact with questions or to pre-book an 
appointment for the health check. However, 
none of the mart farmers who took part 
in the study had pre-booked their health 
check. Recruitment of farmers to take part 
in the health checks was carried out by an 
IHF health promotion staff member, who 
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adopted an opportunistic approach. This 
was in line with previous experiences which 
showed that, due to the unpredictable 
nature of farm practices, farmers responded 
best to a flexible appointments schedule. 
Due to the hectic nature of the livestock 
marts, no records of the amount of farmers 
who declined participation in health check 
are available. Among those mart farmers 
who took part in the health check, 536 met 
the inclusion criteria and were approached 
to participate in the research. Some 107 
farmers declined, leading to a response rate 
of 80.0%. 

Recruitment at agri-branches

Agri-branch farmers took part in the health 
check mostly on the basis of self-referral 
(pre-booking). Glanbia Ireland developed 
an extensive communication strategy to 
inform their dairy suppliers about the 
upcoming health checks, health behaviour 
change interventions and the programme 
evaluation research. The communication 
channels included: messages as part of the 
milk statements, communications on the 
intranet system used by all Glanbia Ireland 
farmers, and by a specially developed 
information leaflet which was sent to all 
suppliers and which was widely available 
in all participating agri-branches. All dates 
and locations for the health checks were 
made available to the farmers and it was 
the responsibility of individual farmers to 
contact Glanbia Ireland Customer Service 
to book a place for the health check on a 
day, location and time that best suited them. 
All farmers received a confirmation text 
message after booking as well as a reminder 
text the day before the health check. Among 
those agri-branch farmers who took part 
in the health check, 469 were eligible and 
approached to participate in the research. 
Some 30 farmers declined, leading to a 
response rate of 93.6%. 

Informed consent

An informed consent form was developed 
for the participants of the FHH-CHP which 
was detailed and asked explicit permission 
for participation in the different study 
phases. A member of the IT Carlow FHH-
CHP research team was present at all health 
checks and asked farmers personally for 
informed consent after they had taken part 
in the health check.  

The FHH-CHP research team member 
explained the context of the informed 
consent verbally and asked farmers if they 
understood what research participation 
involved. The information sheet detailed 
the purpose and content of the study, a 
description of the health behaviour change 
interventions, safeguarding of privacy, 
access to personal data, data handling and 
sharing, data confidentiality (including 
limits to confidentiality), information on the 
voluntary nature of the study consent, and 
ways to ‘opt out’ at any time. All farmers 
who consented to research participation, 
signed the consent form and received a 
copy of the information sheet to bring home 
with them. The information sheet also 
contained personal contact information of 
the principal researcher in case of questions 
or difficulties which was also emphasised 
verbally. This contact information was only 
used occasionally by farmers and only in 
cases of research practicalities. 

Consent also included permission to copy the 
results from the health checks, agreement 
to be contacted at Week 26 for a survey by 
phone and to be invited for a repeat health 
check at Week 52 in the same location as 
the FHH-CHP baseline health check. It also 
included self-selection to one of the four 
intervention options as part of the research 
as detailed below.  Farmers who were not 
interested in research participation, could 
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simply opt out by declining to partake.

The Farmers Have Heart 
Cardiovascular Health Programme 
health check (Baseline and Week 52)

The FHH-CHP baseline health checks were 
conducted by nurses from the Irish Heart 
Foundation. All nurses were skilled in the 
use of brief interventions, behaviour change 
and motivational interviewing techniques. 
Additionally, all nurses had taken part in 
the ‘Engage National Men’s Health Training’ 
workshop.

The FHH-CHP health checks measured:

 » Full lipid profile (total cholesterol, HDL-C, 
LDL-C, triglycerides); 

 » Blood glucose;

 » Blood pressure; 

 » Carbon monoxide (if applicable); 

 » Anthropometric measurements (BMI, 
waist measurements). 

Self-reported health and lifestyle behaviours 
were also documented by the nurse during 
the health check: 

 » Family history diabetes, heart disease 
and/or stroke; 

 » Smoking (yes/no, how many);

 » Use of alcohol (yes/no, how many standard 
drinks a week);

 » Levels of physical activity (work related, 
leisure);

 » Stress (Perceived Stress Scale).

All farmers received their results at the  
health check. Based on IHF referral protocol, 
some were advised to go to their GP by the 
nurse. The degree of urgency depended 
on the level of abnormal results from the 
measurements taken during the health 

check. 

Based on the outcomes of the health check, 
farmers received a brief and tailored lifestyle 
counselling from the nurse based on 
motivational interviewing techniques.  The 
health check measurements were recorded 
in a Record Card, and this was given to all 
farmers to take home with them. All farmers 
also received relevant IHF health booklets on 
diverse aspects of cardiovascular health and 
a specially commissioned booklet targeted 
at farmers ‘Staying Fit for Farming’. An 
additional survey was given to the farmers 
to self-administer during the health check 
(Appendix 3). In cases of literacy issues, the 
nurse provided assistance with completing 
the survey. This survey included questions 
on:

 » Alcohol consumption (Saor II scale);

 » Sedentariness;

 » Sleep quantity and quality (adapted from 
the MORGEN study)

 » Wellbeing (Short Warwick Edinburgh 
Wellbeing Scale).

Risk factor thresholds for data 
analysis

In order to categorise respondents based 
on their CVD risk profile, the study applied 
the 2016 ESC European Guidelines on 
cardiovascular disease prevention in clinical 
practice, risk factor thresholds. These are:

• total cholesterol ≥5.0 mmol/L.; 

• HDL cholesterol <1.0 mmol/L.; 

• LDL cholesterol ≥3.0 mmol/L.; 

• triglycerides ≥1.7 mmol/L.; and 

• non-fasting blood glucose levels, ≥7.0 
mmol/L. 

• BMI kg/m2 ≥ 25 was classified as 
overweight and a BMI kg/m2 ≥30.0 as obese. 
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A waist circumference ≥94 centimetres 
was classified as ‘at risk’ whereas ≥103 
centimetre’s was considered ‘high risk’. 

The threshold of self-reported and lifestyle 
risk factors for CVD used for establishing 
risk, were also adopted from the 2016 ESC 
guidelines. Risk factors were: 

• family history of heart disease; 

• diabetes or stroke ‘yes’; 

• smoking ‘yes’;

• alcohol consumption ≥17 standard drinks 
per week; 

• experience of stress ‘often’ / ‘all the time’; 

• physical inactivity ‘less than 5 days a 
week active AND for less than 30 minutes 
on active days’; and, 

• consumption of fruit and vegetable 
<5 portions per day (only collected at 
baseline).

Farmers Have Hearts 
Cardiovascular Health  
Programme Interventions

Health coaching

Health coaching aims to facilitate behaviour 
change by supporting participants to gain 
personal insight, knowledge and confidence 
(Peterson, 2006). The health coaching 
process focuses on goal setting and aimed to 
work towards increased health literacy, self-
efficacy and confidence among farmers to 
realise sustainable health behaviour change. 

In line with evidence, (Hammersley et 
al., 2015), the health coach intervention  
consisted of six sessions carried out over a 
period of 9 months (one intervention session 
every six weeks) by phone. The phone 
calls will take place at a time set by the  
participant. The participant could choose 
to ‘skip’ a month if that suited him better. 

This would not end their intervention 
participation. Farmers could opt out any 
time. 

All health coach sessions were carried out by 
the same health coach who had completed 
‘Engage’, Ireland’s National Men’s Health 
Training programme (Osborne et al., 2016) 
and had health promotion experience. The 
intervention was ‘farmer centric’ (Neuner-
Jehle et al., 2013; Alageel et al., 2017) with 
farmers deciding for themselves the 
domains of change. The farmers lead the 
topic(s) for lifestyle change and set their own 
goals. The health coach did not have prior 
knowledge of farmers’ health check results 
and did not provide medical advice. In case 
of unresponsiveness, the health coach tried 
to make contact with the participant three 
times on different days/time. After three 
times, the session was deferred to the 
following month.

M-Health by text messaging 

While health promotion interventions 
based on text messaging are relatively new, 
evidence suggests that these interventions 
are effective in relation to health behaviour 
change (Head et al., 2013). M-health, and 
specifically text messaging, has been found 
to be an effective health intervention tool: 
it is fast, cheap and has a far reach within 
all socio-economic status groups (Abroms 
et al., 2015). Although recent studies found 
that farmers lag behind in their use of 
information technology compared to the 
general Irish population (Wims, 2011), the 
majority of farmers, regardless of age, 
regularly use a mobile phone for both talking 
and messaging (Connolly and Woods, 2010). 
The M-Health text messaging intervention 
was conducted by a designated member of 
the FHH-CHP research team and started with 
an introductory call based on a structured 
questionnaire. During this call, the domains 
for the text messages were discussed and 
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farmers could choose one or multiple topics 
for the content of their text messages. 
Farmers received 3-4 text messages per 
week for a period of four months. 

The content of the text messages was in line 
with the lifestyle advice that farmers had 
received during the health check and with 
the content of the health booklets provided 
to participants. The text messages used 
‘everyday’ words, active verbs and short 
sentences (National Adult Literacy Agency, 
2011). Additionally, the messages were short, 
clear, easy to understand and varied (Redfern 
et al., 2014). Every text message offered an 
‘opt-out’ option if participants wished to exit 
the trial. 

Health coaching in combination with 
M-health

Farmers could also opt for a combined 
health coach and M-health intervention 
meaning they received the phone calls from 
the health coach in conjunction with the 
M-health text messages.  

Usual care group

Farmers not interested in taking part in a 
health intervention were placed in the ‘usual 
care group’. These farmers took part in the 
baseline health check including lifestyle 
counselling and face-to-face survey, Week 
26 follow-up phone survey, and Week 52 
health check and face-to-face survey. 

Farmers Have Hearts 
Cardiovascular Health Programme 
research data collection 

Baseline Health check

The health checks took place in the following 
counties: Carlow, Cork, Kildare, Kilkenny, 
Laois, Longford, Meath, Offaly, Tipperary, 
Waterford, Wexford and Wicklow. On each 

health check day, two nurses worked in 
each location and carried out up to 12 health 
checks each (max 24 health checks a day). 
In collaboration and agreement with the 
research team, Glanbia Ireland proposed 
the agri-branch locations whilst the IHF 
proposed and organised the mart locations. 
An IHF representative was in each location 
with the nurses to engage with the farmers 
and support the programme. The baseline 
data collection took place from May 2018 
– March 2019. In total 32 locations were 
visited: 16 agri-branches and 16 marts. Data 
collection took place on 59 separate days.   

Week 52 health check

All farmers were invited for a follow-up 
health check at Week 52. The Week 52 health 
check took place in the same location as 
the baseline phase and adopted the same 
methodology. Farmers had at baseline 
indicated their preferred communication 
to receive this invite: by post, email or text 
message. To maximise the response rate to 
this follow-up health check, the research 
team had developed an invitation protocol. 
In short, all farmers were invited two weeks 
in advance of their scheduled Week 52 health 
check date. Farmers were asked to contact 
the research team to book their repeat health 
check. Those farmers who did not respond 
to the initial invitation were followed up by 
phone by a member of the research team 
after five working days. A positive script was 
developed for these follow-up phone calls to 
counter anticipated reasons for not wanting 
to proceed with the Week 52 health check 
(e.g. not having made changes to lifestyle; 
perceived lack of improvement in health; not 
having time). All farmers who booked in for 
a repeat health check received a reminder 
by text the day before and a call on the 
morning of the health check to confirm their 
attendance.
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Farmers Have Heart 
Cardiovascular Health 
Programme: Survey research

Baseline

At baseline, a face-to-face baseline survey 
was conducted. This survey, adopted from 
previous validated surveys, collected 
information regarding socio-demographic 
and farming characteristics, self-reported 
health such as health importance and health 
rating, consumption of fruit and vegetables, 
medication use and access to GP services. 
The baseline survey also explored farmers’ 
experience of engaging with the health 
check. The baseline survey was piloted with 
farmers (n=6) who were opportunistically 
recruited at the Oak Park Teagasc office. 
Based on the findings of this pilot phase, the 
survey was adjusted, re-tested (n=4) and 
finalised. 

Week 26 

Week 26 consisted of a phone survey which 
was carried out by a designated member 
of the research team. This questionnaire 
included questions to measure health 
behaviour change; follow-up use of GP 
services; use of health booklets and self-
monitoring tools; social support and self-
efficacy. To determine the Stages of Change, 
the ‘Readiness for Change ruler’ (Center for 
Substance Abuse Treatment, 1999) was used. 
The questionnaire used categorical and open 
questions as well as Likert scales.  

Week 52 

The Week 52 survey included questions 
on health prevention; health behaviour 
change; motivation and support factors 
for making changes to lifestyle; evaluation 
of what intervention elements contributed 
to health behaviour change; impact of 
taking part in the FHH-CHP and experience 

of the programme interventions. The 
questionnaire used categorical and open 
questions as well as Likert scales.  

Data Analysis

Baseline report

The baseline data was analysed using 
descriptive techniques. Frequency analysis 
provides insight into the prevalence of CVD 
risks of the study group. Where continuous 
data is available, mean, minimum-maximum 
and standard deviation are reported. 
Cross tabulations are used to explore the 
distribution of the frequencies and compare 
and contrast the mart and agri-branch 
farmers. Cross tabs are also used to describe 
associations between socio-demographic 
information and farming characteristics 
with prevalence of risk factors for CVD. 

Impact report

The data for the FHF-CHP impact report was 
based on data which was collected at three 
time-points: baseline, Week 26 and Week 
52. To illustrate change, the results were 
compared between these time-points and 
datasets have been matched based on the 
number of participants taking part at that 
time (Section 4.3, Figure 5). This merging 
affected the total sample size at the time-
points. Results were calculated on the 
available responses for each question and 
therefore the n numbers alter throughout 
the report. Changes in matched proportions 
of the key results have been conducted with 
McNemar analysis and Chi Square tests 
which were used to test for independent 
proportions. 

All data collected were entered into the 
Statistical Package for the Social Sciences 
(SPSS) version 25. Initial analysis was 
conducted using descriptive techniques to 
analyse frequencies, to explore relationships 
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between variables and to assess intervention 
effectiveness. 

Week 26 data involved the follow-up use of 
GP services and measurements of Stages 
of Change. Week 52 comprised the repeat 
health check results, HBC including the 
Stages of Change. The multiple risk factor 
calculation at Week 52, was based on ten 
risk factors for CVD. To calculate multiple 
risk factors, the baseline multiple risk 
factor variables were matched to the Week 
52 data and corrected for the variable ‘fruit 
and vegetable consumption’ which was not 
part of the Week 52 data collection. The risk 
factors thresholds were derived from the 
2016 European Guidelines on Cardiovascular 
Disease Prevention in Clinical Practice 
(Piepoli et al., 2016) and the Irish 

guidelines on physical activity and alcohol  
consumption (Department of Health and 
Health Service Executive, 2009; Health 
Service Executive, 2017).

This study compared mart and agri-branch 
farmers in relation to multiple risk factor 
profile and follow-up use of GP services. As 
selection into the HBC intervention was 
based on choice for delivery method, no 
intervention cause-effect conclusions can 
be drawn. Instead this study focuses on 
observation of differences in outcomes 
among the farmers in the HBC intervention 
compared to the usual care group. 
Additionally, intervention results have 
to be interpreted cautiously as they can 
be affected by confounding factors, for  
example ‘age’.

Appendix 5 Stages of Change

In the FHH-CHP, HBC was measured 
by ‘Stages of Change’ (Prochaska and 
DiClemente, 1983): 

 » Pre-contemplation; the stage in which 
change is not intended, most probably 
because of a lack of awareness of 
unhealthy behaviours or a lack of 
information about the outcomes of these 
unhealthy behaviours. 

 » Contemplation; the stage in which 
people intend to change behaviour in the 
upcoming six months. People are more 
health aware and have health information 
about the advantages and disadvantages 
of behaviour change.

 » Preparation; the stage in which people 
are intending to make changes to health 
behaviours in the near future (i.e. one 
month) and there is a plan of action in 
process.

 » Action; the stage in which people have 
made changes to health behaviours in the 
past six months. 

 » Maintenance; the stage in which people 
maintaining the changes made to their 
health behaviours and try to prevent 
relapse to old unhealthy habits and 
previous stages of change.    

These stages do not automatically follow 
each other in a linear way; farmers could 
move forward and backward between the 
stages. This study focused on identifying 
the Stages of Changes among participants 
and possible movement between Stages 
between Week 26 and Week 52. Participants 
were asked at week 26 and again at week 52 
how the statements associated with stages 
of change describe them best in relation to 
HBC.
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Notes

Photos are courtesy of Diana van Doorn, Irish Heart Foundation and/or Glanbia. 
Reproduction is only permitted with their permission.
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