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Summary

Long-standing commentaries about men’s reticence for accessing clinical medical services, along

with the more recent recognition of men’s health inequities, has driven work in community-based

men’s health promotion. Indeed, the 2000s have seen rapid growth in community-based programs

targeting men, and across this expanse of innovative work, experiential and empirical insights afford

some important lessons learnt, and caveats to guide existing and future efforts. The current article

offers eight lessons learnt regarding the design, content, recruitment, delivery, evaluation and scaling

of community-based men’s health promotion programs. Design lessons include the need to address

social determinants of health and men’s health inequities, build activity-based programming, garner

men’s permission and affirmation to shift masculine norms, and integrate content to advance men’s

health literacy. Also detailed are lessons learnt about men-friendly spaces, recruitment and retention

strategies, the need to incrementally execute program evaluations, and the limits for program sustain-

ability and scaling. Drawing from diverse community-based programs to illustrate the lessons learnt,

caveats are also detailed to contextualize and caution some aspects of the lessons that are shared.

The express aim of discussing lessons learnt and their caveats, reflected in the purpose of the current

article, is to guide existing and future work in the ever growing field of community-based men’s health

promotion.
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INTRODUCTION

In the 20 years since Courtenay (Courtenay, 2000) inte-

grated Connell’s (Connell, 1995) masculinities frame-

work to the field of men’s health, significant shifts have

occurred to advance men’s health promotion practice,

programming and research. The much cited Courtenay

(Courtenay, 2000) commentary linked masculinity and

men’s health behaviors, wherein men’s behavioral short-

comings, as a byproduct of masculinity, provided ex-

planatory notes for longstanding poor male health
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outcomes (Oliffe, 2015). Central to these claims was

men’s reticence for accessing clinical medical services

(Galdas et al., 2005) and their predominance for risking

(rather than promoting) health (Lee and Owens, 2002).

Ostensibly, these behavioral problematics were

explained by men’s alignments to masculine ideals in-

cluding self-reliance and stoicism (O’Brien et al., 2005).

Building on this important descriptive work, attention

moved to distilling how men’s alignments to some mas-

culine ideals might work to promote self-health (Sloan

et al., 2010) along with efforts for contextualizing and

addressing connections between gender and men’s social

determinants of health and health inequities (Evans

et al., 2011). Much of the empirical men’s health pro-

motion work that followed highlighted under-resourced

and under-served sub-groups of men (Griffith, 2012;

Ferlatte et al., 2018) and the potential for community-

based programs to effectively target and assist disadvan-

taged sub-groups as well as men more broadly

(Ogrodniczuk et al., 2016).

The emergence of community-based men’s health

promotion programs has been characterized by integrat-

ing agency and structure considerations to build and

bridge gender-sensitized interventions as potential harm

reduction measures and/or remedies. The growth in

men’s health promotion has also mobilized diverse

community-based resources to advance men’s health,

prevent disease and mobilize effectual illness self-

management. The current article draws on the authors’

experiences and extensive work in community-based

men’s health promotion from the last 20 years, as well

as some published work of other leaders in the field.

Driving the writing of this article was a collective desire

to share key insights and illustrative program examples

drawing from the current author team’s years of collab-

oration and the many learnings that have, and continue

to accompany that work. Offering eight lessons learnt

regarding the design, content, recruitment, delivery,

evaluation and scaling of community-based men’s health

promotion programs, caveats are also detailed to con-

textualize and caution some aspects of the lessons that

are shared. The express aim of discussing lessons learnt

and their caveats, reflected in the purpose of the current

article, is to guide existing and future work in the ever-

growing field of community-based men’s health

promotion.

Lesson learnt—masculinities intersect with an
array of social determinants of health

Connell’s (Connell, 2005) plurality of masculinities

afforded an important frame to thread gender and other

social determinants to men’s community-based health

promotion programming. By recognizing masculinities

and men’s health practices as influenced by structures

and relational and contextually bound social determi-

nants of health, a range of explanations and critical

health promotion program design considerations were

made available. Indeed, gender-sensitized, purpose-built

men’s health promotion programs, based on under-

standings of the intended end-user’s race, culture, socio-

economic status, education and income levels, and the

intersections with masculine roles, relations and identi-

ties gave rise to important tailored programs.

An example of this is the DUDES club, a program

prioritizing supportive relationships and engagement in

health care centering on Indigenous cultures for men

who are faced with health inequities that flow from

trauma, poverty and homelessness (Gross et al., 2016).

The original DUDES club operates in the Downtown

Eastside of Vancouver, British Columbia, a community

among the most adversely affected by health inequities

in Canada (City of Vancouver, 2013). Hosting men,

50�60% of whom are Indigenous, the DUDES club

fortnightly gatherings provide a secure space within a

medical clinic to socialize and participate in various ca-

sual activities including the opportunity for a haircut

and the provision of a hot meal. Facilitated health dis-

cussions are integrated to encourage men to ask ques-

tions, and share their health and illness experiences. The

DUDES club illustrates the benefits of recognizing how

masculinities intersect with an array of social determi-

nants of health, in building free, accessible, tailored pro-

grams for groups of men who are marginalized and

resource poor.

The Health Illness Men and Masculinities (HIMM)

framework by Evans et al. (Evans et al., 2011) was fore-

front in mapping the connections between gender and

other social determinants of health, including those illus-

trated in the DUDES club example. This inceptive work

has been advanced by Griffith et al. (Griffith et al.,

2013) who prescribed addressing health inequities as the

defining feature of contemporary men’s health promo-

tion practice. By incorporating social determinants of

health, men’s health inequities have been distilled as a

means to building tailored community-based health pro-

motion programs, such as the DUDES club, to aid disad-

vantaged, under-resourced groups of men. Recognizing

that ‘masculinities intersect with an array of social deter-

minants of health’ as such, is critical for program design,

implementation and evaluation, in that identifying the

contextual factors influencing end-user needs and

resources is requisite to effectively tailoring community-

based men’s health promotion programs.

2 J. Oliffe et al.
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Caveat—formally investigate and evaluate program

impact on health inequities

While the first lesson learnt centers on the intersection

of masculinities with an array of social determinants of

health, our caveat is that health inequities should be for-

mally investigated and evaluated rather than assumed to

unitarily impact disadvantaged men and/or respond to

specific health promotion resources. In essence, the ca-

veat and caution here relates to how we come to under-

stand what the intended audience needs, and the

resources necessary to customize community-based

men’s health promotion programs. Continuing to draw

from the DUDES club, a poignant example of the need

to formally investigate and evaluate the program’s im-

pact on men’s health inequities is offered. Specifically, a

mixed-methods DUDES club program evaluation in-

cluding Indigenous and non-indigenous male attendees

highlighted a dose�response outcome whereby regular

attendance at the gatherings afforded men higher physi-

cal, mental, spiritual and emotional health outcomes

than those who attended less often (Gross et al., 2016).

Evident in these findings were that even though the

DUDES club tailored content to Indigenous men, non-

Indigenous men also drew health benefits from regularly

attending the gatherings. That said, though attendees

shared challenges around poverty, homelessness and es-

trangement from family, comparatively, Indigenous men

reported significantly higher overall benefits from at-

tending the gatherings than non-Indigenous men (Gross

et al., 2016). Herein, we are reminded of the diversity

among men who experience seemingly similar and/or

overlapping health inequities, and the need to formally

evaluate and thoughtfully consider how tailoring con-

tent and efforts for inclusivity might yield diverse at-

tendee outcomes, as well as the implications for

program adjustments going forward.

Lesson learnt—men connect by ‘doing’

The second lesson learnt relates to program content and

delivery, and the need to ensure there is activity and in-

teraction purposefully built into the overall design as a

means to fully engage men. Activity-based programs can

play to diverse masculine ideals of physical prowess,

problem-solving and competitiveness with the goal of

harnessing men’s social connectedness and/or engaging

them directly with health promotion and illness manage-

ment strategies. An example of this is Men’s Sheds, a

program that operates in Australia, New Zealand,

Canada, UK, Ireland and Scotland (Ormsby et al.,

2010). The Men’s Sheds program attracts retired and

older men to a range of activities including woodwork,

computer workshops, gardening, as well as informal so-

cial events (Taylor et al., 2018). The focus on activities

occupies men and reduces the pressure to chat, whereby

focusing on the task at hand can waylay anxieties about

making obligatory small talk or needing to self-disclose.

The emphasis on activities is especially important in

newly formed men’s groups wherein gathering to talk

candidly about health and illness can be off-putting for

many men. ‘Doing’ something, in contrast, offers pur-

pose, clear structure and opportunity for achievement.

Integrated activities also reduce tendencies for didactic

approaches to delivering men’s health promotion pro-

grams—and pre-empts the attendee’s work toward ef-

fective self-health and illness management. A key design

and delivery lesson is that ‘men connect by “doing”’,

and this should inform and influence all the program

products (i.e. specific activities) and andragogic pro-

cesses (i.e. adult constructivist learning, interactive

group work).

Caveat—men also connect by talking and through

silences

Though men predominately connect by ‘doing’ our ca-

veat highlights men’s talk and silences as key ingredients

to effective community-based health promotion pro-

grams. Participating in typically male activities at Men’s

Sheds, in the company of other men, affords opportuni-

ties to build comradery and connection (Milligan et al.,

2016). While these activities are prized as men working

‘shoulder to shoulder’, the talk that occurs in and

around the ‘doing’ builds a sense of belonging (Milligan

et al., 2016). Men’s talk is also often imbued with hu-

mor to enhance community-building and dissipate emer-

gent anxieties flowing from discussions about

potentially sensitive topics (Mackenzie et al., 2017), es-

pecially within the sphere of health-related issues.

Qualitative work has also revealed silences as common

at Men’s Sheds, and these instances might be understood

as reflecting normative masculinities wherein quiet can

aid men’s focus for the task at hand and/or thinking

time to independently process shed-related or entirely

unrelated thoughts (Mackenzie et al., 2017). So the ca-

veat here is that ‘doing’, talking and silences all contrib-

ute to men’s health promotion, and the diverse blends of

those three components might surprise as groups storm,

norm and evolve over time. In essence, these ingredients

are all important, and the critical piece is to provide the

space for all three to co-exist. The pacing of the Men’s

Sheds gatherings reminds us that the ‘doing’, the talking

and the silences punctuate each other and rather than

over-planning or triaging activities to keep attendees

Community-based men’s health promotion programs 3
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busy, there needs to be room for the blend to emerge

and fluctuate naturally within the program.

Lesson learnt—the permission and affirmation of
other men shifts masculine norms

Historically, normative masculinities have contributed

explanatory notes for men’s public estrangement from

their health, and reticence to talk about illness chal-

lenges (Courtenay, 2000); yet the successes of

community-based men’s health promotion programs

rely heavily on leaders and attendees building and abid-

ing by a set of masculine norms that transgress these tra-

ditional linkages. Prostate Cancer Support Groups

(PCSGs) provide an example of this, wherein men (and

women) mobilize from the grass roots to take collective

action toward self-health and prostate cancer manage-

ment (Dunn et al., 2018). Characterized by sharing per-

sonal experiences, the basis of this peer support is the

communication of vulnerabilities, coping perspectives

and information along with the provision of the group’s

emotional backing and social connectedness (Steginga

et al., 2005). Groups are usually facilitated by volun-

teers who have lived experiences of prostate cancer, and

PCSG leaders need to be especially skilled in norming

prostate cancer and conversations about conventionally

private treatment side effects including erectile dysfunc-

tion and urinary incontinence (Thaxton et al., 2005).

Though the meetings are usually business-like and or-

derly, constructively engaging and discussing such po-

tentially sensitive topics relies on the permission and

affirmation of the group leaders and attendees, and their

collective will to shift and sustain PCSG specific mascu-

line norms (Dunn et al., 2018).

Diverse communities of practice (Creighton and

Oliffe, 2010) host and house men’s programs, and while

the adjusted masculine norms can be bracketed as pro-

gram specific, they can also be recognized as strength-

based and adapted more wholly by some men (i.e. the

courage to admit health challenges as the conduit for

addressing one’s problems). There is also strength in

committing to listening and learning from other attend-

ees, and a reciprocity for mutual help that works with,

and accepts diverse lived experiences as authentic and

relevant. To foster these ground rules, facilitators may

need to open gatherings with reminders about the

group’s masculine milieu. For example, the aforemen-

tioned DUDES club has a motto—‘leave your armor at

the door’—to signal attendees that their gatherings offer

a safe place wherein respect for one another and an

openness to diverse viewpoints are the norm. Program

leads also need to model valuing the abilities and

expertise that men bring to the group, and the benefits

afforded by attendees shifting masculine norms to help,

and be helped by others.

Caveat—reliance on traditional masculine stereotypes

can explain the attrition of some men

In shifting masculine norms to build cultures amendable

to advancing men’s health promotion it is inevitable that

some men will choose an alternative course of action.

The caveat here is that we need to accept that some men

will decide to not participate, and that attrition from

community-based programs is to be expected. This attri-

tion can be understood as reflecting some men’s reliance

on traditional masculine stereotypes that limit self-

disclosure and idealize stoicism, independence and self-

reliance. Related to attrition, PCSGs can be challenged

by many men’s episodic attendance, wherein they take

part in one or two meetings, but do not have a long-

term commitment to the group (Oliffe et al., 2008). So

while these men adapt to (and benefit from) the PCSGs

norms momentarily, they eschew belonging to or

sustaining these cultures, preferring instead to compart-

mentalize the vulnerabilities inherent to being diag-

nosed, and subsequently living with their prostate

cancer. The caveat herein is to concede that in building

and sustaining environments where masculine norms are

shifted, PCSGs, or similarly structured support groups,

will benefit ‘many’ men (and their families), but not ‘all’

men will stay on to leverage that culture and mutual

help. In essence, PCSG successes might be best gauged

by recognizing the wide reaching benefits of sustaining

shifts in masculine norms, rather than focusing on how

many men stay on to become long-term attendees.

Lesson learnt—men’s perceived low health
literacy heightens stigma

Men’s health literacy has consistently been reported as

poor – especially among males with low socio-economic

status, education and/or income levels (White et al.,

2008; Oliffe et al., 2019a,b). Low overall literacy levels

can predict low health literacy levels, and biomedical

language, derived from Greek and Latin, can be espe-

cially challenging and foreign for many men (Oliffe

et al., 2019a,b). Related to this, men’s health literacy

has historically been measured by their ability to learn

and recall medical information, and formally evaluating

these narrow constructs have amplified perceptions that

men’s health literacy is low (Peerson and Saunders,

2011). When specific terms, language and concepts are

poorly understood, low health literacy levels emerge to

fuel significant self- and societal stigma. For example,

4 J. Oliffe et al.

D
ow

nloaded from
 https://academ

ic.oup.com
/heapro/advance-article-abstract/doi/10.1093/heapro/daz101/5585825 by U

niversity of British C
olum

bia Library user on 11 O
ctober 2019



when men’s depression and suicide literacy is low,

stigma increases to mute important discussions about

those ailments amid vetoing many men’s mental health

help-seeking efforts (Oliffe et al., 2016). To advance

men’s health literacy and reduce stigma, community-

based men’s health promotion programs need to work

for, as well as with men to improve their health literacy

in two ways. First, program labeling, advertising and

promotion, and the content shared in community-based

settings has to be understandable, accessible and inclu-

sive of men from diverse backgrounds (Oliffe et al.,

2019a,b). Second, community-based programs can

purposefully advance men’s health literacy levels by in-

troducing topics and explaining content (including

biomedical terminology) to assist men to learn and apply

health promotion information. By recognizing that

‘men’s perceived low health literacy levels heighten

stigma’ community-based programs can purposefully

build in these strategies to engage men and advance their

health literacy.

Caveat—know and work with the end-user’s language

The caveat for men’s perceived low health literacy

heightening stigma relates to knowing and working with

the end-users’ language preferences to ensure that pro-

grams engage men with content that is familiar and re-

latable. Our example draws from the Veterans

Transition Program (VTP), a group-based program run

by counseling psychologists and health experts to assist

men returning from military service to transition back to

civilian life (Cox et al., 2019). Though counseling psy-

chology and intensive group therapy underpins the pro-

gram—those words and terms are deliberately omitted

in the name and brief of the VTP. Moreover, depression

and post-traumatic stress disorder, two common chal-

lenges for veterans who attend the VTP, are neither for-

mally named, nor belabored, in the promotion or

delivery of the program. Instead the emphasis is on

‘dropping your baggage’ and ‘unfucking your shit’. To

accomplish this, the VTP deploy a range of named group

processes, including ‘release’—a tactic activated to

lighten the load for men who are ‘carrying a lot’.

Though routinely expressed through tears and crying—

the strategic use and therapeutic value of ‘releasing’

trumps the potential for those utterances to be emascu-

lating. Herein, the VTP language avoids pathologizing

medical terms that label disorders and treatments, in-

stead re-focusing the men to frame their involvement as

mustering the strength to work toward fully returning

from war. The VTP recruitment strategy similarly works

with military centric language and values wherein men

are invited to attend the group to help out other soldiers

returning from service (as distinct from any suggestion

that their attendance might be about needing help them-

selves). Again, the military (and masculine) codes are

used to secure men’s attendance at the VTP, under the

pretense of assisting and protecting other soldiers

(Shields and Westwood, 2019). The VTP provides an

important example of how working with (rather than to

medicalize) men’s language can aid health literacy and

reduce stigma to reap the full potential value of tailored

community-based programs.

Lesson leant—men-friendly community-based
spaces aid recruitment and participation

Hosting community-based health promotion programs

in men-friendly spaces has long been known to aid re-

cruitment and participation. Contrasting traditional

professional health care services—and most men’s lack

of orientation to, and uncertainty with those clinical

care systems and environments—community spaces that

are familiar to men increase the likelihood of engaging

them with the program and their self-health. In addition

to offering surroundings that are well-known and secure

for men, community-based programs can bypass the

barriers that stem from hierarchical provider-patient

interactions. Within this context, how health promotion

information is shared, and by whom in community-

based programs are also key considerations. This is espe-

cially relevant to marginalized sub-groups who have ex-

perienced trauma, and can be triggered by hierarchical

health care interactions and/or institutionalized care

environments.

What counts as a men-friendly community-based en-

vironment is diverse, deeply contextual and subject to

change over time. That said, men’s alignments to sports

and competition have long been used to attract attendees

to men’s health fundraisers, and recruits to longer-term

interactive community-based health promotion pro-

grams. Sportsmen nights privileging elite athlete testimo-

nials about mental health challenges are routinely

hosted at hotels as a means to norming male depression

and help-seeking within an environment where men rou-

tinely congregate (Martinich, 2017). Linkages to soccer

clubs have also proved a lure for some Scottish, UK and

European men to participate in community-based physi-

cal activity and healthy eating programs (Hunt et al.,

2013). These prevailing sports themes trade on men’s

alignments to masculine ideals of competitiveness, unify-

ing team comradery and male cultures that prize

strength—including the courage to disclose and address

health challenges. The lesson learnt that ‘men-friendly

Community-based men’s health promotion programs 5
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community-based spaces aid recruitment and participa-

tion’, is a key environment consideration deeply tied to

the success of men’s health promotion programs.

Caveat—integrate programs where men routinely reside

and frequent

While playing to these masculine ideals and sports cul-

tures can work well, our caveat underscores how addi-

tional traction can be gained by going to inclusive spaces

where many men routinely reside and frequent (indepen-

dent of special men’s health events or programs inserting

and promoting themselves on an ad hoc basis).

Barbershops, have significant cultural meaning and

value for many African American men, dating back to

the Civil Rights movement wherein Black barbershops

historically offered gathering places for men to plan

strategy and promote unity (Balls-Berry et al., 2015).

For many African American men barbershops continue

to offer culturally safe and secure spaces that harness au-

thentic social connection. The integration of health pro-

motion to these established settings has facilitated

opportunity for cancer screening, blood pressure and

blood sugar checks, along with strategies for optimizing

mental health, diet and exercise. In reducing the finan-

cial barriers and circumventing the distrust of profes-

sional health care services and systems, barbershop

waiting rooms and/or interventions administered by bar-

bers trained in health (and incentivized to lobby clients

around health promotion strategies), offers a compelling

example of going to where African American men rou-

tinely gather to integrate health promotion through

trusted and entrenched community members (i.e. bar-

bers). Tapping existing environments and personnel in

these ways adds value by affording community cham-

pions and established clientele (Linnan et al., 2014). In

sum, the caveat here is to consider trying to connect

with established community-based male spaces to fully

integrate health promotion programs that reduce the po-

tential for hierarchical interactions and recruitment

challenges, and waylay the temporal limits of event-

based or brief interventions.

Lesson learnt—manage recruitment and
retention, with the end goal of releasing men
through collaborative leadership models

Competing demands reveal many men as time-poor, and

this can translate to significant recruitment and reten-

tion challenges for community-based programs. Men

typically triage work and family commitments, and this

coupled with their recreational and social pursuits can

test program feasibility. To successfully compete and

entice men to join community-based health promotion

programs there must be a tangible draw—and to retain

them, the program must be organized and expertly man-

aged to deliver on the potential benefits and/or gains

that drove the men’s interest in the first place.

Incentivizing men through honoraria can aid recruit-

ment, as can the clear potential for health gains—espe-

cially when those acquisitions are explicitly linked to

improved productivity and performance in men’s work

and relationships.

Our example draws from Dad’s In Gear (DIG), a

program that was developed through focus group re-

search with fathers who smoke, to assist dads to reduce

and quit smoking (Oliffe et al., 2012). The free, 8-week

gym-based DIG program comprised weekly evening ses-

sions focusing on smoking cessation, fathering and phys-

ical activity. Each week participants were provided a

meal, free child care (at the gym’s crèche) and expert fa-

cilitation in the three program components (smoking

cessation, fathering and physical activity). DIG proved

popular and participants indicated that the relatively

short-term eight session commitment along with tangi-

ble avenues to becoming a better dad (through smoking

less, better understanding fathering roles and being fit-

ter) were strong draws. Retention was aided by DIG be-

ing organized and interactive, but key was employing a

collaborative leadership model; one that incrementally

rendered the program content and leaders redundant.

From the outset, participants were working toward

graduating from DIG in the final session as a means to

moving forward on their own. These program specs also

prompted DIG graduates to lobby other men to join sub-

sequent offerings of the intervention. In sum, clear pro-

gram benefits and expert management aids recruitment

and retention, and collaborative leadership underwrites

the mainstay of short-term programs—to equip and re-

lease attendees to independently sustain self-health

practices.

Caveat—plan to relinquish your leadership

Short-term community-based men’s health promotion

programs, while purpose built to equip and release par-

ticipants, are often reliant on one or two leaders staying

on to continue to offer the intervention. In some instan-

ces, program founders forge such strong identities

around, and ties to their central roles that leadership

succession plans are absent. Programs developed

through academic research partnerships, can be chal-

lenged by the loss of key personnel—to the extent that

the feasibility of some interventions are jeopardized.

Our caveat, which also draws on the DIG program,

6 J. Oliffe et al.
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argues the need to ‘plan to relinquish your leadership’.

Health researcher leads facilitated the first pilot offering

of the DIG program, and a mixed-methods feasibility

study confirmed the need for a DIG train-the-trainer

model while qualitative research with Indigenous men

guided the subsequent tailoring of DIG for that under-

served sub-group (Bottorff et al., 2018). In tailoring

DIG Indigenous it was clear that the researcher’s had to

relinquish their lead, and train-the-trainer content

helped facilitate that transition. The approach worked

especially well in equipping Indigenous male community

members to facilitate the program in their respective

communities. Moreover, control of the program content

and the delivery also ultimately resided with these

community-based champions. With this in mind, a plat-

form of detailed and varied resources were developed to

support flexible program delivery of DIG. Multiple

weekly suggestions were included for each program

component to encourage and support community-based

facilitators in tailoring the program to meet the needs of

men in their communities, and the context in which the

program was offered. Recognizing that community-

based facilitators were not always smoking cessation

experts, their smoke-free status as fathers and members

of the community (either as nonsmokers or ex-smokers)

provided essential and relevant role models for the DIG

Indigenous program participants. Along with the exper-

tise they garnered from respected Elders and Indigenous

tobacco control experts, the program was offered in cul-

turally appropriate ways. While the health researchers

continued to collect and analyse program data to evalu-

ate a range of health outcomes including tobacco reduc-

tion and smoking cessation, their visibility within, as

well as their influence over the program was greatly di-

minished. In sum, the caveat, ‘plan to relinquish your

leadership’, is key to maximizing the longevity potential

of community-based men’s health promotion programs.

Lesson learnt—program evaluation has to be
incremental and built in from the outset

Formally evaluating community-based men’s health pro-

motion programs can be challenging, but this diversely

undertaken work is critically important. Programs are

created to make positive differences, and while facilita-

tors and end-users may be convinced that ‘their’ pro-

gram is working, inevitably, there is the burden of proof

that is unlikely to be satisfied by anecdotal accounts. As

some programs evolve to scale, funders (e.g. govern-

ment, private sector, philanthropy etc.) will seek inter-

vention outcome data. If such data are readily on hand

it will enhance the likelihood of future funding. Within

this context, program evaluation has to be incremental

and built in from the outset, planning-specific data col-

lection and analyses that match the program’s develop-

ment stage, and reflect the intended intervention

purpose. Key considerations relate to deciding when,

what, how and how much evaluative data will be

collected.

Our program evaluation example draws from HAT

TRICK, a 12-week, face-to-face program delivered at a

semi-professional ice hockey team’s facility in Kelowna,

British Columbia, Canada focused on healthy eating and

active living for middle-aged overweight men. As a start-

ing point, a qualitative pilot study was completed to

evaluate the acceptability of HAT TRICK for end-users

(Sharp et al., 2018). This work seeded the formal evalu-

ation of the launched program, and the selection of

methods and measures that were in line with the over-

arching purpose of HAT TRICK—to support men’s

health behavior changes (Caperchione et al., 2017).

Embedding this evaluation plan to the HAT TRICK pro-

gram design was somewhat of a balancing act in order

to meet the demands of research rigor, but still inform

community-based men’s health promotion practices.

Integrating an experimental design, a quasi-

experimental pre�post-test with a process evaluation to

examine program feasibility was used to navigate this

balance. This research was also useful for examining

data collection procedures and protocols, ensuring that

the data being collected provided key information with-

out increasing participant burden and/or compromising

men’s positive program experiences. Irrespective of the

design specifics, our lesson learnt is that ‘program evalu-

ation has to be incremental and built in from the outset’

to gather insights about the acceptability of the interven-

tion, as well as specific end-user outcomes, as a means

to making effective adjustments to future offerings and/

or reporting empirically informed benefits.

Caveat—claiming attribution requires specialized

evaluation study designs

Ever present are implicit (and sometimes explicit) claims

that a particular community-based men’s health promo-

tion program independently catalyzed epiphanies and

behavior changes for its attendees. Of course, changes to

men’s health promotion practices and/or illness manage-

ment can emerge from diverse exposures, and abstract-

ing one ‘program’ as the influencer to claim attribution

is challenging and specialized work. Drawing again

from the HAT TRICK example, the evaluative founda-

tion for more rigorous testing was worked toward incre-

mentally (Caperchione et al., 2017). Hence, the caveat,
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‘claiming attribution requires specialized evaluation

study designs’, was operationalized as a longer-term

evaluation goal for HAT TRICK. Typically, randomized

control trials (RCT) are the gold standard for proving

attribution, wherein the outcomes of program end-users,

compared with a matched control group(s) who did not

access the program, show statistically significant gains.

In addition to needing the research expertise to design

and complete an RCT, the feasibility for doing that eval-

uation work, and the usability of the findings is reliant

on the interventions fidelity and the program’s traction

for attracting end-users. To clarify, established programs

tend to yield larger end-user cohort sample sizes, which

in turn can provide stronger empirical evidence of attri-

bution in RCTs.

Lesson learnt—do not expect to sustain and
scale every program

Amid significant expanse in the number of community-

based men’s health promotion programs there have been

many false starts and hedges flowing from an array of

complex challenges that ultimately proved insurmount-

able. The work and effort, and in many cases significant

start-up funds have been lost to well-intended programs

that failed to launch, or launched, but failed to sustain

and scale. Our example, Man up Against Suicide was a

community-based program focused on de-stigmatizing

men’s depression and suicide through exhibiting photo-

graphs submitted by men who had previously experi-

enced suicidality, and men and women who had lost a

male to suicide (Creighton et al., 2018). A collection of

these photographs and their accompanying captions

were shown at public galleries across Canada, and in

England to prompt discussions amongst attendees about

male suicide—and avenues for prevention.

The Man up Against Suicide photographic exhibits

proved to be powerful and engaging, but sustaining and

scaling this work was an afterthought, based on the

early offerings faring well, and being positively evalu-

ated. Without a detailed business plan including budget-

ing of actual program labor and promotion costs

(excluding the ‘in kind’ resources afforded to the start-

up), and a secured cash flow from a committed funding

source, sustaining, let alone scaling Man up Against

Suicide was infeasible. Our lesson learnt, ‘don’t expect

to sustain and scale every program’ argues against ideal-

izing expansion and longevity as requisite to claiming

program success. Some programs, including Man up

Against Suicide, might be best understood and promoted

as ‘pop-ups’ of limited but purposeful tenure, effective

and innovative in seeding ideas for future projects. In

this regard, learning from a range of non-scalable ven-

tures can also help to build skillsets and capacity to stra-

tegically sustain and scale future interventions.

Caveat—diversifying to multiple platforms is not scaling

and can threaten sustainability

Scaling community-based men’s health promotion pro-

grams can be horizontal (replicating in different locales,

diversifying to digital platforms) and/or vertical

(wherein the program is supported by policy and hosted

and delivered by funded community-based institutions)

(Promundo and UNFPA, 2016). Horizontal scaling for

start-up or smaller community-based initiatives most of-

ten comprises the adaption of in-person program con-

tent to different areas and/or program promotion to

digital platforms. However, such diversification does

not necessarily equate to scaling, nor does it guarantee

to value add to the programs overall repute. Drawing

again from the Man up Against Suicide example, we had

strong interest and high attendance rates at the in person

photo exhibits, and these events yielded significant de-

stigmatizing value (Creighton et al., 2018). Buoyed by

these successes, we diversified to an online photo gal-

lery, wrote and produced short video documentaries and

designed and distributed hard copy books featuring the

photographs amid investing in social media platforms

(Instagram, Twitter and Facebook) to expand the pro-

grams reach and engagement. While well-intended, the

digital platforms not only failed to attract audiences or

the positive de-stigmatizing interactions witnessed at in-

person exhibits, the costs of curating and promoting

content on multiple channels substantially reduced the

budget, and ultimately our capacity to host the in-

person exhibits. So, the caveat, ‘diversifying to multiple

platforms is not scaling and can threaten sustainability’,

is an important cautionary note and reminder to focus

on playing to the program strengths to build existing

markets ahead of strategically piloting to fully gauge the

potential risks and rewards for diversifying.

CONCLUSION

Community-based men’s health promotion programs

are likely to become increasingly compelling and impor-

tant. This is especially the case in light of men’s lower

engagement rates with clinical medical services and tra-

ditional health care systems, and the ever growing pres-

sures on these resources for those men able to overcome

barriers to care. In essence, the limits of clinical health

care resources and the power of communities to facili-

tate men’s health and understand and address social
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determinants of health and health inequities confirms

the need for, and rich potential of community-based

programs. That said, community-based work with men

is complex. Along with undeniable momentum and posi-

tive reception, gender-sensitized health promotion pro-

grams routinely report significant challenges. Reflecting

this, the lessons learnt offered here to guide community-

based men’s health promotion programs invariably

come with caveats. Indeed, in tandem, the diverse les-

sons learnt and their caveats are deeply contextual and

informed by direct, active work in the field. Therein,

these learnings might be best understood as starting

points to prompt additional ongoing considerations

about an array of important community-based program

specificities in men’s health promotion.

The complexities that gender-sensitized interventions

in men’s health seek to address are also reflected in wide

ranging men’s health promotion practices, programs

and research. As evidenced by the diverse illustrative

programs shared in this article, and their research meth-

ods and study designs, empirical weights and claims

vary, as do agency and structure dynamics to influence

the feasibility, impact and longevity of well-intended

interventions. Building on this point, inevitably, not all

community-based programs will flourish or thrive, but

regardless, the collective work to improve men’s health

promotion affords important gains and guidance for fu-

ture work. Certainly, the program examples shared here

to illustrate the eight lessons learnt and their caveats

showcase a breadth of innovative interventions, and

while they confirm the value of focusing on strength-

based approaches to men’s health promotion (Sloan

et al., 2010), not all succeeded in the longer term. This is

why chronicling what engages men with their health,

and why, supports development of a much needed em-

pirical base to build existing and future community-

based programs.

Recognized as provisional, the lessons and caveats

are also strongly influenced by the intersections of shift-

ing masculinities with other social determinants of

health, and are subject to change over time. For exam-

ple, redefining what counts as community in a digital

age will be essential for future men’s health promotion

efforts. Related to this last point, we purposefully ex-

cluded men’s e-health programs from the current article.

While this might be argued as a limitation, we counter

that men’s e-health promotion programming and re-

search warrants a separate focus to fully chart that in-

creasingly complicated terrain. Certainly, future work

might usefully map men’s e-health promotion in predict-

ing the challenges and future of those ever changing

pathways and platforms, including how they might

replace, augment and/or fail relative to in-person com-

munity-based programs.

In conclusion, every map hosts multiple routes; and

charted in the current article are diverse paths—the deci-

sions about, and navigation of which will inevitably de-

termine program feasibility and claims of success. The

lessons learnt and caveats should, of course, also be rec-

ognized as temporally bound to some current (though

long-standing) male health inequities and formative

learnings from the burgeoning community-based men’s

health promotion field. Related to this, forthcoming re-

search might usefully include scoping and/or systematic

reviews, inclusive of behavior change theories, to test

and perhaps transition the aforementioned lessons learnt

and caveats toward principles for advancing

community-based men’s health promotion programs.
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