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Abstract

Background There are few community-based lifestyle interventions designed to target physical and mental health
of men. We conducted a qualitative focus group study with men to explore their perceived barriers and facilitators to
uptake and engagement with interventions designed to improve their physical and mental health and wellbeing.

Methods A volunteer sampling approach (advertisements posted on a premier league football club’s social media)
was used to recruit men aged 28 to 65 years who were interested in improving their physical and/or mental health
and wellbeing. Focus group discussions were conducted at a local premier league football club to 1) explore men's
perceived barriers and facilitators to uptake of community-based interventions; 2) identify health issues considered
important to address; 3) obtain participant views on how to best engage men in community-based interventions;
and 4) use the findings to inform the development of a multibehavioural complex community-based intervention
(called ‘The 12" Man).

Results Six focus group discussions were conducted (duration 27 to 57 min) involving 25 participants (median age
41 years, IQR=21 years). Thematic analyses generated seven themes: ‘Lifestyle behaviours for both mental health and
physical health’;'work pressures are barriers to engaging with lifestyle behaviour change’; previous injuries are barriers
to engagement in physical activity and exercise’; personal and peer group relationships impact on lifestyle behaviour
change’; relationships between body image and self-confidence on mastery of skills for physical activity and exercise’;
building motivation and personalised goal setting’; and ‘credible individuals increase uptake and continued engage-
ment with lifestyle behaviour change’

Conclusions Findings suggest that a multibehavioural community-based lifestyle intervention designed for men
should promote parity of esteem between physical and mental health. It should also acknowledge individual needs
and preferences, emotions in the context of goal setting and planning, and be delivered by a knowledgeable and
credible professional. The findings will inform the development of a multibehavioural complex community-based
intervention (‘The 127 Man).
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Background

Increased prevalence of long-term physical and men-
tal health conditions has impacted significantly on life
expectancy [1]. In 2016, the leading causes of life years
lost due to premature mortality were cardiovascular,
respiratory and Alzheimer’s disease, with evidence that
men are disproportionately affected [1]. Men are twice
as likely to develop ischaemic heart disease and report
poorer health than women [1]. Multiple factors con-
tribute the elevation of health risks of men compared
with women due to biological causes including cellular
responses to stress [2] and body fat distribution. Men
are more likely to accumulate visceral fat [3] which is
associated with conditions including metabolic syn-
drome [4], coronary heart disease [5] and ischemic
heart disease [5]. Furthermore, research has shown
that men often underestimate health risks [6] and
express concern about being too thin or weak when los-
ing weight [7]. These beliefs, paired with the reduced
likelihood of engaging with healthcare services lead
to increased health risks. Importantly, physical, and
mental health conditions frequently co-exist with
multi-factorial associations and robust evidence for
bidirectionality [8—10], therefore it is important to
address physical and mental health conditions to
reduce risk of morbidity and mortality.

Men are less likely than women to be diagnosed with
depression and anxiety, although men are more likely
to report lower levels of satisfaction with life, use alco-
hol and other drugs, and avoid strategies to cope with
depression. Additionally, they are more likely to report
specific symptoms of depression including irritability,
increased loss of control and aggression, and are less
likely than women to access psychological therapies
[11]. Furthermore, men are more likely to die by suicide
than women in every country worldwide [12], although
women are more likely to attempt suicide — referred to
as the gender paradox [13].

Several barriers exist that can impact negatively on
uptake and engagement of men with interventions
that target behaviours to improve physical and men-
tal health [14—17], particularly interventions delivered
within healthcare settings by healthcare profession-
als [18]. A possible explanation is that few interven-
tions are developed or tailored exclusively for men,
and the way in which these interventions are offered,
do not appeal [19]. Intervention developers often do
not consider sex-specificity or gender sensitivity dur-
ing the development stage [20]. Therefore, uptake and

meaningful engagement of men is often sub-optimal,
and they are considered, in some cases ‘hard to reach’
[21].

In the context of improving physical and mental
health, a wealth of evidence supports the use of physical
activity and exercise interventions [22]. However, it is
important to fully understand the specific requirements
and support needs of men, and specifically their bar-
riers and enablers to engagement with lifestyle behav-
iour change interventions. A 2015 systematic review
of lifestyle interventions targeting men identified 12
programmes informed by consultation with men from
design through to implementation [20]. Four of these
programmes utilised interest in sport and the ‘power of
the badge’ as a vehicle to engage men in group-based
exercise sessions at local sport clubs. “Banter” in dis-
cussions about sensitive health issues including weight
gain/loss was considered key to the success of one of
these programmes (Football Fans in Training [FFIT])
[23]. The authors of FFIT reported statistically signifi-
cant increases in self-reported physical activity and
weight loss in the intervention group at 12 months
follow-up. Participants described how taking part in a
programme at a football stadium made them feel “kinda
part of it..” and significantly increased acceptability of
the programme [24].

The success for FFIT has been replicated worldwide
using different sports to engage men [20]. However,
there is a paucity of interventions that address both
physical and mental health using football as a vehicle
for engagement. Given the impact that mental health
can have on sedentary behaviour, and the resultant
increased risk that sedentary behaviour can have on
physical health, there is a pressing need to understand
how interventions can be designed to reduce barriers to
engaging in physical activity interventions to improve
both physical health and mental health in men.

Understanding men’s perceived barriers and facili-
tators to engaging in community-based lifestyle
interventions is critically important to ensure inter-
vention content and mode of delivery is appropriate
and adequately addresses their needs and preferences.
However, despite the positive impact of the football-
informed community-based interventions, there is a
dearth of evidence reporting on the active ingredients
of these interventions (i.e., key intervention features
including mode of delivery, form, content, and dura-
tion). As such, the key components of interventions to
promote continued engagement following uptake is still
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unknown. This hinders replicability, faithful delivery,
modification to local needs, and optimisation to max-
imise engagement and outcomes. Furthermore, previ-
ously published qualitative studies focus predominantly
on physical health rather than mental health, or both.
Where studies do report on barriers and facilitators to
uptake and ongoing engagement with lifestyle inter-
ventions, they often report on practical barriers and
facilitators, and place less emphasis on emotional and
psychological challenges [25]. Finally, a large propor-
tion of studies focus on the experiences of women, or
do not report sex of participants making it difficult to
extrapolate the specific barriers and facilitators of men.

To inform the development of a multibehavioural com-
munity-based intervention using football as a vehicle for
engagement (‘The 12" Man’ Intervention), we conducted
a qualitative focus group study with adult men to: 1)
explore their perceived barriers and facilitators to uptake
of interventions designed to target physical and mental
health; 2) identify health issues considered important
to address; 3) obtain participant views on how to best
engage men in community-based interventions; and 4)
use the findings to inform the development of a multibe-
havioural complex community-based intervention (called
“The 12" Man).

Methods

This study was conducted with reference to the consoli-
dated criteria for reporting qualitative research (COREQ)
[26]. Ethical approval was obtained from Newcastle Uni-
versity’s Research Ethics Committee (Ref. 6228/2018). All
participants provided informed written consent prior to
participation.

Design
A qualitative focus group study.

Participants and setting

A volunteer sampling approach was undertaken to recruit
participants from the local community using advertise-
ments placed on social media (Twitter, 14,453 followers,
May 2018) and Facebook, 108,229 followers, May 2018)
accounts associated with the club community organisa-
tion Newcastle United Foundation [NUF]). Potential
participants were asked to indicate their interest through
the social media channel, or by using the contact email
address or telephone number provided. Invitations to
participate were also sent directly to men who fulfilled
the eligibility criteria who had previously registered their
interest in community health and wellbeing programmes
with NUF. Those indicating their interest were emailed
a copy of the participant information sheet and con-
sent form. Eligible participants were men aged between
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28 and 65 years who were interested in improving their
physical and/or mental health and wellbeing. This age
range was selected because 30 and 65 years are two mile-
stones within a man’s life, according to the health, ill-
ness, men and masculinities framework [27]. At age 30,
men begin to consider establishing a family which can
be socially isolating. At age 65, men consider retirement
which, again, brings with it social isolation and a loss
of purpose. Recruitment took place between May and
August 2018. Informed written consent was obtained
from all participants prior to the conduct of the study. All
consenting participants were screened for eligibility prior
to the conduct of focus groups. No incentives were pro-
vided for taking part.

Data collection

Focus group discussions were conducted in person
between July and November 2018 in a meeting room
located at a Premier League Football stadium, although
participants could request an alternative location (e.g.,
workplace) if this was their preference. Participants were
asked to provide their age only so not to create barriers to
participation.

An interview topic guide (see Supplementary docu-
ment) was developed, informed by research literature to
facilitate discussion about the following topics: perceived
barriers and facilitators to uptake of interventions aimed
to improve physical and mental health and wellbeing,
saliant health issues, and views on how to best engage
men in interventions. A total of 20 questions were asked.
The topics were informed by a scoping review of the liter-
ature conducted to identify existing lifestyle interventions
targeting at men (unpublished). The articles identified
were further screened to identify associated qualitative
findings reporting on barriers and facilitators to uptake
and engagement with lifestyle interventions. Although
the topic guide was not pilot tested prior to initial data
collection, research team members met following the
conduct of focus group one to discuss the data generated
and to identify any potential issues with the topic guide.
This process was repeated following the conduct of focus
group two.

All focus groups were facilitated by one researcher
(OJB) who had no previous contact with study partici-
pants. The facilitator was a 25 year old male PhD stu-
dent with an academic background in Sport, Exercise
and Nutrition. He wore a premiership football club
tracksuit corresponding to the football club where the
focus groups were held where he was also employed
at the time. The researcher was supervised to conduct
focus groups by two members of the research team
(LA and DF) who have expertise in qualitative research
methods, including the conduct of focus group
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discussions. No other individuals from the research
team were present during focus group discussions.

Data Analysis

Focus groups were audio recorded, transcribed ver-
batim and data thematically analysed using inductive
thematic analysis [28]. Following the completion of the
first focus group, the transcript was read and re-read
by two researchers (OJB and LA) who independently
applied preliminary codes to the data. The same two
researchers subsequently held a meeting to discuss
preliminary coding, agree on a coding framework, and
any modifications to the topic guide ahead of the sec-
ond focus group discussion. This process was repeated
by the same two researchers following each focus group
until it was agreed that the data generated was mean-
ingful and had reached the point of saturation. MS
Excel was used to manage the data.

Results

Six focus group discussions were conducted. Five took
part in a meeting room at the Premier League Football
club (n=18 participants), and one in a workplace set-
ting (n=7 participants). The duration of group discus-
sions ranged from 27 to 57 min (median time 45 min
(inter quartile range [IQR] =14 min) and involved a
total of 25 male participants (median age 41 years,
IQR =21 years).

All questions within the topic guide were asked,
although, a minority of questions generated limited or
closed responses that did not constitute a theme. The-
matic analysis generated seven themes. These are pre-
sented in Table 1 with supporting direct quotes and key
recommendations for intervention development. Each
transcript was coded immediately following the conduct
of each focus group. Codes were generated and placed
into categories, and categories were assigned preliminary
labels. Some themes generated more codes than oth-
ers. For example, theme 1 ‘Lifestyle behaviours for both
mental health and physical health’ and theme 5 ‘Rela-
tionship between body image and self-confidence on
mastery of skills for physical activity and exercise’ gener-
ated more codes than other themes across focus groups.
Theme 2 “Work pressures are barriers to engaging with
lifestyle behaviour change’ was generated from codes
from across groups, but mostly from the workplace set-
ting focus group. Initial codes included ‘goals’ that were
linked to both mental and physical health, ‘enjoyment’
linked to any activity undertaken to make positive life-
style changes, and ‘stress’ that was most often associated
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with work, but also other life pressures including family
and inability to access free time.

THEME 1: Lifestyle behaviours for both mental health

and physical health

The consensus from participants was that being healthy
involves having good physical and mental health, and
both were equally important. Together these increase
wellbeing:

“I think wellbeing is the best word ever because
it’s not like you [only] need to be fit, [or that]
you need to stop eating bags of chips. It'’s wellbe-
ing. I think that is definitely mentally as well as
physically(Participant 24, aged 51)

“I think it’s a healthy mind, so if you have all the
stress in the world, that plays a massive part on
your health”(Participant 7, aged 32)

In addition, positive emotions were reported to be
key to optimal health and wellbeing. The importance of
being happy and enjoying life was commonly reported
across focus groups. Participants often paired happi-
ness with accomplishment of goals and setting them-
selves a new challenge. When participants were asked
to describe the healthiest person they know, happiness
was a feature of the response:

“..they [healthy people] tend to be happier people
as well, like [group member] said, they are positive,
upbeat and [they] have a target(Participant 17,
aged 34)

Another participant supported the view that healthy
people enjoy “..whatever it is that they do.” (Participant
4, aged 38).

Maintaining a good social life was reported to be
instrumental to being healthy and that this could help
to cope with stress:

“But I think having a laugh is the best thing for me
and family and friends..” (Participant 17, aged
34).

The role of a good social life for maintaining health was
consistently highlighted by participants:

“It’s celebrating your success and being happier with
yourself and getting a good social life which can help
you achieve those goals”. (Participant 6, aged 61).
“...sometimes on a Saturday morning we do a health
walk.... Sometimes it’s not just about the walking,
it’s the social aspect. It provides health benefits as
well. So, it’s not just about getting fit, it'’s about keep-
ing mental awareness.. being healthy, healthy body,
healthy brain” (Participant 25, aged 39).
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When prompted to discuss the links between lifestyle
behaviours, physical and mental health and wellbeing,
participants agreed that physical activity and exercise
(collectively referred to as exercise by the participants) in
particular can have specific benefits for mental health:

“I think it [exercise] can definitely impact [positively]
on your mental health and help you to face the prob-
lems that you are facing every day.” (Participant 6,
aged 61).

Participants described the positive effects that exercise
had on their lives:

“I've found doing more exercise puts me in a better
frame of mind, it clears my head’ (Participant 18,
aged 34).

‘I am getting fitter, again, not just physically but
mentally as well’ (Participant 24, aged 59)

One participant explained the importance of his walk
home from work and how it allowed him to “..not bring
any stress from here [work] home” (Participant 9, aged
33). Others agreed with how physical activity and exer-
cise can impact positively on stress. Some considered it
a priority:

“Fresh air for me, as well. Just a nice walk through
the park. So, if it’s been a busy, stressful day, I'll just
walk through the park. It takes an extra twenty min-
utes to get home but it's worth it” (Participant 4,
aged 38)

When asked specifically about strategies used to over-
come stress, participants referred to specific lifestyle
behaviours including sleep, and how sufficient sleep can
help prevent or reduce stress levels.

“I've started going to bed earlier, now, to get the sleep
in and 1 find now I'm getting more sleep and I'm not
as stressed.” (Participant 5, aged 61)

This view was supported by other participants across
focus groups. However, there were specific lifestyle
behaviours such as alcohol consumption that partici-
pants were aware had a negative impact on sleep quality
and subsequently stress levels:

“..you have a few drinks to try and de-stress which
seems to improve your sleep a bit. Then you start suf-
fering from insomnia and then you drink again, and
it becomes a cycle” (Participant 4, aged 38).

THEME 2: Work pressures are barriers to engaging

with lifestyle behaviour change

This theme was salient throughout all six focus group
discussions, however the focus group conducted in the
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workplace setting generated more frequent work-related
barriers and enablers to lifestyle behaviour change. Increas-
ing workloads and ‘doing more and for less’ featured in a
large proportion of the participants’ lives. This was linked
to long working hours that reduced the time and motiva-
tion for engaging in health promoting behaviours:

“I think most of it will be work, as with most people
nowadays. Where there’s less people working and
they’re expecting people to pick up the work and the
workload’s getting heavier...” (Participant 5, aged 61).

The increase in workload and lack of time to complete
daily tasks was described as ‘frustrating’

“If I plan to do something at a certain time and I
don’t get to do it, I feel as though I'm playing catch
up for the rest of the day...” (Participant 15, aged 35).

The recurrence of this pattern was described to
decrease the opportunity to engage in positive health
behaviours and reducing or removing this barrier would
likely be mutually beneficial to the individual and the
workplace.

Participants described time constraints to be a barrier,
even outside of work, which left them with little time to
engage with physical activity and exercise, and consider
other health-related behavioural changes:

“You want to do exercise, but if you get up at 5:30 in
the morning to get here [work place], and you are get-
ting home at 6:30, you just want to have something
to eat, have a shower, and go to bed.(Participant 9,
aged 33)

Other participants described similar situations across
focus group discussions:

“It is pretty hard, I find it anyway, to slot a gym ses-
sion in somewhere along the line” (Participant 24,
aged 51).

Time taken to travel to facilities to exercise was
reported as a further barrier:

“So it is, it's about time and being able to get there, to
the place to do it” (Participant 25, aged 39).

Although participants did acknowledge the importance
of making time for yourself “..you’ve got to make time,
haven’t you? That’s probably the thing’ (Participant 8,
aged 52).

THEME 3: Previous injuries are barriers to engagement

in physical activity and exercise

Recovering from injuries (acquired recently or in the
past) was a common barrier to engaging in physical
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activity and exercise. Although exercise was considered a
‘good stress reliever; several participants had discontin-
ued exercise due to injury:

“About a year ago I hurt my Achilles and I haven’t
been able to run properly since” (Participant 4, aged
38).

Exercising after injuries was reported to be a chal-
lenge due to lack of motivation following time away from
exercise. It was particularly difficult for participants to
reclaim the time and effort required to re-engage:*..after
about six weeks, after I'd healed, I just couldn’t get myself
back into it” (Participant 10, aged 37). Furthermore, inju-
ries influenced participant’s physical and mental health:

‘A mate of mine has broken his foot, obsessed with
running, literally meticulous in his eating and eve-
rything. Since he’s done his foot, he’s never been so
depressed. He’s been hitting rock bottom because he
can’t get out and do that exercise” (Participant 18,
aged 34).

THEME 4: Personal and peer group relationships impact on
lifestyle behaviour change

Participants reported several challenges associated
with making lifestyle behaviour changes to improve
their physical and mental health, however the barriers
reported became more of a challenge if those around
them made lifestyle behaviour change difficult.

“..having a group of people around you who are not
supportive [negatively affects your lifestyle behav-
iour choices]” (Participant 17, aged 34)

“You get home and your lass [female partner/wife]
says, ‘Do you want a vodka and coke” (Participant
12, aged 51)

“I lost 24 kilos, something like that. My friends were
saying, ‘Oh, you've lost enough weight now; you'll
look ill if you lose any more weight! And I thought,
Alright! And I stopped and that was the worst thing
that I ever did” (Participant 5, aged 61)

“... if I went and trained and stuff and went away...,
I don’t think shed [partner be too happy” (Partici-
pant 25, aged 39).

Childcare was also an issue when trying to make posi-
tive lifestyle changes. Some participants reported feelings
of guilt if taking time out for themselves away from their
children:

“I've got a young daughter. I think it would be quite
off for me and my wife both to go to the gym together
because we'll have to get my daughter looked after
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and things” (Participant 25, aged 39).

Several participants reported how taking part in a
group-based programme would provide important social
support:

“..team sports like walking football, extensions on
that and I think youd get the social side of that”
(Participant 23, aged 57).

“I've always known for a fact, if I engage myself in
something that was part of a group, that I would
be better because I think that's the way I work but I
think it’s better to work as a team.” (Participant 17,
aged 34)

Participants consistently reported the belief that social
support would help to maintain motivation over time:

“Also, if you've got a peer group that’s going to keep
you motivated, keep you on target’ (Participant 4,
aged 38)

“..1d love to get involved in a group, with the sup-
port of everybody around, to help change my lifestyle
and change my mind-set..” (Participant 7, aged 32)

Previous participation in group based activities where
competition was an important motivator was reported as
beneficial: “I think that became a competitive thing with
a group of peers and I think that helped” (Participant 21,
aged 41).

THEME 5: Relationships between body image

and self-confidence on mastery of skills for physical
activity and exercise

Participants consistently reported self-confidence issues
when attempting to engage in physical activity and exer-
cise, particularly within community settings:

“Whenever you're big, walking through the door of
the gym with all fit and beautiful people is really
hard...you’re trying to hide your body away even
though you can't, so it’s like you don’t want to expose
yourself to ridicule” (Participant 19, aged 45)

“I think that was the one daunting thing I hated
every time I did go to the gym. There would be buck-
ets of sweat pouring off of me and I'd only been there
for ten minutes and thered be guys doing crunches
with their legs up in the air and stuff, completely
posing and looking at every mirror” (Participant 21,
aged 41).

Self-consciousness and body image concerns extended
to buying clothing to participate in physical activities and
sports:

“That’s hard. The people are fit. They know what
they are doing. And most sports shops don’t cater for
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big people. So finding clothes that fit is embarrassing
and really really difficult” (Participant 19, aged 45)

Feelings of anxiety relating to ability to master and per-
form specific skills was also reported:

“There’s no point in me rocking up to a training ses-
sion that these guys on a Saturday play because I'd
just be out of my depth, and Id look a fool”” (Partici-
pant 24, aged 51)

There was an expectation that others would be amused
by participants inability to master activities: “..see all
these blokes but it's mostly women who are fit and muscly
and I'm thinking they'’re laughing at me’ (Participant 19,
aged 45).

THEME 6: Building motivation and personalised goal
setting

A common barrier reported across focus groups was
a lack of motivation to even consider making lifestyle
changes. This was specifically linked to physical activity
and exercise:

“taking the first step, that’s the hardest one to take”
(Participant 3, aged 32).

“But its having that motivation and time when
you're not tired to be able to exercise...” (Participant
16, aged 62)

“I've always tried losing weight, doing exercise but
it’s just finding the motivation... because I don’t par-
ticularly like exercise”” (Participant 15, aged 35)
“..can’t be bothered. That’s the top and bottom of it”
(Participant 9, aged 33)

Although it was acknowledged that taking the first step
was the most difficult, and that once a routine was estab-
lished it became easier: “The first few weeks is always the
hardest and then you get into a routine and then after that
you do feel the benefits” (Participant 17, aged 34), several
participants provided insights into their lack of motiva-
tion. For example, enjoyment was frequently reported as
an issue. Participants understood the health benefits of
increased physical activity and exercise, however the lack
of enjoyment experienced during specific exercises was
reported to prevent participants from living more active
lives:

“..1 just don’t particularly enjoy that gym side of
things, using the machines etc. it just doesn’t moti-
vate me..” (Participant 20, aged 57)

There was consensus that setting and reaching behav-
ioural goals (e.g., achieving physical activity targets;
reducing alcohol consumption; increasing sleep dura-
tion) would lead to positive outcomes (e.g., improved

Page 9 of 14

mental health), and that this would be an important
motivator to continue. It was emphasised that goals
should be graded and achievable:

“I think it was small targets that you could see
you were achieving, and if you do this you will see
results....Setting small targets and seeing small
results that help a lot” (Participant 19, aged 45)
“Rather than just the big picture, small incremen-
tal changes. Instead of thinking, ‘Oh, this pro-
gramme is going to go for six months or twelve
months. What can I do?’ just little daily changes”
(Participant 8, aged 52).

The focus groups also explored how and why par-
ticipants monitored their health. Although some par-
ticipants described using body weight scales to monitor
health (i.e., a weight within a normal range was an indi-
cator of health), most participants preferred visual
cues, specifically clothing, to gauge whether they were
becoming unhealthy:

“The size of my trousers, that’s a big one.” (Partici-
pant 23, aged 57).

Others reflected on a time when they were over-
weight and expressed a desire to not return to a past
state:

“It’s seeing the benefit. It's seeing the visual and
thinking, "I don’t want to get back to what I was
and what I felt like” (Participant 18, aged 34).

Participants described how feedback from physical
activity monitoring devices in relation to their goals
impacted positively on their behaviour. Specifically,
activity trackers highlighted levels of inactivity and
prompted behavioural changes:

“And you can be surprised how few steps I'll actu-
ally do if I just drive to work, go to work, and go
back home again, and potter around the house”
(Participant 14, aged 56)

It was also felt that activity trackers can be used posi-
tively to create competition with others: “... both me
and the missus have got iPhones and we’re both pretty
much mapping, step by step, doing the same route” (Par-
ticipant 1, aged 35). Physical activity monitoring was
also described as a prompt to reach a specific goal:

“.if you're near your target, at the end of the day, you
just randomly walk around the house trying to just
make up the steps? Yes” (Participant 3, aged 32)

“I do that in the office, mind. Ten minutes before
the hour comes, it tells you how many steps you've
got to, and you've got to do 250 every hour” (Par-
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ticipant 5, aged 61)

As referred to previously, family members were often
considered barriers to making positive lifestyle changes,
however they could also be facilitators. Once family
members provided their support, they were considered
instrumental to success when achieving goals:

“Definitely, my wife has pushed me on any sport I've
done or any fitness thing or healthy eating” (Partici-
pant 25, aged 39)

“If I get a Tuesday off she’ll say, ‘Come on, you go to
the gym while I go swimming...so Id go but that’s
because she’s dragging me along..” (Participant 15,
aged 35)

THEME 7: Credible individuals increase uptake

and continued engagement with lifestyle behaviour
change

A consistent and salient finding across focus groups was
that participation in interventions, designed to improve
physical and mental health and wellbeing, would be
enhanced if delivered by a credible individual who can
provide accurate and evidence-based information.
Accreditation or relevant qualifications was considered a
marker of credibility:

“You've got to have somebody there who's accredited
or qualified, to actually tell you what you should be
doing” (Participant 3, aged 32)

“You look like you're the type of guy that has got
knowledge in these areas.” (Participant 9, aged 33).
“I think there are men who like facts — This is what
you've got. This is bad for you. Do this. It will put it
right. That’s really what we want” (Participant 13,
aged 60)

Accuracy of health information was a concern, particu-
larly when the information was received from multiple
sources, including the media, which can cause confusion:

“The media complicate things. They don’t know
whether you should be eating this or whether you
should be eating that, and you get lost at the end”
(Participant 10, aged 37).

Discussion
The aim of our study was to identify the behavioural bar-
riers and enablers to engaging men with lifestyle behav-
iour change interventions targeting physical and mental
health.

Three themes identified related specifically to barriers
experienced by participants when engaging in lifestyle
interventions and have been identified previously by two
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systematic reviews [29, 30]. For example, work and fam-
ily pressures; health and physical limitations; a perceived
lack of enjoyment, motivation, and time [29, 30]. Similar
barriers identified related to forming intentions to make
lifestyle changes, particularly in the context of physical
activity and exercise when it was perceived as a chore and
not enjoyable. As such, the need to provide signposting
or access to a range of enjoyable activities is important
to promote uptake and continued engagement. This find-
ing is consistent with Self-determination Theory [31] and
specifically, intrinsic motivation involving engagement
with an activity based on interest, enjoyment, and inher-
ent satisfaction. Teixeira et al., [32] reported how seek-
ing an internal goal, that leads to personal enjoyment can
satisfy basic psychological needs for motivation, and ulti-
mately lead to success. Findings from our study support
the value of goal setting and goal pursuit as a means of
maintaining motivation when making lifestyle behaviour
changes. Specifically, the need to set small, tangible, and
achievable goals and the benefits of receiving positive
feedback and social and emotional support was consid-
ered important. Behavioural goal setting has been used
successfully in previous men’s health interventions [23,
33-35] and should be considered a candidate for inclu-
sion in future interventions.

Burgess et al., [29] reported potential gaps in knowl-
edge or a lack of awareness about the importance of
physical and mental health when adopting healthy behav-
iours. Our study did not support this finding; indeed,
participants showed a good understanding about the
importance of physical and mental health, and how the
two impact each other, however knowledge and aware-
ness does not naturally lead to behavioural change [36].
Our findings, and those of Burgess et al., [29], suggest
that future interventions should continue to highlight
the important relationship between lifestyle and opti-
mal physical and mental health, but should place greater
emphasis on practical strategies and problem solving to
make and sustain behavioural changes (e.g., graded goal
setting, social support, problem solving tasks), location
of facilities to reduce time travelling and credentials of
those delivering them.

In the current study, participants described a lack of
self-confidence relating to mastery of skills which pre-
vent engagement in lifestyle behaviours, specifically
physical activity and exercise due to fear of embar-
rassment, and similar findings have been reported by
intervention studies [37]. A cross-sectional study inves-
tigating barriers to physical activity in men found that
those who did not meet physical activity recommen-
dations were more likely lack knowledge, motivation,
mastery of skills, and report intimidation or embar-
rassment. Furthermore, those who reported increased
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stress levels were also more likely to report intimida-
tion and embarrassment as a key barrier [38]. These
behaviours may further explain why men access mental
health services following prolonged periods of display-
ing symptoms and why one in four men will drop out
of management regimens [39]. Systematic reviews have
also reported negative attitudes of men towards health-
care, that impacts on intention to access services due to
traditional beliefs about masculinity and male gender
roles (e.g., emotional control, self-reliance, and being
successful at any cost) [40]. This highlights the need for
interventions that target emotions and aim to support
men to develop coping strategies to overcome these
challenges. If emotional barriers to lifestyle behaviour
change are not addressed alongside other barriers,
uptake and long-term engagement will likely remain
low. Recommendations based on our findings include
the generation of ‘rules’ to address perceived judge-
ment and negativity; promoting group based activities
of similar individuals considering perceived ability.
These strategies were suggested by participants and
have proven successful in previous men’s health inter-
ventions [33].

Work related issues and increased stress was a consist-
ent finding of our study. Workplace interventions have
emerged to overcome this issue, however there are few
interventions that consider the specific barriers faced by
men (e.g., pressure to take on overtime at work, and bar-
riers discussed already) [34]. Seaton et al. reported find-
ings from a gender sensitised workplace intervention that
aimed to improve self-reported physical activity [35]. The
intervention achieved its aims with an increase in walk-
ing by 156.5 min/week and was reported to be accept-
able by men [35]. A specific finding, consistent with our
study was that participants reported that a reduction in
workload facilitated physical activity engagement. Inter-
ventions to address this issue would likely create oppor-
tunities to make and sustain lifestyle behaviour changes.

Our findings also reflect the role of masculinities in
the context of health. The issue of work-related issues as
barriers to improving lifestyle behaviours could be inter-
preted as traditional norms of masculinity discouraging
men from seeking help for emotional issues [41]. Fur-
thermore, injuries as barriers to re-engaging with pre-
vious levels of physical activities / exercise may reflect
men’s hyper-competitiveness and a need to strive for
physical prowess [42], which men may feel that they can
no longer engage with due to injury, which leads to feel-
ings of inadequacy if men identify with these perceptions
of masculinity. In addition, issues related to body image
and self-confidence with engaging in exercise in commu-
nity settings was identified in our study, as well as reflect-
ing perceived societal norms about men’s bodies, also
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reflects the high numbers of men who report experienc-
ing weight stigma. In one study of 1,513 men [43], 40%
reported some form weight stigmatisation (most com-
monly, verbal mistreatment from peers, family members,
and strangers).

Our study identified specific facilitators to lifestyle
behaviour change to optimise physical and mental health.
These included practical support to set personalised and
meaningful goals, graded to build confidence, a means
to self-monitor progress, and elicit practical and social
support from family and peers. A credible individual
facilitating and supporting intervention delivery was
considered vital, particularly someone who was quali-
fied and could provide evidence-based information and
advice in a friendly manner. Furthermore, it was reported
to be important that facilitators understood the specific
issues related to lifestyle behaviour change for men, were
approachable and non-judgemental, and importantly that
they were not healthcare professionals. Healthcare pro-
fessionals often provide information about the benefits
of health behaviour change which is widely reported as
a mechanism to encourage behaviour change, increase
initial uptake of interventions and to promote contin-
ued engagement [36—38]. However, for those who do not
engage with healthcare services or who feel pressurised
by healthcare professionals, it was considered important
that information and support is provided by someone
who recipients can relate to and get along with.

Our research suggested that social support, including
practical support from family members and peers can
both positively and negatively influence health-related
behaviours, and this finding has been previously reported
[29]. However, in our sample this was often linked to
work. For example, greater resistance was experienced
when trying to find time to take part in leisure time
activities and make healthier choices in terms of diet if
the working day had been long. Participants reported
feeling guilty and explained how partners became resent-
ful. Despite this, participants also described partners and
children as being vital when maintaining healthy and
physically active lifestyles once they are on-board. Find-
ings also emphasised that participants prefer to be part
of a group of similar individuals that creates a sense of
identity. This finding corresponds to outcomes reported
by the FFIT study that highlighted the role of ‘banter” and
‘comradery’ as a source of motivation and social support
[23].

Social support has also been used effectively as part
of interventions to improve the physical activity of
men by introducing competition [33, 35, 44—46] and
this was an important finding in our study. Participants
reported pursuit of goals and meeting personalised tar-
gets and referred to healthy competition within group
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environments. Competition has been used successfully
in behaviour change intervention for male participants
within workplaces [35, 47], countries outside the UK [46,
48], and within football clubs [23]. As such, social sup-
port and competition should be considered key ingredi-
ents of interventions targeting lifestyle behaviour change
of men.

Longevity as a motivator for behaviour change emerged
as a brief discussion point. The importance of longevity
to older men (UK retirement age) is highlighted in the
Health, Illness, Men and Masculinities (HIMM) frame-
work [49]. Specifically, as men age, they become more
aware of their mortality which, when combined with
major life events such as retirement, can increase stress
[50]. Our findings support this assertion.

Stress was a consistent topic throughout our focus
group discussions. Participants regularly talked about
a desire to reduce stress and improve quality of sleep to
impact positively on daily interactions. However, few
intervention studies have considered the impact of sleep
on health, specifically those designed for men [51].

Although the findings of the focus groups conducted
in a workplace setting versus the football stadium did
not differ markedly, data from the workplace setting
generated more work-related barriers and enablers,
therefore setting in which data is collected should be
considered. Furthermore, it was the opinion of the
researcher conducting the focus groups that sugges-
tions of enablers were more forthcoming from football
stadium participants. A secondary aim of our study
was to use the findings to inform the development of a
community-based intervention (The 12 Man) target-
ing improvements in physical and mental health and
wellbeing of men. Specifically, identification of target
behaviours and key intervention ingredients to engage
men and to support them to make personally impor-
tant changes to their health-related behaviours was
a priority. Findings highlighted that physical activity,
exercise, alcohol, and sleep to improve mood, function,
well-being, and reductions in weight, were important
to men, although interestingly diet was not frequently
identified or discussed as a target for intervention.
With reference to active intervention ingredients, it
was agreed that a future intervention should be deliv-
ered by a credible individual, or team of individuals
who are knowledgeable, can communicate complex and
evidence-based health messages simply, and someone
who is non-judgemental who participants can relate to
and who is considered part of the group. Social pres-
sure and emotional barriers were consistently reported
as factors that prevented participants from engaging
in health behaviour change. For example, body image
and the negative impact it has on mastery of skills and
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confidence was reported to prevent engagement with
physical activity and exercise. Therefore, including
strategies within an intervention to reduce or overcome
perceived or actual pressure involving social support
is important. In terms of optimal duration, there was
no data to suggest when an intervention should start
and end. Instead participants talked about the need for
interventions that provided knowledge, skills, social
support, and signposting to local services/activities of
interest to enable long-term, sustainable change.

A key strength of this study was the recruitment strat-
egy that was successful in identifying and recruiting
male participants who reported a reluctance to engage
in health-related interventions offered by healthcare set-
tings. This suggests that the approach taken engaged a
different group of men who might be considered as ‘hard
to reach’ [21]. This could be attributed to the links with a
Premiership football club for the reasons reported previ-
ously [24, 27, 52, 53]. Secondly, the interview topic guide
and interviewer facilitated discussions around men’s
interests initially to understand what prevented them
from pursuing their interests rather than something com-
pletely new. This approach was successful in identifying
barriers and facilitators that could inform the content of
a future intervention by incorporating strategies to ena-
ble men to participate in activities of choice to improve
health and wellbeing.

A potential weakness of the study is that we did not
collect health-related data from participants that could
characterise the sample. However, a decision was taken
not to collect this information so not to dissuade men
from participating in a study that is essentially designed
to inform intervention development. Lastly, our research
focussed on men between the ages of 30 and 65 years in
accordance with the rationale provided within our meth-
ods, however we acknowledge that younger men also
have mental health needs that require further attention
in future research.

Conclusion

The current study was successful in identifying behav-
iours (specifically, physical activity and exercise and other
lifestyle behaviours including sleep and alcohol, albeit to
a lesser extent) as targets for intervention that were per-
ceived by men to be important for optimal physical and
mental health and well-being, and barriers and facilita-
tors associated with health behaviour change and main-
tenance. Key active intervention ingredients were also
identified as potential mediators to behavioural change
(e.g., setting, mode of delivery, intervention content,
duration). Findings will be used to inform the develop-
ment of the 12" Man intervention designed to target
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lifestyle behaviours to achieve improvements in physical
and mental health of men and for delivery through a Club
Community Organisation, Newcastle United Foundation.

Supplementary Information

The online version contains supplementary material available at https://doi.
org/10.1186/512966-023-01425-1.

Additional file 1.
Additional file 2.

Acknowledgements
We would like to acknowledge and thank colleagues at Newcastle United
Foundation for assisting with recruitment and set-up of the study.

Authors’ contributions

OB and LA developed the topic guide with input from all study authors. OB
conducted all focus groups discussions/collected all data. OB and LA analysed
data and interpreted findings. OB and LA drafted the manuscript. All author
contributed to subsequent manuscript drafts and read and approved the final
version.

Funding

The study was funded jointly by Newcastle University and Newcastle United
Foundation as a PhD scholarship awarded to the first author. The funding
bodies did not have any role in the design of the study, collection, analysis,
interpretation of findings, or writing of the manuscript.

Availability of data and materials

We have provided the topic guide used during focus group discussions as
a supplementary file. Focus group transcripts can be accessed following
individual requests to the corresponding authors.

Declarations

Ethics approval and consent to participate

Ethical approval was obtained from Newcastle University’s Research Ethics
Committee (Ref: 6228/2018). All participants provided informed written
consent prior to participation.

Consent for publication

Data were collected from individuals recruited to the study; however, findings
are reported at the group level, and as such cannot be identified at the indi-
vidual level. Participants were advised via a participant information sheet that
findings would be published and provided informed consent.

Competing interests
The authors report no conflicts of interest.

Author details

1Population Health Sciences Institute, Faculty of Medical Sciences, Newcastle
University, Newcastle Upon Tyne, UK. 2Newcastle United Foundation, New-
castle Upon Tyne, UK. *Department of Nursing, Midwifery and Health, Faculty
of Health and Life Sciences, Northumbria University, Newcastle Upon Tyne,
UK. “School of Sport, Exercise and Health Sciences, Loughborough University,
Loughborough, UK. *Centre for Rehabilitation, School of Health and Life Sci-
ences, Teesside University, Newcastle Upon Tyne, UK.

Received: 18 July 2022 Accepted: 14 February 2023
Published online: 06 March 2023

References
1. Steel N, Ford JA, Newton JN, Davis AC, Vos T, Naghavi M, Glenn S,
Hughes A, Dalton AM, Stockton D. Changes in health in the countries

20.

22.

23.

Page 13 of 14

of the UK 'and 150 English Local Authority areas 1990-2016: a system-
atic analysis for the Global Burden of Disease Study 2016. The Lancet.
2018;392:1647-61.

Yonker JA, Chang V, Roetker NS, Hauser TS, Hauser RM, Atwood CS. Hypo-
thalamic—pituitary-gonadal axis homeostasis predicts longevity. Age.
2013;35:129-38.

Swainson MG, Batterham AM, Hind K. Age-and sex-specific reference
intervals for visceral fat mass in adults. Int J Obes. 2020;44:289-96.
Bergman RN, Kim SP, Catalano KJ, Hsu IR, Chiu JD, Kabir M, Hucking K,
Ader M. Why visceral fat is bad: mechanisms of the metabolic syndrome.
Obesity. 2006;14:16S.

Matsuzawa Y, Shimomura I, Nakamura T, Keno Y, Kotani K, Tokunaga K.
Pathophysiology and pathogenesis of visceral fat obesity. Obes Res.
1995;3:1875-94s.

Gray CM, Hunt K, Lorimer K, Anderson AS, Benzeval M, Wyke S. Words
matter: a qualitative investigation of which weight status terms are
acceptable and motivate weight loss when used by health professionals.
BMC Public Health. 2011;11:513.

Kiefer |, Rathmanner T, Kunze M. Eating and dieting differences in men
and women. The Journal of Men's Health & Gender. 2005,2:194-201.
Renne S, ZabellV, Joensen L, Jargensen R, Gaede P, Hemmingsen AS. Per-
ceptions and experiences of living with coexisting type 2 diabetes and
severe mental iliness: a scoping review. Diabet Med. 2020;37:1627-39.
Sanna L, Stuart AL, Pasco JA, Kotowicz MA, Berk M, Girardi P, Brennan

SL, Williams LJ. Physical comorbidities in men with mood and anxiety
disorders: a population-based study. BMC Med. 2013;11:110.

. Scott KM, Von Korff M, Alonso J, Angermeyer MC, Bromet E, Fayyad J,

De Girolamo G, Demyttenaere K, Gasquet |, Gureje O. Mental-physical
co-morbidity and its relationship with disability: results from the World
Mental Health Surveys. Psychol Med. 2009;39:33.

. The Health Foundation. Men and mental health. Available: https://www.

mentalhealth.org.uk/explore-mental-health/a-z-topics/men-and-mental-
health [accessed 05/01/2023]

. Naghavi M. Global, regional, and national burden of suicide mortality

1990 to 2016: systematic analysis for the Global Burden of Disease Study
2016. BMJ. 2019;364:194.

Canetto SS, Sakinofsky |. The gender paradox in suicide. Suicide Life-
Threatening Behav. 1998;28(1):1-23.

Baumeister H, Reichler L, Munzinger M, Lin J. The impact of guidance

on Internet-based mental health interventions — A systematic review.
Internet Interv. 2014;1:205-15.

Borghouts J, Eikey E, Mark G, De Leon C, Schueller SM, Schneider M,
Stadnick N, Zheng K, Mukamel D, Sorkin DH. Barriers to and Facilitators of
User Engagement With Digital Mental Health Interventions: Systematic
Review. J Med Internet Res. 2021,23:224387.

Oliver MI, Pearson N, Coe N, Gunnell D. Help-seeking behaviour in men
and women with common mental health problems: cross-sectional
study. Br J Psychiatry. 2005;186:297-301.

Pagoto SL, Schneider KL, Oleski JL, Luciani JM, Bodenlos JS, Whited MC.
Male inclusion in randomized controlled trials of lifestyle weight loss
interventions. Obesity. 2012;20:1234-9.

Ross H, Laws R, Reckless J, Lean M. Evaluation of the Counterweight
Programme for obesity management in primary care: a starting point for
continuous improvement. Br J Gen Pract. 2008;58:548-54.

George ES, Kolt GS, Duncan MJ, Caperchione CM, Mummery WK, Van-
delanotte C, Taylor P, Noakes M. A review of the effectiveness of physical
activity interventions for adult males. Sports Med. 2012;42:281-300.
Bottorff JL, Seaton CL, Johnson ST, Caperchione CM, Oliffe JL, More

K, Jaffer-Hirji H, Tillotson SM. An updated review of interventions that
include promotion of physical activity for adult men. Sports Med.
2015;45:775-800.

. Zwolinsky S, McKenna J, Pringle A, Daly-Smith A, Robertson S, White A.

Optimizing lifestyles for men regarded as 'hard-to-reach'through top-
flight football/soccer clubs. Health Educ Res. 2013;28:405-13.

White RL, Babic MJ, Parker PD, Lubans DR, Astell-Burt T, Lonsdale C.
Domain-Specific Physical Activity and Mental Health: A Meta-analysis. Am
J Prev Med. 2017;52:653-66.

Hunt K, Wyke S, Gray CM, Anderson AS, Brady A, Bunn C, Donnan PT, Fen-
wick E, Grieve E, Leishman J. A gender-sensitised weight loss and healthy
living programme for overweight and obese men delivered by Scottish


https://doi.org/10.1186/s12966-023-01425-1
https://doi.org/10.1186/s12966-023-01425-1
https://www.mentalhealth.org.uk/explore-mental-health/a-z-topics/men-and-mental-health
https://www.mentalhealth.org.uk/explore-mental-health/a-z-topics/men-and-mental-health
https://www.mentalhealth.org.uk/explore-mental-health/a-z-topics/men-and-mental-health

Bell et al. Int J Behav Nutr Phys Act

24.

25.

26.

27.

28.

29.

30.
31.

32.

33

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

(2023) 20:25

Premier League football clubs (FFIT): a pragmatic randomised controlled
trial. The Lancet. 2014;383:1211-21.

Hunt K, Gray CM, Maclean A, Smillie S, Bunn C, Wyke S. Do weight
management programmes delivered at professional football clubs attract
and engage high risk men? A mixed-methods study BMC Public Health.
2014;14:1-11.

Yannitsos D, Murphy RA, Pollock P, Di Sebastiano KM. Facilitators and
barriers to participation in lifestyle modification for men with prostate
cancer: a scoping review. Eur J Cancer Care. 2020;29:213193.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int
J Qual Health Care. 2007;19:349-57.

Evans J, Frank B, Oliffe JL, Gregory D. Health, iliness, men and masculini-
ties (HIMM): a theoretical framework for understanding men and their
health. J Men's Health. 2011;8:7-15.

BraunV, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

Burgess E, Hassmén P, Pumpa KL. Determinants of adherence to lifestyle
intervention in adults with obesity: a systematic review. Clinical Obesity.
2017;7:123-35.

Mclntosh T, Hunter DJ, Royce S. Barriers to physical activity in obese
adults: a rapid evidence assessment. J Res Nurs. 2016;21:271-87.

Deci EL, Ryan RM. The" what" and" why" of goal pursuits: Human needs
and the self-determination of behavior. Psychol Ing. 2000;11:227-68.
Teixeira PJ, Carraca EV, Markland D, Silva MN, Ryan RM. Exercise, physical
activity, and self-determination theory: a systematic review. Int J Behav
Nutr Phys Act. 2012;9:1-30.

Caperchione CM, Stolp S, Bottorff JL, Oliffe JL, Johnson ST, Seaton C,
Sharp P, Jones-Bricker M, Lamont S, Errey S. Changes in men’s physi-

cal activity and healthy eating knowledge and behavior as a result of
program exposure: findings from the workplace POWERPLAY program. J
Phys Act Health. 2016;13:1364-71.

Wyke S, Bunn C, Andersen E, Silva MN, Van Nassau F, McSkimming

P, Kolovos S, Gill JM, Gray CM, Hunt K. The effect of a programme to
improve men'’s sedentary time and physical activity: The European

Fans in Training (EuroFIT) randomised controlled trial. PLoS Med.
2019;16:21002736.

Young M, Morgan P, Plotnikoff R, Callister R, Collins C. Effectiveness of
male-only weight loss and weight loss maintenance interventions: a
systematic review with meta-analysis. Obes Rev. 2012;13:393-408.
Sniehotta FF, Scholz U, Schwarzer R. Bridging the intention-behaviour
gap: Planning, self-efficacy, and action control in the adoption and main-
tenance of physical exercise. Psychol Health. 2005;20:143-60.

Hamer O, Larkin D, Relph N, Dey P. Fear-related barriers to physical activity
among adults with overweight and obesity: A narrative synthesis scoping
review. Obes Rev. 2021;22:¢13307.

Hunt K, McCann C, Gray CM, Mutrie N, Wyke S."You've got to walk before
you run”: Positive evaluations of a walking program as part of a gender-
sensitized, weight-management program delivered to men through
professional football clubs. Health Psychol. 2013;32:57.

Howarth A, Quesada J, Silva J, Judycki S, Mills PR. The impact of digital
health interventions on health-related outcomes in the workplace: a
systematic review. Digital Health. 2018;4:2055207618770861.

Seaton CL, Bottorff JL, Soprovich AL, Johnson ST, Duncan MJ,
Caperchione CM, Oliffe JL, Rice S, James C, Eurich DT. Men’s Physi-

cal Activity and Sleep Following a Workplace Health Intervention:
Findings from the POWERPLAY STEP Up challenge. Am J Mens Health.
2021;15:1557988320988472.

Van Achterberg T, Huisman-de Waal GG, Ketelaar NA, Oostendorp RA,
Jacobs JE, Wollersheim HC. How to promote healthy behaviours in
patients? An overview of evidence for behaviour change techniques.
Health Promot Int. 2011;26:148-62.

Morton K, Beauchamp M, Prothero A, Joyce L, Saunders L, Spencer-Bowd-
age S, Dancy B, Pedlar C. The effectiveness of motivational interviewing
for health behaviour change in primary care settings: a systematic review.
Health Psychol Rev. 2015;9:205-23.

Ashton LM, Hutchesson MJ, Rollo ME, Morgan PJ, Collins CE. Motivators
and barriers to engaging in healthy eating and physical activity: A cross-
sectional survey in young adult men. Am J Mens Health. 2017;11:330-43.
Garfield CF, Isacco A, Rogers TE. A review of men’s health and masculinity.
Am J Lifestyle Med. 2008;2:474-87.

45.

46.

47.

48.

49.

50.

51

52.

53.

Page 14 of 14

Mahalik JR, Burns SM, Syzdek M. Masculinity and perceived normative
health behaviors as predictors of men’s health behaviors. Soc Sci Med.
2007,64(11):2201-9.

Gough B.The psychology of men's health: maximizing masculine capital.
Health Psychol. 2013;32(1):1-4.

Himmelstein MS, Puhl RM, Quinn DM. Weight Stigma in Men: What,
When, and by Whom? Obesity (Silver Spring). 2018;26(6):968-76.
Glidewell L, Willis TA, Petty D, Lawton R, McEachan RR, Ingleson E, Heu-
dtlass P, Davies A, Jamieson T, Hunter C. To what extent can behaviour
change techniques be identified within an adaptable implementation
package for primary care? A prospective directed content analysis. Imple-
ment Sci. 2018;13:1-16.

Andersen E, Burton NW, Anderssen SA. Physical activity levels six months
after a randomised controlled physical activity intervention for Pakistani
immigrant men living in Norway. Int J Behav Nutr Phys Act. 2012;9:1-10.
Hood S, Linnan L, Jolly D, Muqueeth S, Hall MB, Dixon C, Robinson S.
Using the PRECEDE planning approach to develop a physical activity
intervention for African American men who visit barbershops: results
from the FITShop study. Am J Mens Health. 2015;9:262-73.

Hooker SP, Harmon B, Burroughs EL, Rheaume CE, Wilcox S. Exploring the
feasibility of a physical activity intervention for midlife African American
men. Health Educ Res. 2011;26:732-8.

Freak-Poli R, Wolfe R, Backholer K, de Courten M, Peeters A. Impact of

a pedometer-based workplace health program on cardiovascular and
diabetes risk profile. Prev Med. 2011,53:162-71.

Kwasnicka D, Ntoumanis N, Hunt K, Gray CM, Newton RU, Gucciardi DF,
Thegersen-Ntoumani C, Olson JL, McVeigh J, Kerr DA, et al. A gender-sen-
sitised weight-loss and healthy living program for men with overweight
and obesity in Australian Football League settings (Aussie-FIT): A pilot
randomised controlled trial. PLoS Med. 2020;17:21003136.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions




	Identifying behavioural barriers and facilitators to engaging men in a community-based lifestyle intervention to improve physical and mental health and well-being
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Design
	Participants and setting
	Data collection
	Data Analysis

	Results
	THEME 1: Lifestyle behaviours for both mental health and physical health
	THEME 2: Work pressures are barriers to engaging with lifestyle behaviour change
	THEME 3: Previous injuries are barriers to engagement in physical activity and exercise
	THEME 4: Personal and peer group relationships impact on lifestyle behaviour change
	THEME 5: Relationships between body image and self-confidence on mastery of skills for physical activity and exercise
	THEME 6: Building motivation and personalised goal setting
	THEME 7: Credible individuals increase uptake and continued engagement with lifestyle behaviour change

	Discussion
	Conclusion
	Anchor 23
	Acknowledgements
	References


