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Abstract 

Unhealthy behaviours represent modifiable causes of non-communicable 

disease in men. In men, concern focuses on those (i) demonstrating the poorest 

health, exacerbated by a lack of awareness of the risks that their lifestyles pose 

and (ii) who neither consult their doctor, nor use health services. Classed as 

‘hard-to-engage’, distinctive strategies are needed to reach these men. Impact 

and process evaluations assessed the effect of a programme of men’s health- 

delivered in/by English Premier League football clubs. Men attended match-day 

events and/or weekly classes involving physical activity and health education. 

Validated self-report measures for demographics and lifestyle behaviours were 

completed pre- and post-intervention. Intention-to-treat analysis was performed 

on pre-versus-post-intervention differences in lifestyle profiles, while interviews 

(n=57) provided men’s accounts of programme experience. Participants were 

predominantly white British (70.4%/n=2669), 18-44 (80.2%/n=3032) and 

employed (60.7%/n=1907). One third (n=860) ‘never’ visited their doctor. Over 

85% (n=1428) presented with combinations of lifestyle risk-factors. Intention-to-

treat analysis showed improvements (p<0.001) in lifestyle profiles. Interviews 

confirmed recruitment of men who were hard-to-engage and unhealthy. Men 

were attracted through football and/or the clubs, while specific design factors 

impacted on participation. Limitations include use of self-reports, narrow 

demographics, small effect sizes, lack of follow-up and the absence of non-

completers in interviews. 
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Introduction 

Unhealthy behaviours, including a poor diet, inactivity, smoking and excess 

alcohol consumption represent a major, modifiable cause of non-communicable 

disease in men both globally and in the UK [1-2]. Particular concern is reserved 

for two groups of males. First, men demonstrating the poorest health profiles, 

exacerbated by their lack of awareness of the health risks posed by their 

lifestyles [1-2]. Second, men who neither consult their General Practitioner (GP), 

nor use health information and advice services [1-3]. Males who consistently fail 

to present in conventional healthcare settings can be classed as both ‘reluctant’ 

[4] and ‘hard-to-engage’ [5], since they are unlikely to experience the health-

enhancing interventions delivered through these channels [6]. This can delay 

diagnosis and impair use of secondary healthcare [7] including hospital-based 

services, resulting in longer-term incubation of the lifestyles that produce harmful 

disease states [1-2]. 

 

However, it is important that men’s non-engagement in healthcare is not viewed 

through the stereotype that sees men as fundamentally disinterested in their 

health [1, 8]. Moreover, it signals the need for more creative thinking on how to 

access ‘hard-to-engage’ men with health improvement opportunities in the places 

where they present [6, 9]. Such a mindset rejects the notion of men as ‘hard-to-

reach’, preferring to regard them as ‘unreached’. Men remain unreached when 

they anticipate, or find, the approach to and setting for healthcare unattractive 
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and/or irrelevant to their value systems [1, 6].  Conversely, where men with 

unhealthy lifestyles can be found in large numbers, they are likely to regard these 

locations as secure and comfortable, possibly because they are in-line with both 

their value systems and interests [6].  

 

With those thoughts in mind, men’s health specialists recommend using 

complimentary channels to connect men to health improvement activities [1-2]. 

Research [10-12] also suggests the value of providing men with health 

improvement opportunities in the places where they participate in and spectate 

on sports and recreational activities. These settings potentially provide health 

promoters with a potentially large captive audience of men [13] who have 

unhealthy lifestyles, yet do not engage with primary care services [1, 6]. 

 

One of these sporting settings is football (soccer) and it is no surprise that in the 

UK, top flight football is extremely popular with men. The English Premier League 

is attended annually by 11 million men [13]; worldwide, a projected 4.7 billion 

people and 643 million households view EPL matches on TV and through the 

internet [14]. Professional football clubs have been viewed by supporters as 

networks for social inclusion [15] and heralded as important features of local 

communities [16]. Football settings have been used for the delivery of health 

interventions [17] and form part of a broader strategy by football’s authorities, 

harnessing the attraction of professional football to positively impact on the 

health of young people, adults and older adults [18].  

 

Football clubs are well positioned to connect with male supporters and other local 

men interested in football and/or sport. In doing so, clubs can offer a unique 

opportunity to reach men with health promotion interventions [19-20]. For 

example, the Extra Time programme offered men over the age of 55 

opportunities in improve their health through interventions located in football 

clubs [21]. The Fit Fans in Training programme located in the Scottish Premier 

League, provides male-specific health improvement opportunities at the 
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participating clubs [22-23]. Confirming the lure of football clubs for recruits 

attending the Fit Fans in Training programme, Gray and colleagues reported that 

some men would not have adopted the same health improvement intervention 

had it been delivered in a traditional health service setting [23].   

 

 

 

 

 

Materials and Methods 

Study Context and Interventions 

Premier League Health is a three year programme of men’s health promotion 

delivered through 16 English Premier League Football Clubs. The initial impacts 

have been reported elsewhere [24-25]. Using final impact data derived from the 

programme evaluation, this study set out to assess the effect of the overall 

programme along with men’s experiences from participating in interventions. This 

programme comprised health interventions delivered in/by the clubs and 

designed to foster the ‘good health’ of male participants [24]. While all men of 

adult age were eligible to attend, the programme was aimed at men 18-35, as 

this group have been shown to be at risk in health terms [1-2]. The programme 

targeted men with a heightened risk of ill-health along with males who ‘never’ 

used their GP and/or health advice and information services and classed as 

‘hard-to-engage’.  

 

Funding for the programme came through the Football Foundation, with 

participating clubs each receiving approximately £100,000 over three years. To 

secure investment, the clubs were required to outline and submit to the funders 

their plans for their respective interventions. This investment was supplemented 

by resources made available through the clubs and their partners. Partners 

included agencies committed to improving the health of men such as Primary 

Care Trusts, local government departments, charities and community 
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agencies/groups. Interventions delivered by the clubs were supervised by Health 

Trainers (Trainers) specifically employed by/or seconded to the clubs from the 

Primary Care Trust. Trainers are allied health professionals with a background in 

health promotion. Each Trainer received bespoke training and education on 

men’s health. This was supervised by practitioners with experience of delivering 

men’s health interventions in a range of topics (e.g. CVD, mental health) and 

settings (e.g. workplace and community) [1]. This was provided to Trainers at the 

start and in year two of the programme. Trainers also received specific advice on 

assessing the health needs of men, to optimise the appeal and impact of 

interventions.  

 

To build an accurate profile of local needs and to facilitate each club in 

developing appropriately bespoke programming and delivery, Trainers worked 

with their partners in performing needs analysis [26]. In some examples, clubs 

relied on secondary sources such as local and national survey data. In other 

examples, clubs supplemented this information with primary sources. For 

instance, Trainers worked with captive male audiences. Using discussions, 

questionnaires and focus groups, Trainers and their partners set out to generate 

more specific detail on what men’s needs were and how these needs could be 

best met. For example, one of a number of clubs targeting South Asian men, 

arranged to hold informal discussions in a local mosque when this group of men 

would be present [25]. In another intervention aimed at homeless men, the 

Trainers attended a homeless men’s shelter located in the community to perform 

a similar exercise. Information secured through these approaches helped 

supplement information secured through secondary sources to help inform 

programme delivery. It is noteworthy that in practice, a complete understanding 

of participant needs does not always occur in logical sequences presented in 

models [26], but in phases. For instance, men who joined the weekly football 

classes provided a captive male audience on which to conduct on-going 

investigations and conversations as to what men’s on-going needs were and how 

best these could be met in future provisions.  What is more, there are men who 
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not only develop awareness, but also more insightful perspectives on their health 

needs following initial exposure to health interventions. A point supported by the 

Trainers leading this programme and reported elsewhere [25].  With information 

on health needs secured, Trainers worked in conjunction with their partners 

through on-going meetings to make decisions on the delivery of interventions. 

However, these decisions were made within the scope of the resources (finance, 

personnel, expertise, facilities, equipment) at their disposal of and within the 

parameters of the programme outline provided to the funders within those initial 

plans submitted.  

  

All men volunteered to participate in interventions and the evaluation. 

Participants were supporters and/or local men from the community [24-25]. 

Recruitment was based on a number of approaches, including advertisements 

placed in the club’s media channels, e.g. match-day programmes and the club 

website, as well as word of mouth [24-25]. Partners who engaged men on a daily 

basis included job centres, sheltered housing and drug and alcohol services; they 

actively promoted the interventions to their clients. Trainers supplemented these 

approaches by making visits to these services and to other venues where men 

congregated, such as working men clubs, pubs and workplaces [25]. 

 

Table I maps the focus, design and content of the interventions in the 16 clubs. 

Interventions in the programme were formed of either, match-day events and/or 

weekly classes and groups. Indeed, the majority of clubs deployed match-day 

events which involved awareness-raising activities presented to supporters 

before the kick-off of Premier League matches. Events took place in or around 

the stadia on the day of the game. On occasions events were held in a mobile 

unit, such as a trailer or caravan, depending on availability. At these 

interventions, Trainers distributed written and verbal information on men’s health 

issues, such as physical activity. Recognizing that some men are drawn to 

gadgets, staff used smoker-lizers (to assess carbon dioxide levels) or 

sphygmomanometers (to assess blood pressure) and provided feedback on 
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outcomes. Trainers also distributed written information on the weekly classes that 

men could participate in as part of the programme of interventions. One club 

circulated this information using a convenient ‘wallet sized’ card. Male-friendly 

language was also used on promotions. For instance, the terms ‘fitness’, ‘sport’ 

and ‘football’ were selected over words with direct health or feminine 

connotations, including ‘slimming’ and ‘dieting’ [27].  Football club colours, motifs 

and slogans helped to brand materials in the club image. One club included their 

nickname in the leaflet/posters issued to men.  

 

Insert Table ! 

 

Table I shows that every club deployed weekly classes. These took place in 

three types of venues (i) football stadia (ii) club venues (club/community facilities 

adjacent the grounds) and (iii) other local venues based in the community.  

Recognising the need to take activities into the community, clubs also accessed 

facilities like community halls, five-a-side pitches and sports facilities. Decisions 

on the selection and use of these venues depended on local factors, such as the 

accessibility of venues for intended recipients. For example, Health Trainers 

used iconic club training or the stadia, as these would appeal to fans. The 

availability of club facilities was also a further consideration. This programme was 

one of several run by the community service arm of the participating clubs for 

different groups.  It should also be remembered that the participating football 

clubs are also businesses, some with an international portfolio of work. In some 

cases, clubs facilities at the stadia were extensively used for purposes of 

business and hospitality, meaning there was greater competition and lower 

availability of such venues for community programmes, such as the one in this 

study.  Using this information, decisions on the use of venues were made by 

Trainers in collaboration with the relevant service managers at the clubs, 

including the community programme managers and business managers where 

applicable. 
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Following inductions, men typically followed a programme of physical activity 

and/or sports [24] as the core element of the intervention. Interventions were free 

of charge to take part in. Table I shows that these interventions involved playing 

football, although this was not universal. Recognising that not all men were 

interested in, or indeed, fit enough to play football, interventions also included 

gym-based activities (exercise machines/free-weights), keep fit, circuits, 

badminton and walking. With the results of health needs assessment in mind, 

clubs targeted men of different demographic profiles and this was reflected in the 

focus of the interventions. For instance, one club directed their activities at South 

Asian taxi drivers and ‘take away’ workers. Understanding these men would be 

working through the evenings; Trainers provided activities (e.g. badminton) 

between 12-2 am. In doing so, they increased access and opportunity for 

participants.  Table I also shows that clubs combined physical activity with 

educational sessions on a range of health topics. These typically took the form of 

45-60 minute talks or workshops and led by Trainers, club staff or staff provided 

by partners (e.g. nurse specialists). At one club, the football club chef 

demonstrated convenient and cheap strategies to help the men prepare healthy 

snacks.  Activities took place in the kitchen facilities at the football club.  

Sessions typically occurred twice per week, lasting between 60-90 minutes. 

Some groups started new recruits every 12 weeks supported by follow-on 

programmes. Recognising that new participants needed a group to join, some 

clubs operated rolling recruitment, meaning that old and new recruits were in the 

same sessions. Importantly, each club aspired to shape provision that fitted 

within their available resources and that responded to the results of their needs 

assessment activities.  

 

Collection and analysis of impact data 

In line with guidance [28], an independent programme evaluation was 

commissioned, from which this study emerges. All participants attending match-
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day events1 and classes were invited to take part in the evaluation. Having 

obtained informed consent and using ‘pen and paper’ self-report measures, data 

were collected on demographics, lifestyle risk factors; self rated health and use of 

health services. Data were collected during pre-activity assessments and at 

inductions. To avoid ‘double counting’2, participants were given a unique 

identifier to record their engagement in the evaluation.  For participants attending 

classes, the measures were repeated at 12-weeks [24]. 

 

Volunteers completed measures for age, ethnicity, and employment status 

adapted from previous compatible evaluations [29]. Although objective measures 

have greater validity and reliability than self-report measurements where 

concerns prevail on accuracy, they are commonly deployed to assess the impact 

of community health interventions [30].  Further, they remain an important and 

accessible method of public health surveillance. Indeed, Haskell argues “it needs 

to be remembered that nearly all of the physical activity exposure data supporting 

a link between habitual physical activity and chronic diseases comes from self-

report”. (s.9), [31]. For physical activity, participants were asked on how many 

days during the last week they accumulated 30 minutes or more of moderate 

intensity physical activity [32]. The equivalent of five or more sessions per week 

adheres to current recommendations [33]. 

 

Daily consumption of fruit and vegetables was measured by summing all the 

portions of pulses, salads, vegetables, fruit juices and fresh, canned and dried 

fruit eaten on an “average” day [34]. Five or more daily portions are 

recommended by contemporary UK guidelines [35]. Regarding smoking, 

participants were asked if they currently smoked, and classed as ‘smokers’ if 

they recorded the smoking of tobacco [36].  Participants were also asked how 

                                                 
1
 Match-day events provided a one off opportunity to collect demographic and/or pre-intervention 

lifestyle data, as there was no opportunity to follow-up, no post-intervention data could be 
collected. 
2
 Participants were issued with a unique identifier meaning they provided evaluation data through 

either match-day events or weekly classes, but not both. If participants attended both a match-
day event and then weekly classes, the latter category was used. 
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many alcoholic beverages they consumed on an average week [37]. Alcohol 

consumption (units/week) was then determined, importantly men are 

recommended to consume <21 units of alcohol per week [37]. In this study, one 

unit of alcohol is 10 ml or 8g of pure alcohol, which is the quantity of alcohol the 

average adult can process in an hour [38]. 

 

Participants height (feet/inches or centimetres) and weight (stones/pounds or kg) 

were recorded and used to calculate Body Mass Index (BMI).  Participants were 

then classified as either underweight (<18.5 kg/m2), healthy weight (18.5-24.9 

kg/m2), overweight (25-29.9 kg/m2) or obese (≥30 kg/m2) [35]. Finally, 

participants were asked to sum the time (hours/mins) that they spent sitting on an 

average day (at work, travelling, watching TV, and using a computer for 

recreation, i.e. reading, films or socialising) [39]. Sitting for > 4.7 hours per day 

indicates a ‘higher risk’ category compared to those who sit for < 4.7 hours per 

day [40].  Men were asked to rate their health using a validated single question, ‘I 

would say my health is very good, good, average, poor [41-42]. Further, men 

were asked if they considered themselves to have any health problems and to 

report what these were [29]. Questions also related to men’s consultations with 

their GP and use of health advice and information services [29]. Men were asked 

if they ‘visit your family doctor/GP when they have an ailment’ and if they ‘use 

health advice and information services such as, NHS Direct’. In both cases men 

were provided with the options of ‘Never, Sometimes Often’. 

 

All the data collection instrumentation used had been validated, and shown to be 

reliable with adults in published works and or public health guidance [29, 32-42]. 

In line with other community physical activity evaluations [43], a sample of three 

volunteer Trainers piloted the instrumentation with  men attending their 

respective interventions prior to the full data collection ‘going live’ [24].  

Questionnaire items were reviewed in meetings through an expert panel made 

up of our researchers and the Trainers,  where they contributed to a high 

linguistic rating, or when Trainers considered that they were not overly intrusive 
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and/or likely to result in non-completion. Indeed, in our discussions, Trainers 

informed us that they were likely to recruit men who had fears surrounding 

surveillance, where intrusion may impact completion rates. Further, the Flesch 

Reading Ease Test was applied to the self-reports used in this study. The test is 

designed to indicate comprehension difficulty when reading a section of 

contemporary academic English language [44]. The test is based on two core 

principles of sentence and word length. In general terms, the higher the test 

score, the higher the ease of reading, thus contributing to the likelihood that the 

self-report measures used in this study would be understood by participants. To 

put this score into context, using the Flesch Reading Ease Test, a result of 90-

100 would be easily understood by an average 11 year old student [44]. Given 

that Trainers expected men to present at interventions with low literacy levels, 

common in community interventions [43], assessing that instrumentation was 

understandable to men was also an important consideration during this piloting 

phase. As such, it was not only important to review with the Trainers participant 

responses, but also the ease in which men found completing the self-report 

measures.  Training was then provided to all Trainers and club staff 

administering the evaluation at specific training days (previously mentioned), and 

during on-site visits.  Once collected, all data were submitted electronically via a 

secure web-link; researchers then cleaned the data and undertook the analysis.  

 

This protocol was undertaken to ensure that the evaluation could be readily 

undertaken by participants and so that Trainers knew how to provide 

reassurance and further clarification on items where required.  This process 

aimed to resolve and minimise issues that could add to non-completion of the 

evaluation and so limit the evaluability of the programme [30, 43].  Previous 

research [30, 43] has suggested that the non-completion of self-report measures 

within community physical-activity interventions would be an issue from the 

outset and would be most problematic at follow-up (12-weeks). Loss of data in 

community interventions is not uncommon [30, 43]. With those thoughts in mind 

and to assess the effect of participant assignment to the programme, an 
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intention-to-treat analysis was undertaken using the ‘last observation carried 

forward method’ [45]. In this analysis, data from men who contributed at two time 

points (pre and post-intervention) were included along with any participants who 

provided just one set of data (i.e. pre or post-intervention). To generate a 

difference score, missing data were replaced with the evaluation data that were 

known. This is sometimes referred to as a conservative approach [46], is often 

used in progressive conditions [45] and favours finding no intervention effect. It 

also subscribes to the principle of including each participant in the analysis, 

where this is possible [45].  Descriptive statistics are used to describe 

demographic profiles, lifestyle risk factors and health related practices for all 

participants engaging the evaluation.  Chi-Squared tests for association (2) 

assessed for relationships. Dependent t-tests (t) calculated differences in lifestyle 

risk factors presented by participants. For all inferential tests, a p value of <.05 

was taken to be statistically significant.  Analyses were conducted using SPSS 

for windows version 19.0.  Effect sizes were calculated manually to standardize 

the measure of the effect observed. Results are reported in both tables and or in 

the text. 

 

 

Collection and analysis of process data 

Following 24-hour informed participant consent, semi-structured interviews were 

undertaken with 57 men who were attending classes during the final year of the 

programme.  These men were drawn from 14 of the 16 clubs.3 They were 

recruited through Trainers using word of mouth and posters at the venues. 

Interviews were undertaken at the venue where interventions were delivered with 

Trainers booking out suitable accommodation for interviews to take place. 

Interviews were digitally recorded, transcribed verbatim and participants were 

given pseudonyms. Interviews were based on established approaches for 

                                                 
3
 Two clubs did not participate in the interviews. One did not provide participants for interviews at 

the time of the request. In the second, local ethical permissions set out by the Clubs partner, the 
Primary Care Trust did not extend to researchers performing direct data collection with 
participants’ i.e.  interviews with recruits. Ethical permissions were restricted to indirect data 
collection i.e.  the quantitative data collection performed through Health Trainers at this club. 
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investigating experiences of participating in community activity-led health 

programmes, including those with hard-to-engage groups [43], and analysed 

using the six phases of thematic analysis [47]. A thematic map of the analysis 

was generated and two researchers met to refine the specifics of each theme 

and generate clear definitions and names for each theme [47].  

 

Results 

Impact data collection 

In total n=4020 men participated in the evaluation. Of these, 26.3% (n=1056) 

participated through match-day events while the majority, 73.7% (n=2964) 

participated through weekly classes. 

   

Demographic and lifestyle risk factors: pre-intervention 

Table II shows the demographic profile, lifestyle risk factors and health practices 

of the overall sample. Predominantly, white British men (70.4%/n=2669), 18-44 

(80.2%/n=3032) and employed (60.7%/n=1907) participated. Over 85% (n=1428) 

presented with multiple combinations of lifestyle risk-factors.  

 

Health rating and practices 

The majority of men rated their health as at least good (57.8%/1723), and nearly 

80% (n=1984) did not think that they had any health problems. One third (n=860) 

‘never’ visited their doctor and over half (51.9%/n=1339) ‘never’ used a health 

advice or information service. Men who did not attend primary care health 

services had worse health profiles than those who did. Those participants who 

‘never’ visited their GP were more likely to report having 3-4 lifestyle risk factors 

for CVD when compared to those who did visit their GP 2 [1]= 4.17, p<.05).  

Further, fewer than 58% (n=1895) were fans of the club where they engaged the 

health improvement interventions. 

 

Insert Table II 
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Lifestyle risk factors: pre-intervention-versus-post-intervention  

  
Table III shows the proportions of men providing demographic as well as lifestyle 

data for the intention-to-treat analysis by either match-day events or weekly 

classes. The data highlights that the majority of participants providing data for 

analyses engaged the programme through weekly classes. For each variable, at 

least 75% of the responses came from participants engaging on a weekly basis. 

The responses for lifestyle variables were markedly lower for match-day 

participants as there was limited time and opportunity to collect this level of data 

on a match-day as previously discussed.  

 

Insert Table III 

Table IV shows the results of the intention-to-treat analysis. It illustrates changes 

in the lifestyle behaviours of programme recruits pre-versus-post-intervention. 

Analysis detected statistically significant improvements for all lifestyle behaviours 

presented however, whilst significant, the effect sizes are small. These results 

reflect outcomes reported over a 12-week period, whereas a longer time frame 

may detect more substantial changes in health enhancing behaviours, and 

therefore elicit larger effect sizes. Moreover, men who engaged via match day 

events only, did not benefit from attendance at weekly classes and groups which 

may also account for the diluted size of the effect.  . 

  

Insert Table IV 

 

Process data collection 

Fifty-seven men reported their accounts of participating in the programme of 

physical activity and health interventions and these are deconstructed into the 

following themes which have been as an organising framework for presenting the 

results.  (I). Which men engaged interventions and what were their health 

behaviours? (II). How did men find out about the interventions? (III). How did 

football/football clubs engage men in the interventions? (IV). What was the effect 
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of fan status on men’s engagement in the interventions? (V). What were the 

physical and social the outcomes reported by men attending the interventions? 

(VI). What changes in health awareness and behaviours were reported by men 

attending the interventions? (VII). What other opportunities were presented to 

men attending the interventions? (VIII). Which parts of the interventions did men 

find less acceptable? 

   

Which men engaged interventions and what were their health behaviours? 

The programme engaged men from a number of different groups and their 

accounts are illustrated through selected excerpts from interviews, and have 

been used to indicate constituency of these four groups.  

 

The first group were men who attended interventions demonstrating unhealthy 

lifestyles and risky health practices.  This is also supported by the lifestyle data 

previously presented and which shows the majority of men attending the 

programme had risk factors for CVD.  With those thoughts in mind, the following 

accounts by two participants illustrate the status of the majority of interviewees 

who presented at interventions demonstrating health problems and/or risky 

health practices. 

 

I went for the NHS health check and they found out I had a 31 per cent 

risk of having a heart attack or stroke. (Steve) 

 

I smoke rollies, so I get a pouch of that duty free for like six quid, whereas 

if I'd bought that from a shop it would have cost me 15 quid if not 18 quid 

so I’m lucky in that way, but I don’t even know what I’m smoking really, it 

could be crap it could be anything. But like I say, I started coming to 

football to keep myself active. (Malcolm)  
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The second group were men who did not want to/or felt it necessary to consult 

their GP. This was typified by the response of the following participant who 

reported that: 

 

I don’t really need to go to them, the GP, I don’t wanna bother them, our 

doctors’ waiting list is two weeks for an appointment.  No, if I had to see 

them over something I would, if I was poorly. Once one side of my face 

stopped working. I’ll go then if I need to. But, if it’s something a bit stupid 

you just think, well there’s other things to do. (Eric) 

 

The third group of respondents were men who visited health services, but did not 

view these as acceptable channels for securing advice about lifestyle issues: 

 

I do go to the GP, but I wouldn’t go for this kind of thing [health and 

exercise].  (Willy)  

 

Finally, there were a fourth group of men who engaged health services and were 

alerted to the programme by the health professionals they engaged: 

 

It was my GP who got me on the program, I went there because I had 

breathing problems, at night I’d been really heavy, and it was he who said 

‘come to this and get your weight down a little’. (Paddy)  

 

How did men found out about the interventions? 

Men found out about interventions through different ways including health 

services as reported previously and the word of mouth of friends and 

demonstrated by the following examples. 

 

I found out about it [the programme] from my dietician who recommended 

[referred] me onto this course. (Tarique)  
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For a good few weeks, my mate was telling me that he was going to some 

football class and it’s quite enjoyable and you learn stuff, and it gets your 

fitness going. So for weeks I was like, I don’t know, and then he said its 

run by United’s coaches and I thought why not? (Manny) 

 

 

 

How did football/football clubs engage men in the interventions? 

Football and the football club provided a powerful hook for reaching men and a 

number of men found out about the interventions through the club media 

channels. Club infrastructure (players, ground, badge) was deemed important for 

reaching fans. Staging match-day events at the football ground helped to connect 

with men. One local man reported how he became involved: 

 

Last June, I came down to the local World Cup they have at the stadium, 

they have local nationalities teams and they were handing out flyers for 

the [men’s health] scheme, and I went to the session in the afternoon to 

find out more. (Hamul) 

 

Branding the intervention with the football club name, helped to give the 

interventions credibility. This point was illustrated by the following participant.  

 

I would rather come here than go to NHS, it may be just for having the 

name ‘United’  behind it, but I think it gives me more of the idea that, 

maybe it’s [the programme] is more serious than the other thing. [than 

going to the NHS]. (Wes) 

 

Indeed, a number of men liked the opportunity to engage with the football club, 

the coaches and players during the course of the weekly classes.  Two recruits 

described the appeal of locating interventions in the clubs. 
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It’s a big incentive, you’re actually training with the coaches, there’s ex-

players taking training as well, and we’re training at the ground. (Harry)  

 

I like [the Reds], I’m a supporter. It’s good to get people involved with 

sport. Club players came down to meet a group of us when we played 

Wanderers and the Saints in a mini tournament. (Matthew)  

 

 

What was the effect of fan status on men’s engagement in the interventions? 

Interventions were effective in recruiting fans of the host club. Locating the 

programme in the football clubs generated interest in fans that not only lived 

locally, but also further a field and illustrated in the following example.  

 

Not all guys are local, there are guys from all over the place, but who 

support Rovers, they come here from 30-40 miles away and just to come 

here.  (Barry)  

 

However, not all men were fans of the host club.  In some cases, recruits were 

not even football supporters reflecting the broader reach of football for some 

men. 

 

I’m not a football fan at all to be quite honest with you, I don’t support any 

league teams, I just come to keep fit. (Fred) 

 

Participants varied in their response to the proposition of attending the health 

interventions delivered at/by a rival club: 

 

I am a [Blue] and even if it wasn’t here and it was at [the Reds], it’s just, to 

play some games of footy, get fit and that. (Earl) 
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My son, he’s [a Red], the only thing about it, because when the team gives 

you like [club] t-shirts, he’s obviously like, ‘Yeah’, he wouldn’t wear any of 

them’. (Eddie)  

 

For others, even the prospect of attending a similar intervention at a rival club 

was rejected outright: 

 

Yeah, I wouldn’t want to go, if it was at [the Reds], but because it is at [the 

Blues], it is better. (Eric)  

 

What were the physical and social outcomes of attending the interventions?  

The men we spoke to all reported beneficial aspects of attending, including being 

active and getting fit and this was illustrated by the following man.  

 

You get better at football, helps you lose weight and helps you cut down 

on smoking if you wanted to. (Manny) 

 

However, there were other impacts and one of the benefits commonly endorsed 

by the majority of men was social engagement. This was typified by the following 

response. 

 

It’s a really, really friendly group, everyone gets on with each other, you 

know everyone helps out in the way they can, we communicate and 

obviously we’re in [city region] so it’s a very diverse community as well so 

you’ve got all kinds of people, people from all walks of life and people from 

all different countries. (Fred)  

 

For many men, attending the group became a social priority. 

 

I will change things to come here, like it was a couple of [the] lads’ 

birthdays and it was my 22nd and we all went on a pub crawl on a Friday. 
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Everyone wanted to go out for 12 and I said ‘I can’t we’ll start at three, I’ve 

got football’, so everyone does change things to come here. (Mike)  

 

For some individuals, this was different to their social experiences of attending 

other activity-based sessions. 

 

Other places I have been to, they weren’t clubs, just sports facilities, you 

booked a slot, 30 minutes in most places, so you never met anyone. 

(Barry) 

 

What changes in health awareness and behaviours were reported by men 

attending the interventions?  

Men reported being more active and feeling fitter. Attendees also reported both 

improvements in their awareness of health issues and changes to their health 

practices. The following accounts act as examples. 

 

I was in and out of prison for a few years, drinking and smoking cannabis 

and taking ecstasy.  It [the programme] sort of keeps my mind away from 

certain things; I haven’t been in trouble for at least five or six year. 

(Michael) 

 

It is not just coming and kicking a ball or running around, you’re learning 

about your diet and what to do about it. We come down here and we talk 

about it [health issues] in front of, other triggers that might alter you and 

yeah that was interesting. (Tom) 

 

From [the] classes you get taught things like eating brown bread, the 

nutritionist said ‘white bread should be banned, it should all be brown 

bread’, it does things, the fibre, actually attracts cholesterol and pushes it 

out your body. (Harry) 
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In some cases, men reported being more receptive to using health services 

following their engagement in the interventions. 

 

Now if something comes up and I’m a little bit concerned about it, I will   

phone NHS direct or my doctor. (Lawrence) 

 

What other opportunities were presented to men attending the interventions?  

There were clubs that provided men with the opportunity to study for coaching 

and sports leadership qualifications.  One man attending an intervention with 

such provisions reported. 

 

I’ve took my level one and two coaching badges, I played at the Reds last 

year, scored two goals against all the Reds legends, that was like the 

perk, you know, plus I got my coaching badges. (Eddie) 

 

This also provided men with an opportunity to sustain community-based football 

for local men. 

 

Hopefully by doing the coaching badges, it gives us a chance to run our 

own football team, for the men’s health program, past present and future, 

we’ll be bringing them in and then we’ll have a proper football team!. 

(Eamon) 

 

Which parts of the interventions did men find less acceptable? 

Some parts of interventions were found less acceptable to men. For example, the 

way a specific health education session was delivered by an external speaker. 

 

What the guy [speaker] was saying was completely right for the time but, 

the language he was using was not right. It was like the f-word every time, 

for me when you’re coming to speak to people and you don’t know where 

they are coming from, you have to really respect people. (Tav) 
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Clubs offered different physical activity options, but for some men football 

dominated the provision. While this was attractive to many, some participants 

wanted to participate in a broader range of activities more frequently.  One man 

reported: 

 

I would have liked to have done a little bit more badminton, things of that 

sort, but I don’t think the lads like that very much I’ve done a lot of football, 

in the past, but  I’d like to take it [badminton] up.  (Tim) 

 

Some recruits also felt apprehensive about initially attending the activities. For 

instance: 

It is a little daunting sometimes when you see, you go in there and they 

[the Trainers] show you what everyone’s doing and you think, you haven’t 

done exercise for a little while and you’re like wow! (Fred) 

 

A number of clubs held competitive matches for their male participants against 

other football clubs.  One recruit reported feelings of exhilaration tinged with the 

apprehension of playing in such games.  

 

We played the Reds and they [the opposition] were saying things to us, so 

when we scored a goal I went up to them and kissed the badge and run 

off. It was very good, it was an eye opener, but I found it very, very 

intimidating. (Mark) 

 

 

Discussion 

This study aimed to assess effect of a national programme of men’s health 

delivered in English Premier League football clubs. The impact of the programme 

can be seen at a number of levels. First, interventions engaged men with 

unhealthy lifestyles and multiple risk factors for CVD. Second, improvements 
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were found for an array of lifestyle behaviours. While the effect sizes may be 

small, they nonetheless reflect an improvement in health profiles and highlight 

that changes in health behaviours are an on-going process rather than a one-off 

event. Finally, a third of participants ‘never’ consulted their GP, and over half 

‘never’ used health advice or information services. These ‘hard-to-engage-men’ 

who ‘never’ visited their GP also demonstrated worse initial health profiles than 

men who did, These recruits were more likely to report having 3-4 lifestyle risk 

factors when compared to those who did visit their GP. The engagement of this 

group of men in football-led health interventions may be viewed from two public 

health stand points. The first is a more conservative position that sees a relatively 

younger profile of adult male recruits in this study who report never attending 

their doctor. These men may not view attending their GP as necessary, 

especially if they don’t deem their condition warrants such a consultation. The 

second position is a more cautious one that sees men who never engage health 

advice services or Primary Care. Combined with a reluctance to use health 

advice services reported by some interviewees, means that these men are 

unlikely to be exposed to health improvement opportunities provided through 

these channels [6, 24].   

 

While not engaging, wanting and not needing to attend a GP consultation are 

different concerns, they can result in the same outcome. In each case, men find 

themselves not accessing ‘appropriate’ primary health services and advice - and 

the professionals with skills to interpret symptoms and signals of ill-health [1]. 

Over 85% of men in this study presented with multiple combinations of CVD risk 

factors, yet a similar percentage did not see themselves as ‘having health 

problems and over half viewed their health as at least ‘good’’. Those men who 

don’t see themselves as vulnerable and or requiring health advice are of special 

public health concern. International guidance [1-2] offers a reminder that men 

often ignore the signs of chronic lifestyle conditions and in doing so, they are 

potentially incubating health problems for later in life [1-2]. Men are delaying 

diagnosis and increasing reliance on secondary healthcare [7] such as hospital 
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services. By intentionally aiming to attract unhealthy, unresponsive and ‘hard-to-

engage’ and succeeding in changing men’s health behaviours, this programme 

supports deploying even more radical thinking on how and where men’s health 

improvement services are delivered [1-2, 6].     

 

In reflecting on programme objectives, men aged 18-44 dominated engagement 

rates. These rates compare favourably with recruitment levels found at 

community physical activity interventions, where this group of men have been 

underrepresented [30, 43]. This study has shown the importance of interventions 

being viewed by men as ‘acceptable’ and two other priority groups [1-2] also 

participated in Premier League Health. First, BME men made up one third of the 

overall sample. In part, this may reflect the growth in popularity of Premier 

League football with these constituents [49], supplemented by the specific efforts 

made by individual clubs to engage these communities [25]. Second, even 

though the focus was on recruiting younger men, one in 10 recruits were aged 

55+. The interactions of the determinants to participation for this group are 

complex [50] and they are known to impact on engagement rates of older men in 

football-led health programmes [21]. While the programme demonstrated 

considerable success in operationalising what is known about how to recruit and 

retain younger adult men, a similar process now needs to be focused specifically 

on older men. 

  

It is unsurprising that around 60% of participants were supporters of the host club 

where they attended interventions. Indeed, those fans reported how this affiliation 

influenced their adoption into the interventions. For these men, the football club 

represented a venue and a social institution with which they felt secure and 

personally and culturally connected. Word of mouth helped facilitate men’s 

adoption rates, including that of friends. Two groups of ‘non club supporters’ also 

engaged interventions where they were hosted. First, were men who were not 

football fans. Their engagement suggests that the football/sporting environment 

is appealing to them. The second group of men were football fans of opposing 
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clubs; some of them felt it was acceptable to attend programmes run by local – 

sometimes even rival - clubs.  

 

While centring the programme around their interests (sport, football or ‘their club’) 

helped facilitate their engagement, men reported that their participation was 

helped by specific design factors. Participants appreciated the regularity of 

weekly classes and groups. In terms of behaviour change, this created a 

structured regime to support their involvement, episodic or otherwise. Given the 

bases for recruitment, many of the participants had few daily routines and they 

valued having sessions to look forward to, being disciplined enough to get to 

sessions on time and with exercise kit. For most men, delivering the interventions 

in nearby, convenient and/or familiar football/community venues was important. A 

recent meta-analysis confirmed that individuals increase their physical activity 

when they experience exercise opportunities that are familiar, structured and 

delivered direct to them [51]. The notion of familiarity applies as much to venue 

as it does to people, both for instructors and participants [25]. As such, another 

important factor was that activities were populated by like-minded men, while 

weekly classes created regular opportunities for social engagement. The social 

interaction that underpinned weekly classes was a commonly reported benefit by 

the men we spoke to. Beyond meeting friends and acquaintances, attending also 

provided opportunities to develop supportive relationships. These design 

attributes are particularly important for individuals contemplating changes in 

lifestyles behaviours such as physical activity [32] and men attending the 

programme could avail themselves of this support. Indeed, social support is an 

important mediator for changes in behaviour [32] and a dominant sub-theme 

emerging from the interviews. As was simply enjoying ‘being active’ [32] along 

with achievement, fitness and fun, among the most commonly discussed themes 

when talking about programme outcomes. This did not mean exclusively playing 

football, but participating in other types of exercise, such as keep fit, gym-based 

activities and following coaching qualifications.   
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Although the modes of exercise were important in providing challenge and 

interest, many Trainers found that football-themed/club branded activity sessions 

provided a powerful ‘hook’ on which to engage and build a broader range of 

changes to lifestyle practices [25]. Our data suggest that physical activity and 

physical fitness provide considerable traction for further behaviour change [52] 

including healthy eating. Following engagement in weekly classes, men 

expressed increased awareness and being ‘nudged’ into making gradual 

changes in lifestyle practices, such as smoking, diet and use of health services. 

Most clubs in-built health education sessions into their interventions and this 

study encountered men who linked their increased awareness of health and 

lifestyle issues to these sessions. Given that a proportion of participants ‘never’ 

visited their GP, and half ‘never’ used health advice services, we wonder how 

many men would report such learning had they not attended these weekly 

classes.   

 

We asked men about programme components important for facilitating behaviour 

change. While social support and enjoyment featured highly, relapse prevention, 

contingency planning and goal setting strategies did not feature strongly in men’s 

accounts.  Similarly, reports on the uptake of cancer screening programmes and 

men’s experiences of mental health activities did not feature heavily in the men’s 

responses.  Nonetheless, many of these have been reported in the accounts of 

the Trainers who reported their views in earlier research [25]. In part, this may 

reflect a more comprehensive understanding of programme components that 

Health Trainers retained over their participant-counter parts. Moreover, given the 

design and the context where the programme was delivered, it is perhaps 

understandable that many men have chosen to focus on those aspects of the 

intervention which were most important to them, that is the football,  the clubs in 

which activities were held, social engagement and the physical activity options.  

 

Men did not find all elements of the interventions acceptable and it is important 

that this learning shapes future delivery planning [26]. For instance, while 
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competition can appeal to men, it also presents challenges, especially to those 

participants who are unfamiliar or ‘out of practice’ at playing competitive sports. 

Similarly, these men may find the initial re-introduction to group physical activity 

daunting as outlined in participant responses. Deliverers need to give particular 

attention to ensuring both a gradual and supportive induction of these men to 

interventions. While football offers great appeal, we have learnt that a broad 

programme of physical activity options is needed to cater for diverse needs. 

Lessons can and should also be drawn on the use of match-day activities where 

Trainers used gadgetry and health checks to attract men. While such approaches 

were valuable in facilitating engagement, researchers have expressed caution 

over the use of health checks [53]. A recent Cochrane Review concluded that 

while health checks may increase rates of diagnosis, they are not typically 

powerful enough in their own right to reduce either mortality or morbidity for CVD 

and cancers. Further, important harmful outcomes were often not investigated or 

reported in the studies that were included. As such, the impact of health checks 

may be detrimental rather than beneficial, as a result of over diagnosis and over 

prescription [53]. This is an important consideration for those planning such 

approaches as part of football-led health improvement schemes. 

 

Limitations and strengths  

Despite efforts to refine the evaluation methodology and data collection protocols 

with staff, this study encountered losses in data. This included variations 

between demographics, adopters and completers and match-day and weekly 

interventions [24]. No intention to follow-up men only participating in match-day 

events may have also diluted the impact of the programme. Equally, the findings 

are for an initial intervention period of 12 weeks; a longer timeframe would 

identify the prolonged impact and sustainability of outcomes. While using 

objective measures and ‘blind’ data collection would be preferred, they are not 

always available due to the finite resource and budgetary constraints of 

community interventions and evaluations [43]; this study was no different. 

Findings are from self-report measures, where concerns exist over accuracy of 
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measurement.  Interviews were with men attending the programme, but engaging 

with men who achieved short-term, or episodic, engagement will provide their 

informative perspectives of the programme.  

 

Study strengths included (i) the use of validated self-report measures, (ii) 

deploying a conservative intention-treat analysis performed and (iii) a multi-

methods research design which combined final impact with process data from 

this programme evaluation. The study also maps the common design content of 

the 16 interventions (Table I) and  identifies from a men’s perspective, key design 

characteristics helping them engage and participate in the programme. 

Interviews also provide insights into the design elements of intervention which 

were less acceptable to recruits. Finally, by adopting a partnership evaluation 

design [54], which is common in community evaluations [30], we shared with the 

providers a commitment to establish and refine the impact of the programme. 

Without these efforts to retain the sample of approximately 3,800 data sets for 

demographics and up to 2900 for lifestyle profiles, it is difficult to envisage what 

the scale of data loss would have been.   

 

Conclusion 

Findings challenge the notion that men are resistant to changes to their lifestyles. 

Far from being ‘hard-to-engage’, men were hard to avoid when interventions are 

delivered through football clubs.  These places are local and familiar and 

interventions were delivered in non-threatening ways and where participants felt 

their male (as opposed to health or illness) needs were met. Associating the 

programme with the status of professional football/clubs helped to facilitate 

engagement by men. This includes those ‘hard-to-engage’ men who would find it 

hard and or feel it unnecessary to access similar support for making positive 

changes to behaviour, even though these may have been small in scale. 

Learning emerging from this study will be valuable to sports clubs, football or 

otherwise who aspire to make gender-specific health improvement programmes 

acceptable to a range of men.  
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