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advocacy, community groups and education. The men’s group was 

initiated in response to men’s own wishes to do something for the 

community; to “turn this place around” and “be good role models” 

for other men and boys. Opportunistically, an undergraduate male 

student who was interested in working with unemployed men joined 

us on University placement.

The principles of community development selected to support 

the group process were power sharing, strengths-based activity, 

equity in participation and reflective practice.4,5 We set the following 

group parameters:

•	 the group is facilitated by a student until a group member 

takes over;

•	 the community centre provides access to infrastructure (i.e. 

meeting rooms, stationery, computers, communications); and

•	 the group is largely self-reliant and decisions and initiatives 

are the group’s responsibility.

Fifteen men’s group meetings, of 3-15 men, were held before the 

group was disbanded. On reflection, we perceived two main sources 

of tension. First, a tension between group action and organisational 

structures meant that we were unable to be responsive to some men’s 

group initiatives that required quick resource allocation and support 

to maintain group enthusiasm, momentum and self-sufficiency. One 

example was our inability to adequately support group barbecues 

for sustainable fundraising, an initiative proposed by men at their 

first group meeting. 

While organisational food safety policy required that men 

undergo training in safe food handling practices, there were no 

organisational training packages that the group could access. We 

were unable to organise training for five weeks, by which time the 

group had lost interest and possibly belief in our credibility, if not 

our intentions. Failing to meet resident expectations for participation 

can have a negative impact on trust with government institutions 

in disadvantaged communities.6 Our failure to adequately resource 

activities is likely to have unintentionally sapped the vitality of the 

men’s group. 

Second, a tension between group and organisational understandings 

of power arose when we became aware that the group had concerns 

about recognition and reward for participation; suggesting they 

felt undervalued. This, coupled with minor incidents where group 

members acted on behalf of the community centre without prior 

discussion or agreement, suggested a need for organisational 

legitimacy. There was the potential to register some men as 

organisational volunteers, although registration requirements, 

such as criminal record checks, excluded some from participation. 

Furthermore, volunteers must adhere to a code of conduct and 

negotiate tasks with management and other staff to ensure they meet 

organisational goals. From our perspective, the group potentially had 

more power to influence change as a separate entity unconstrained 

from bureaucratic structures. Furthermore, some men were 

interested in pursuing individual agendas relating to community 

action, which could not be supported by our organisation.

We underestimated the extent to which official recognition 

or endorsement by our organisation could affect the status of 
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The negative physical and mental health impacts of unemployment 

can be exacerbated for men because of traditional ‘family provider’ 

social roles and gendered responses to stress and coping.1 Viewed 

within a social determinants of health framework, community-level 

interventions to assist unemployed men should focus on social and 

emotional environments and life-enhancing aspects of masculinity.2,3 

Community development involves supporting groups to 

identify issues, solve problems, negotiate power and achieve 

self-reliance.4 Power sharing is integral to forming authentic 

community partnerships for community development, however, 

it poses challenges for government institutions. In this letter, we 

reflect on power sharing in community development with a group 

of unemployed men in south-west Sydney, NSW.

The setting was a publicly funded community health centre in 

an area of significant socioeconomic disadvantage. The centre 

provided access to health and welfare information and referral, 
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community members. The men’s group involved marginalised 

men with difficult life circumstances. Recognised participation in 

a government organisation brings valued social roles and status in 

the community.

Redefining power sharing in this way has its own problems, not 

least because we would, in effect, be continuing the structural power 

inequalities between the organisation and disadvantaged community. 

It may be better to conceptualise power sharing along the community 

development or empowerment continuum,7 where organisations 

support community groups early in their development (e.g. mutual 

support groups) to acquire resources, skills and power for their own 

legitimate action (e.g. collective political and social action). 

Community development is a recognised approach to addressing 

health inequalities, yet it is complex and challenging for government 

institutions. If health services are to invest in community 

development, particularly in forms of intervention that promote 

empowerment and self-reliance for marginalised groups, we will 

need to find ways of negotiating shared power that supports, rather 

than limits, action. This will be a challenge in an environment that 

values predefined programs, priorities and resources for health 

promotion at the expense of interventions that match communities’ 

changing needs.
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