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6.1 Introduction
This chapter complements Chapter Five on ‘Sexual health and rights’ to explore recent
trends and shifts in social, economic and political factors that influence men’s other health
attitudes and behaviours including mental health, non-communicable diseases and risktaking behaviours. Discussions on gender equality and women’s empowerment within the
context of health and wellbeing have, for many important reasons, traditionally focused on
the health-related vulnerabilities of women and girls. However, since gender is relational as
well as socially constructed, emerging attention and interest has been given to understand
how men’s and boys’ health and wellbeing – alongside that of women and girls – helps or
hinders enabling environments for improving gender equality and supporting the
empowerment of women and girls. Gender-transformative health approaches are warranted
given the evidence that men’s risky and poor health seeking behaviours are tied to gender
inequitable attitudes (Pulerwitz et al. 2010), and/or create an environment where women and
girls become further disadvantaged. The chapter assesses how efforts to promote men’s
health and wellbeing have integrated gender and its broader impacts on gender equality.
Three reasons for exploring men’s broader health in relation to gender equality include: (1)
its gendered relational impacts on women, children and others (such as depression and
alcohol abuse fuelling some men’s violence); (2) the gendered nature of the socioeconomic
or structural drivers of such health problems (such as economic crises and stress combined
with expectations of masculinity contributing to depression, mental ill health and/or substance
abuse); and (3) the importance of identifying policies and programmes that can positively
address individual, relational and structural factors that impact gender-equitable access to
health care, prevention and treatment. Men tend to be the primary decision-makers within
families and often control many health behaviours of their families including contraceptives
use, the availability of nutritious food, women’s workload, and the allocation of money,
transport and time for women to attend health services (Davis, Luchters and Holmes 2012;
Roth and Mbizvo 2001; Greene et al. 2004; Muralidharan et al. 2014), and have been shown
to strongly influence the nutritional diets of their children, whether or not they go to school,
are immunised, and their age of marriage (Sen 2013; Smith 2011). For men to make
informed choices that can benefit themselves and their families, they need to be adequately
included in health services and education. This chapter uses a holistic definition of health as
a ‘state of complete physical, mental and social wellbeing and not merely the absence of
disease or infirmity’ (WHO 1948), and a conception of gender equity as fairness in treatment
for women and men according to their respective health needs (WHO 2013). Gaps in the
evidence, examples of best practice, strategies, and future priorities for promoting men’s
health and wellbeing in ways that advance gender equality, are highlighted.

6.2 Changes in the past twenty years in men’s health and wellbeing
Over the last two decades, women’s health activists have extensively advocated for the ways
in which gender inequality and problematic norms of masculinity hinder women’s health, and
how gender norms are not fixed but fluid and thus malleable. Appreciation of the influence of
gender norms on health have more recently evolved to recognise how certain norms of
masculinity have emotional, psychological and physical consequences for men’s own health,
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often manifested in risky and unhealthy behaviours (Sen, Östlin and George 2007). Indeed,
there is now a wealth of global evidence suggesting that dominant constructions of
masculinity, such as notions of invulnerability, self-reliance, and the promotion of risk-taking,
influence men’s poor health and excess mortality, lower life expectancy, and under-utilisation
of health care services (Courtenay 2000), thus impacting on their relationships, including with
women, and public health more broadly.
As Courtenay (2000: 1385) notes, ‘health-related beliefs and behaviours, like other social
practices that men and women engage in, are a means for demonstrating femininities and
masculinities’. There is evidence to suggest that men’s poor use of certain health services is
influenced by social constructions of health as a feminine concern (Aoun and Johnson 2002;
Mahalik et al. 2007; Wilkins 2005), and norms of masculinity that hinder demonstrations of
vulnerability and help-seeking, and encourage a sense of immunity and control (Colvin,
Robins and Leavens 2010; Oliffe et al. 2011; Peacock et al. 2009). Men’s infrequent use of
and/or late presentation to health services has been found to be associated with higher
levels of potentially preventable diseases and having reduced treatment options (Fletcher
and Higginbotham 2002; Parslow et al. 2004). Women’s and children’s inadequate access to
health services can also be influenced by harmful gender norms, including men’s greater
access to and control of household resources, power and decision-making within the
household and in the wider community (Rodin 2013).
Drawing on the 2002 global disability adjusted life years (DALYs) for men and women, Snow
(2007) noted the overall greater DALY burden among males worldwide as a result of the ten
top causes of disease or disability for men and women. According to a comprehensive study
of global health, which analysed yearly deaths from 240 different causes in 188 countries
from 1990 to 2013, the global life expectancy for men and women has increased by about six
years over the past two decades (Murray 2014). However, despite increases for both men
and women, it appears that the difference between men and women in life expectancy is
broadening to the detriment of men (Murray 2014). The high rate of morbidity and mortality
among men not only has harmful repercussions for men, but also for women, families and
communities where men live, and thus society as a whole (Barker et al. 2010). Losing a
significant proportion of working age men through premature mortality can have serious
economic repercussions for families through the loss of the primary income-earner for many
households (White 2011). Men’s poor health tends to result in a heavy burden on women
who are primarily responsible for caregiving, as discussed in Chapter Three on ‘Fatherhood,
unpaid care and the care economy’. Thus, to build an enabling environment for gender
equality, meeting men’s and boys’ needs within a gender-equitable framework of ‘health for
all’ is increasingly recognised as essential. The consistent question that emerges in gender
and health programming is now when and how to engage men in such programming, rather
than whether to do so (WHO 2011).

6.3 Relationship between hegemonic norms of masculinity and men’s health
There are certain health problems that men face for unique male physiological and biological
reasons, such as testicular and prostate cancers. Yet, many of the chronic and noncommunicable diseases that are associated with premature and higher rates of mortality in
men, such as coronary heart disease, stroke, and some cancers are caused by preventable,
yet frequently recurring risk factors (Courtenay 2009; Murray 2014; White 2011). Thus, there
is growing consensus about the necessity to address the relationship between norms of
masculinity and men’s unhealthy and risk-taking behaviours.
Some of the literature has indicated a relationship between adhering to norms of dominant
forms of masculinity and poor mental health and general wellbeing among boys and men
(Evans et al. 2011; Soares et al. 2008). In nearly all contexts, boys and men commit suicide
at a higher rate than girls and women. It is suggested that this is related to men’s general
reluctance to access mental health care or their sense of exclusion from it, and dominant
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societal expectations that men should not reveal or express emotion or pain (Oliffe et al.
2011). A study that analysed data in 2001 and 2002 from 43,000 people who took part in a
US National Institutes of Health survey (2011), found that men were more likely to be
diagnosed with substance abuse or antisocial disorders, whereas women were more likely to
meet diagnostic criteria for depression. The study found that men were more prone to
externalising anxiety, which could lead to aggressive, impulsive, and coercive behaviours.
Women were more likely to internalise their anxiety, which could heighten their depression
and withdrawal.
It has been suggested that gender biases in the diagnosis of depression may underestimate
the prevalence of depression among men, and lead to men being diagnosed with addictive
behaviours rather than depression, or to health professionals being unresponsive to male
patients’ emotional distress (Möller-Leimkühler 2002). For the past few decades, certain
feminists have questioned assumptions that women are inherently more vulnerable to mental
illness than men (White 2011). There is, however, growing interest in better diagnosis and
understanding of gendered causes and pathways of depression, including male depression
(White 2011).
Across the world, boys and men are likely to consume more alcohol than girls and women,
be habitually heavy drinkers, and develop alcohol-related problems (de Visser, Smith and
McDonnell 2009), which is partly linked to the strong association between alcohol
consumption and manhood that is fostered by the alcohol and advertising industries (Flood et
al. 2010). According to the Global Burden of Disease Study (WHO 2012), 3.14 million men
died as a result of alcohol use compared to 1.72 million women in 2010. Heavy alcohol
consumption is associated with many harmful behaviours including intimate partner sexual
and physical violence (Verma and Collumbien 2005), unsafe sex and road traffic accidents
(Snow 2007). Boys and men are also more likely than women to be smokers and the Global
Burden of Disease Study (WHO 2012) noted that 4.25 million men died in 2010 as a result of
tobacco use compared to 1.44 million women. In many contexts, smoking for boys and men
comprises a transition to manhood and is embedded in social male relations (WHO 2005).
Overall, tobacco and alcohol use are two of the major contributory factors to noncommunicable diseases for men and women, along with a lack of physical activity and
unhealthy diets (WHO 2005). Smoking also contributes to approximately one-third of men’s
excess in reported tuberculosis (TB) cases (Watkins and Plant 2006). Boys and men are also
more likely than girls and women to use illicit drugs and to develop drug-related problems
(Greenfield, Manwani and Nargiso 2003). Potential short-term effects of certain drugs include
the risk of a fatal overdose and increased rates of accidents and injuries, and long-term risks
include psychiatric morbidity, a greater vulnerability to suicide, and difficulty maintaining work
(White 2011). Globally, an estimated 70 per cent of all traffic accident deaths occur among
adolescent boys and men (Snow 2007). Encouragement of risk-taking among men is said to
influence this gender disparity (Barker et al. 2010), as well as men’s greater access to
vehicles than women, and their expected role as drivers (Snow 2007). Alcohol and
substance abuse also contribute to road traffic accidents, especially fatal accidents (Snow
2007).
A further range of health disparities between the sexes is related to gendered patterns of
work and leisure (Snow 2007). For instance, the greater global risk of drowning among men
is attributed to their role as fishermen and boatmen, and the greater number of burnings
among women is linked to their responsibility for cooking (Snow 2007). In many contexts,
certain men’s diets are less healthy and balanced than women’s diets (Lyons 2009; White
2011), and/or men report less nutritional awareness (Gough and Conner 2006; Kiefer,
Rathmanner and Kunze 2005). It is important to note, however, the dire nutritional disparities
between males and females in certain contexts worldwide, especially in Asia, where men and
boys are given priority and initial access to a higher quality and amount of food than women
and girls (Croll 2010). Yet in many scenarios, men tend to lack control over their diet given
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that the onus of purchasing and preparing food typically falls on women (White 2011). Poor
dietary habits are also influenced by working hours, in particular for those who work shift
hours, and commute long distances (White 2011). According to the Global Burden of
Disease Study (WHO 2012), 5.14 million men died in 2010 from dietary risk factors such as
low fruit and vegetable intake and eating too much processed meat, compared to 4.18 million
women.
Globally, men are more likely to migrate for work, which can make it more difficult for men to
access health care (Campbell 1997). In light of the extreme pressures worldwide on men to
be economic providers, there are data demonstrating a significant relationship between
economic stress among men and vulnerability to depression, mental ill health and/or
substance abuse (White 2011). For instance, in South Asia, where TB is often equated with
job loss and an inability to be provide financially, studies have found that fear of financial
burden and shame discourage men from seeking TB treatment (Muralidharan et al. 2014).
Despite significant evidence of the ways in which gendered norms and roles can harm men’s
and women’s health, men’s health is rarely deconstructed through the lens of gender and it
has been argued that ‘patriarchal socialization and hegemonic masculinity are
unacknowledged, preventable causes of most health inequalities’ (Scott-Samuel,
Stanistreete and Crawshaw 2009: 159). Moreover, men’s health tends to be simplified as a
unified entity, whereby men are understood to be a homogenous group, which fails to
appreciate the ways in which factors including socioeconomic status, race and sexuality can
impact on men’s health (Hearn 2004; Morrell 2001; Peacock et al. 2009). This is critical to
consider given the evidence that boys’ and men’s vulnerabilities to poor health and mortality
rates intersect with disability, culture, socioeconomic status, migration status, and residence
(Barker et al. 2010; Evans et al. 2011; Peacock and Barker 2012; Wadham 2009). Rates of
morbidity and homicide related to alcohol and substance abuse are generally higher among
low-income men (Barker et al. 2010). Furthermore, age or generational differences affect
versions of masculinity and related health behaviours (Evans et al. 2011; Oliffe et al. 2011).
Young men aged 18 to 35 are a particular risk group, with especially high rates of death from
suicide and road traffic accidents in much of the world (White 2011). Limited consideration of
the impact of such factors on masculinity and health and access neglects the powerful
intersecting social and structural forces shaping boys’ and men’s health and wellbeing.

6.4 Impact of institutions on men’s health and wellbeing
In recent years, various institutions have played a role in understanding and addressing the
role of gender on determinants of health and wellbeing outcomes. At the Beijing ‘Platform for
Action’ at the 1995 United Nations 4th World Conference on Women, a commitment was
made to mainstreaming gender equality to ensure that women’s and men’s health concerns
and experiences are given adequate attention (Derbyshire 2002). Other declarations adopted
at the 4th World Conference on Women in 1995 noted the importance of health statistics
being collected to allow a thorough analysis of sex differences in exploring health access and
outcomes (White 2011).
The men’s health sector has witnessed a recent growth in national men’s health
organisations and international health movements, such as the Movember Campaign to
target prostate cancer (see Box 6.1), and the new Global Action on Men’s Health (GAMH),
which was set up to encourage the World Health Organization (WHO) and international
public health agencies to develop research, policies and interventions to promote men’s
health. GAMH also advocates for governments and non-governmental organisations (NGOs)
to implement strategies to address men’s poor health, provide guidance on strategies used,
and to more heavily emphasise the social and structural determinants of men’s health (see
http://emhf.org/gamh/). Some organisations, such as RHEG (Network of Men for Gender
Equality) and Papai in Brazil, have developed educational materials that highlight the health
needs of men and provide recommendations for health providers to specifically include and
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cater to men (Barker et al. 2010; Medrado et al. 2009). Such movements and organisations
have put the issue of men’s health and wellbeing directly on the global agenda, and
influenced national health policies and priorities. However, these efforts are often developed
with few or weak links to the men and gender equality agenda, and sometimes take a more
biomedical approach that does not position men’s health within a patriarchal context, or
demonstrate the links between men’s and women’s health.

Box 6.1 The Movember Foundation
Movember is an annual event that encourages men to grow moustaches during the month of
November to raise awareness of men’s health issues, such as prostate cancer and depression. By
encouraging men to get publicly involved, Movember aims to increase early cancer detection,
diagnosis and effective treatments, and ultimately reduce the number of preventable deaths. The
Movember Foundation encourages men to go for annual check-ups, to be aware of their family
history of cancer and to adopt a healthier lifestyle. Since 2004, the Movember Foundation has
hosted events to raise awareness and funds for men’s health issues in Australia and New Zealand
and, in 2007, events were launched in Ireland, Canada, Czech Republic, Denmark, El Salvador,
Spain, the United Kingdom, Israel, South Africa, Taiwan and the United States. For further details,
see www.movember.com

As well as dominant constructions of masculinity hindering healthcare-seeking behaviour,
there is emerging concern about the fact that primary healthcare provision is often not
regarded as being ‘male-friendly’ or oriented to men’s health needs (Wilkins 2005). As was
discussed in Chapter Five on ‘Sexual health and rights’, the lack of information about men’s
health, and the all too common failure to sufficiently disaggregate data, creates a poor
foundation on which to cater health services to address men’s health concerns, including
those most suited to diverse groups of men. The lack of appreciation of men’s health as
gendered, or the conflation of gender and health with women’s health, has hindered research
and responses targeting men’s health. Overall, the international community lacks focus on
men’s health and wellbeing at the global policy level (Hawkes and Buse 2013). Through a
review of global health strategies on behalf of institutions, and organisations, Hawkes and
Buse (2009) assert that gender is absent from the majority of plans and core objectives, and
highlight the tendency to undermine the role of gender on health, or focus it exclusively on
the health needs of women. The absence of men’s health policies or gender mainstreaming
problematically limits the capacity to develop coordinated national and international
programmes and policies that can more adequately meet the health needs of men and their
families (Hawkes and Buse 2013; Smith et al. 2010). In order to achieve the highest standard
of health, health policies should recognise that owing to men’s and women’s biological
differences, gendered norms and expectations, they have different health barriers and
opportunities that may require targeted approaches.
Overall, there is a lack of gender integration for many health issues facing men. A review of
164 gender-aware health programmes in lower middle income groups found that gender
integration was strongest for HIV programmes, and also high for GBV (gender-based
violence) and youth SRH (sexual and reproductive health) programmes (Muralidharan et al.
2014). For safe motherhood, healthy timing and spacing of pregnancy, and neonatal and
child health and nutrition, gender integration was found to be moderate. Gender integration
was extremely weak for TB and universal health coverage (UHC). The authors note how
differences in the rates of TB infection between women and men should be documented and
analysed, and the social contexts of exposure and vulnerability to infection among men and
women should be accounted for (Muralidharan et al. 2014). The review found no evidence of
a government systematically applying a gender lens to the design and implementation of its
UHC system to take into account the different health needs of women, men, and sexual and
gender minorities (Rodin 2013).
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Although international policies and agreements can shape the way health is legislated,
recorded and analysed; other institutions, such as corporations and media can shape public
consciousness and individuals’ expectations around their own health. Images that reinforce
hegemonic notions of masculinity have been extensively used by media campaigns to
encourage boys and men to partake in risk-taking behaviours including smoking and alcohol
use (Fleming, Lee and Dworkin 2014). For instance, the alcohol industry typically uses
notions of ‘strength’ and ‘manhood’ to promote alcohol use among boys and men (Fleming et
al. 2014; Peacock and Barker 2012). As discussed in Chapter One, ‘Introduction: Framing
the evidence and shifting social norms’, injunctive gender norms refer to one’s social group’s
ideals of masculinity and femininity, including how the media reinforce gender stereotypes.
South Africa has one of the highest reported levels of alcohol consumption in the world and
all levels of drinking, particularly binge drinking on weekends, is higher among men than
women in all age groups, provinces, and populations (Peacock et al. 2008). The South
African Minister of Health, Aaron Motsoledi, has attempted to address alcohol abuse through
initiatives that include restricting drinking hours, alcohol sales and banning alcohol adverts
(Khumalo 2011).
A variety of other global programmes and policies have successfully reduced harmful
drinking, including raising alcohol taxes, raising the legal drinking age, decreasing the legal
blood alcohol concentration limits for drivers, training of alcohol servers to monitor and
control unhealthy alcohol use, and community education about the health consequences of
alcohol (Peacock and Barker 2012). Smoking advertisements for boys and men often portray
smoking as a manly habit linked to happiness, fitness, wealth, power and sexual success,
and/or show men smoking in a risky terrain (Fleming et al. 2014). Moreover, a global youth
tobacco survey found that 24 per cent of young smokers started by the age ten, which makes
it difficult for them to be critical of and resist social and gendered expectations fostered
through such advertising (WHO 2003b). The WHO Convention on Tobacco Control (2003b)
asserted that different impacts on men and women should be considered when deciding on
tobacco pricing, access and bans. They argued that men may be particularly concerned with
information about tobacco’s actual threat to virility. While pregnant women have been
effectively targeted with smoking prevention efforts due to concerns of foetal health (Bottorff
et al. 2006), the WHO convention also asserted that fathers should be included in such
efforts to prevent secondhand smoking. The WHO convention argued that there should be
discussion of gender expectations among young people to foster awareness and resistance
to smoking advertising targeting gender norms, such as male smokers being portrayed as
sexually potent and successful.

6.5 Influence of men’s health efforts on women’s health and wellbeing
While some gender health literature has highlighted the implications of men’s poor health on
women, families and the public health systems, this remains limited in scope and scale. As
discussed in Chapter One, ‘Introduction: Framing the evidence and shifting social norms’,
certain notions of masculinity and gender inequalities can lead to harmful consequences for
women and children, including men’s control of decision-making and economic resources,
substance abuse and violence. The link between men’s use of intimate partner violence and
women’s poor physical, reproductive and mental health, as well as poor child survival and
health, has been extensively documented (Verma and Collumbien 2003). Men’s use of
intimate partner violence (IPV) is associated with greater rates of depression, anxiety and
suicidality among women (Ellsberg et al. 2008). Relationship inequity and IPV have
additionally been found to increase women’s HIV infection risk. One study estimated that 16
per cent of new HIV infections in women could be prevented if women did not experience
intimate partner domestic violence (Jewkes et al. 2009). As discussed in Chapter Seven on
‘Sexual and gender-based violence’, boys who are exposed to their father’s abusive
behaviours against their mother are significantly more likely to be subsequent perpetrators of
violence, including sexual violence, which is partly attributed to their socialisation of unequal
gender relations.

Stern ‘Health and wellbeing’

102

Engendering Men: A Collaborative Review of Evidence on Men and Boys in Social Change and Gender Equality

After doing a review of online databases using key terms to identify health and gender
relations literature, Botorff et al. (2011: 60) argue that ‘although there have been promising
developments in accounting for gender influences in health research, the concepts of
masculinity and femininity for the most part have been delinked despite the social
constructionist premise that gender is relational’. They argue that health behaviours should
be understood amidst men’s and women’s interactions on personal and institutional levels,
especially since gender relations between men and women have been documented to
influence health outcomes. For example, there is some evidence indicating that married
individuals are more likely to engage in healthier behaviours, report better psychological and
physical wellbeing, and have lower mortality rates compared to divorced, separated,
widowed or single individuals (Annadale and Hunt 2000). Some literature has found that
married men generally live longer than single men, and widowed men’s life expectancy is
significantly shortened following the loss of their partners (Schippers 2007; Strebel et al.
2006; Tolhurst et al. 2007).
The diets and nutrition of single men living alone have been found to be particularly poor
(Gough and Connor 2006). Possible explanations for this include expectations for women to
be the carers as evidenced in Chapter Three on ‘Fatherhood, unpaid care and the care
economy’, and the linkages between dominant forms of masculinity and men’s disregard for
their own health. Although marriage has also been found to be a protective factor for
women’s health, for example by increasing their financial stability (Strebel et al. 2006),
married women are also more vulnerable than men to risky factors including IPV (Bottorff et
al. 2012). A study that interviewed 75 women in Ghana found that marital status was harmful
to women’s health due to a gender division of labour with heavy responsibilities, lack of
access to and control of resources, and physical and verbal abuse from intimate partners
(Avotri and Walters 2001). This example is not meant to suggest that marriage should be
advocated to protect one’s health, or essentialise the relationship between marriage and
health, but rather demonstrates the importance of assessing how gender relations and
dynamics influences both men and women’s health and wellbeing.
Health comparisons disaggregated by sex are increasingly conducted to compare
vulnerabilities to poor health practices and diseases between men and women. However, the
majority of this literature tends to highlight quantitative differences between the sexes, which
can become divisive and fail to appreciate the complexity and diversity of men’s health and
how it influences the health and wellbeing of women and girls, or the societal and structural
factors driving health risks and behaviours for boys, men, girls and women (Hawkes and
Buse 2013). There is also a tendency to adopt oppositions between men and women’s
health, either explicitly or implicitly, upon whose health is more disadvantaged (Wadham
2009). Prioritisations of men’s health can be presented as threatening efforts, including
funds, to advance women’s health (Flood 2007). Such approaches suggest an impression of
a finite amount of vulnerability to poor health, can reinforce polarisation between the sexes
and neglect the fact that health for all is beneficial to society. Approaches that emphasise
differences between the sexes can also make it difficult to foster cross-sex health alliances,
including across diverse sexual orientations, or with those whose gender identities are
ambivalent or non-normative.
Yet emphasising men’s vulnerability to poor health, without sufficient context, may
communicate a false sense of symmetry between men’s and women’s poor health including
women’s disadvantage, and neglect the implications of patriarchy and what men do to
maintain power (Sideris 2004; Wadham 2009). Although different men may be more
vulnerable to poor health because of other forms of oppression, for example race, class or
sexuality, it is problematic to compare the health status of men and women to primarily
emphasise how men are disadvantaged in relation to women. As Peacock (2013: 129)
asserted, ‘men, even marginalized men or, for that matter, men who oppose patriarchy,
continue to derive benefits because of the status bestowed by society on men as dominant
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and women as subordinate’. In light of such concerns, it is necessary to prioritise health
efforts and approaches that seek to advance gender-equality efforts and ensure that efforts
to promote men’s health do not threaten the fragile gains made for women’s health. This
requires encouraging men to adopt accountability for their own health as well as that of
others, and acknowledging the power imbalances as a result of patriarchy (Barker et al.
2010).
Since the mid-1990s, there has been increasing recognition of the need to actively include
men in maternal and child health (MCH). This comes out of the evidence that men tend to be
responsible for the allocation of household resources and care-seeking behaviours that
directly impact on the health of women and newborns (Davis et al. 2012). Moreover, many
women experience significant influences and pressures from family members, including male
partners, parents, and parents-in-law about infant feeding (Davis et al. 2012; Prasanna
2011). Yet many men have not been exposed to breastfeeding messages and have
insufficient knowledge to positively influence such decisions. Support from male partners can
be a major factor influencing women’s decision to immunise children (Babirye et al. 2011;
Davis et al. 2012). For instance, male involvement programmes in South Asia have
increased the number of children being immunised and lowered the prevalence of stunting by
improving their nutritional intake. A recent review (Fisher et al. 2012) found that higher rates
of common perinatal mental disorders were observed among women with an unsupportive or
uninvolved partner. Pregnancy can provide an opportunity to connect men to the health
system, detect and treat STIs (sexually transmitted infections) and other infections, and
provide relevant health messages (Davis et al. 2012). Indeed, evidence suggests that many
men care deeply about the wellbeing of their families and respond positively to attempts to
engage with them at this level (Kamal 2002; Mehta 2002), and to learn about MCH (Natoli et
al. 2012). Building husbands’ awareness of women’s health needs during pregnancy may
positively influence women’s workloads during pregnancy. In India, a pre- and postintervention programme evaluation assessed the effects of raising men’s awareness of
healthy behaviours during pregnancy and observed an increase in the number of expectant
fathers assisting with household work (from 27.4 per cent to 41.7 per cent, p-values not
reported) and assisting their wives to access health services (from 46.3 per cent to 57.7 per
cent) over 18 months (Sinha 2008). Men have also been found to play a critical role in
whether women deliver their child at home or not.
Yet progress towards successfully engaging men in MCH has been slow, especially in most
developing country contexts. Davis et al. (2012) reviewed 78 studies published between
January 2000 and April 2012 that examined the effect of efforts to encourage men to use
family planning or improve maternal and newborn health. The evidence suggests that
engaging men leads to benefits including use of contraceptives among long-term couples,
maternal workload during pregnancy, birth preparedness, postnatal care attendance, couple
communication and emotional support for women during pregnancy. The review also noted
how poorly designed interventions to promote men’s involvement in MCH can lead to less
autonomy and decision-making for women. Couples should be encouraged to attend
maternal and newborn health services together, yet the authors concluded that such efforts
must avoid unintentionally discouraging single or unaccompanied women from accessing
health services. The authors argue that involving women in the design of male involvement
strategies and pilot testing key messages is critical for minimising the potential harms
associated with male involvement. The societal responsibility (including health-related, social
and financial responsibility) for contraception and child rearing tends to unduly fall onto
women (Campo-Engelstein 2013), which can be reinforced by paternity laws and custody
laws. As discussed in Chapter One, ‘Introduction: Framing the evidence and shifting social
norms’, norms and roles around men’s involvement in childcare can be challenged through
implementing gender-equitable parental and family leave policies.
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Davis et al. (2012) identified strategies that have proven effective for engaging men in MCH
in low-income settings including peer education, community meetings, distribution of
education materials, one-on-one counselling sessions, workplace-based initiatives, group
education and mass media campaigns. Written or verbal invitations from health workers
encouraging men to attend with their pregnant partner, ensuring that clinic facilities and staff
are welcoming to men and address men’s own health needs, and amending opening times of
clinics to enable working men to attend were also effective strategies. Challenges to
engaging men in this area include social and cultural barriers, poor physical setup of clinics,
lack of staff training and resources to engage men effectively (Davis et al. 2012). The authors
note how the World Health Organization and other relevant agencies often neglect the need
to provide guidance for involving expectant fathers in MCH. The authors highlight the need
for more rigorous research into the impact of strategies for engaging men in MCH. There are
also major gaps in understanding how male involvement as carers influences the health and
wellbeing of their partners and families and their wider communities, or how addressing
men’s non-communicable diseases affects the health and wellbeing of their families.
Overall, there is limited evidence that assesses the influence of health interventions for men
and boys on the health and wellbeing of women and girls. This lack of understanding could
reinforce notions that efforts for men’s health are not relevant to women’s health. The health
and social benefits of more equitable relationships between men and women have been
extensively documented (Barker et al. 2010; Peacock et al. 2008; Ricardo et al. 2010). For
example, when men are respectful towards their partners, share responsibility for disease
prevention in relationships, are involved in their children’s lives and wellbeing, and do not use
violence towards their intimate partners, this benefits the health of men and women (Barker,
Ricardo and Nascimento 2007). However, it is limited to primarily obtain perspectives from
either men or women in intimate heterosexual relationships to explore the impact of gender
relations on health and illness (Bottorff et al. 2012). Further research on concepts of ideal
masculinities and femininities in health and considerations of what and how gender relations
between and among men and women hinder or support health and wellbeing is warranted
(Bottorff et al. 2012).

6.6 Evidence of effective interventions to promote men’s health and wellbeing
In light of the evidence indicating men’s vulnerability to certain health issues and related
premature mortality, there is an urgent need for more targeted measures that enable boys
and men to recognise their risks for poor health and to take increased responsibility for
managing their health (White 2011). Gender-sensitive indicators should be used to guide
policies, programmes and service delivery, and to monitor the quality of health care for both
sexes (Govender and Penn-Kekana 2007; Sen et al. 2007; WHO 2003a). To be effective,
male involvement activities should seek to address and consider boys’ and men’s own health
needs and concerns as well as the needs of their female partners and children (Davis et al.
2012; Muralidharan et al. 2014). It is critical to develop skills among health professionals to
enable them to understand and apply gender perspectives in their work and best practices to
promote men’s use of health services (White 2011). Professionals should be encouraged to
be aware of and challenge stereotypical notions that discourage men from using health
services, such as the notion that men should tolerate their pain or be brave when receiving
distressing news about their health (Banks 2004).
Toolkits such as the WHO-Sonke Gender Justice Supplementary Module for health providers
on engaging men and boys in achieving gender equality and health equity could be used as
the basis for such training (see Box 6.2, below). To address some of the known barriers to
men accessing care it has been suggested that healthcare services should open outside
normal working hours and hire more male healthcare workers (Holmes 2001; Wilkins 2005).
Such efforts should always be introduced and provided in ways that do not undermine
existing health services for women, which is why some strategies, such as hosting male-only
clinic days, are questionable for their ability to achieve gender equity. Rather, strategies like
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providing waiting areas and consultation spaces that men feel comfortable in, or separate
spaces for men, are recommended (Muralidharan et al. 2014; Raju and Leonard 2000).
Outreach services that take some level of primary care to informal venues such as pubs,
sports events, workplaces and religious sites have been identified as effective, especially for
men who are less likely to use more conventional services (White 2011). For example, some
evidence suggests that poorer, ethnic minority men are more likely to participate in health
screenings when delivered in a community setting (Loeb 2004). Community delivery of
services can undermine barriers between male patients and health professionals, and are
also attractive for typically being quick, informal and convenient (Wilkins 2005).

Box 6.2 Gender mainstreaming for health managers: A practical approach
The Department of Gender, Women and Health of the World Health Organization and Sonke
Gender Justice Network developed a module to enhance the capacity of WHO staff and national
partners including health ministries, development partners and public health stakeholders to
implement evidence-informed programmes and policies intended to engage men and boys in
achieving gender equality and health equity. Objectives of the manual include: to equip participants
to better understand the role of gender in health and public health practice and be familiar with key
concepts of gender mainstreaming; to explore how one’s own values and stereotypes about men,
women, gender and health shape one’s lives and work; to promote greater awareness about the
need for men to care for their own bodies and health; to examine how gender messages can
influence gender relations and health outcomes; to recognise that it can be difficult and dangerous
for both men and women to fulfil the gender roles society expects of them; and to provide
participants with an understanding of men’s health outcomes and how these are shaped by gender
norms and practices as well as structural forces such as social exclusion and public sector capacity.

A wealth of literature suggests a positive association between health education programmes
and improved health among men, especially those that combine knowledge with skillsbuilding or other health promotion activities (White 2011). A review of 58 health interventions
engaging men found that a multi-pronged educational approach including media, workshops
for skills-building and critical thinking, and community mobilisation was more likely to change
the behaviours of men and boys than single-focus interventions (Barker et al. 2010). Norms
of masculinity that influence poor health have been effectively challenged through
educational programmes using media campaigns and peer education (Colvin et al. 2010;
Fleming et al. 2014; Lynch, Brouard and Visser 2010). Campaigns are more likely to be
effective if the messages are tailored to men’s values, needs and interests, with relevance to
their sociocultural context. Hence, opportunities for men to express their health concerns and
barriers to accessing health care are a key component for men’s health campaign
programmers (Ntshebe, Pitso and Segobye 2012). Campaigns could also appeal to certain
notions of culture that would support healthier masculinities, such as personal discipline,
responsibility, generosity and caregiving (Morrell 2003; Sideris 2004). Effective educational
health efforts should understand and consider how notions of manhood influence men’s
perceptions of risk of injury and disease (Ratele 2008).
A useful theoretical framework to better understand the influence of norms of masculinity on
men’s health for health promotion efforts is the health, illness, men and masculinities (HIMM)
framework (Evans et al. 2011). The authors justify the need for this framework given that the
men’s health literature tends to oversimplify or neglect how masculinities are related to health
and illness, including men’s everyday practices. The HIMM framework demonstrates how
masculinity and men’s health are interconnected, how this changes over time and in relation
to particular vulnerabilities among age groups of men, how masculinity and men’s health are
related to one’s social context, and how they intersect with other determinants including
socioeconomic status, race, ethnicity, sexuality, ability and employment. Using examples of
health risks across men’s life course, the framework warrants that social norms of
masculinity are the strongest predictors of men’s health risk behaviours, and necessitate
interventions to be responsive to particular men’s health issues or certain groups of men
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(Evans et al. 2011). Indeed, evidence suggests that men respond better to communication
strategies and messages that are tailored to their particular life situation and that adapt to
men’s different life stages (Davis et al. 2012).
It is also imperative to better understand and have concrete strategies to address institutional
factors that perpetuate gender norms and behaviours that are harmful to health (Sen et al.
2007), such as the alcohol and tobacco industry. In Australia, the government of Victoria
implemented a campaign to address cultural factors that contribute to alcohol consumption
and risk-taking behaviour, including violence among young men and gender-based violence
(Barker et al. 2010). The campaign incorporated how gender norms for men and women
influence alcohol consumption along with social class and age, and collected data to monitor
trends in drinking along these indicators. Programmatic efforts tailored to men’s specific
motivations and underlying gender norms for alcohol, tobacco and drug use are warranted
(Betron et al. 2012). Despite the fact that entertainment and marketing regularly equate
masculinity with violence and risk-taking, public health advocacy has made limited attempts
to undermine such gendered images and media in order to promote health (Snow 2007).
More emphasis should be given to the ways in which gender stereotyping harms the health
of women and men, and the impact of interventions that offer healthier gender images for
men and women should be assessed (Snow 2007). Creating supportive social support for
alternative masculinities to be adopted is essential for the greater and sustainable success of
programmes that seek to promote health attitude and behaviour change among men (Sideris
2004).
Connell (2006) argued that a main obstacle to promoting behaviour change among men is
the belief that some male behaviour cannot be changed, and that men are predisposed to
certain behaviours because of genetics, self-interest, socialisation and so forth. Research
has shown that promoting a shift in dominant gender norms, as well as more genderequitable relationships (although it is often a slow and complex process) is particularly
effective for health promotion efforts (Barker 2005). Gender transformation approaches
attempt to change gender ‘biased and discriminatory policies, practices, ideas and beliefs’
(Betron et al. 2012: 5).
A WHO (Barker et al. 2007) review of 57 interventions with men (in the areas of SRH,
maternal and child health, gender-based violence, fatherhood and HIV/AIDS) suggested that
programmes that are gender-transformative 30 within the education sessions, training with
staff, and communication were more likely to change men’s attitudes and behaviours than
programmes that were gender-sensitive or gender-neutral (Peacock and Barker 2012).
Despite successful outcomes, however, this report noted that all reviewed studies were
limited to being short-term or pilot programmes (Barker et al. 2007). One of the main
conclusions of this WHO report was that men must be comprehensively targeted and
included in health-related programmes in order to achieve gender equity in health. As Flood
(2007: 11) suggests, ‘male inclusion [in a gender-transformative way] increases men’s
responsibility for change and the belief that they too will gain from gender equality’.
There is a need for health policies for men to be integrated into national gender equality and
health policies more generally (Sen et al. 2007). Brazilian, Irish and Australian governments
provide examples of male health-specific national policies, which offer a model for other
countries, and an agenda for action to focus attention and improve collaboration (see Box 6.3
below, for details on the Brazilian policy).

30

‘Gender-transformative’ and ‘gender-exploitative approaches stand at opposite ends of a spectrum of programmatic
efforts. ‘Gender-exploitative’ efforts refer to projects that exploit gender inequalities and stereotypes in pursuit of health
outcomes. ‘Gender-neutral’ refers to projects that do not attempt to address gender per se. ‘Gender-sensitive’ refers to
projects that accommodate gender differences in pursuit of health and demographic outcomes. ‘Gender-transformative’
refers to projects that seek to transform gender relations and roles to promote equity as a means to reach health
outcomes (Promundo, UNFPA and MenEngage 2010).
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Box 6.3 Brazil’s Health Ministry
Brazil created a men’s health policy in 2009 in dialogue with NGO partners, researchers and
various medical associations in responses to data on men’s low use of health services and high
rates of specific vulnerabilities such as substance use, suicide and prostate cancer. The men’s
health policy initially focused mostly on promoting vasectomy and prostate cancer prevention. In
2012, the policy expanded its scope to look at key chronic illnesses, how masculinities as
commonly constructed contribute to risk-taking behaviour, and analysing missed opportunities to
bring men into the health system. One of these missed opportunities is during prenatal visits;
national-level data found that 90 per cent of men went to at least one prenatal visit, although no
specific programme existed to include men in the prenatal visit. The national health system then
created a protocol to encourage men to get a full health exam, including STI testing (HIV and
syphilis), prostate exam (if appropriate), blood pressure and so forth, as well as using the space to
engage men with information about the birth process. Some participating municipalities in Brazil
have started a certification programme to acknowledge clinics and hospitals that are ‘fatherfriendly’. Efforts have also been expanded to look at the specific health needs of young men, men
with specific occupational health risks, gay and bisexual men, elderly men and men living with HIV.
For further details, see www.saude.gov.br

Routinely monitoring the implementation of policy changes and whether they lead to
changing social norms and health outcomes is critical (IGWG 2009). Barker et al. (2010)
argue that policies engaging men for gender equality should respect and support individual
rights, incorporate lessons from evaluated programmes or have a clear hypothesised
outcome of a policy based on some evidence, consider how manhood is socially constructed
in a particular setting, and account for social exclusion and discrimination. As discussed in
Chapter One, ‘Introduction: Framing the evidence and shifting social norms’, to transform
gender norms it is critical to consider how broader societal factors are influenced by policies,
and how they interact with individual factors that may respond best to targeted interventions.

6.7 Future priorities for gender health and wellbeing
This chapter has emphasised that a key area of concern is how health policies and
programmes can best respond to the ways that social norms, economic and political
dynamics condone risk-taking and poor health among men and, in doing so, compromise the
health and wellbeing of women and children. Critical to this is ensuring that policies on
gender and health at global, regional and national levels include a focus on the specific
needs and vulnerabilities of men and women, and gender-relational aspects. It is important to
further explore how to develop capacities among health (including public health)
professionals to understand and apply gender sensitivity in their care with men and women,
as well as to address structural barriers to allow everyone to access health care.
There is little global published evidence on how to improve men’s uptake of health services
for their own wellbeing and for that of women and children, and more large-scale, systematic
evaluations are required to produce greater evidence (Barker et al. 2010; Robertson et al.
2008). The current stock of knowledge in the area of men’s health provides a limited basis for
meeting men’s needs, and for comprehensively evaluating health interventions that work with
men. A more comprehensive account of the social, cultural, historical, economic and political
barriers shaping men’s health and wellbeing and access of health care is warranted. More
also needs to be known about how forms of inequity and structural violence shape men’s
adoption of health behaviours, perceptions of health and illness, reluctance to seek, delay
and/or resist treatment and preventative care, and the availability of healthcare options.
Although sex-disaggregated data are increasingly available in the health field, they are not
available in all countries (Snow 2007), and it is essential to review sex, gender and
vulnerability in all contexts, and how this intersects with other health-influencing factors
including race, disability, class, etc.
Much literature supports Courtney’s (2000) suggestion that dismissing risks is a crucial
means for men to construct their gender. Given that some degree of risk-taking has positive
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value, there is a need to assess how risk-taking tendencies could be shifted to avoid harming
men and broader society (Snow 2002). Crucially, more evidence is needed that assesses
how efforts to improve men’s health behaviours and attitudes influence women’s health,
including men’s partners, families and communities, using a gender-relational approach.
Sustainability of long-term change with men and whether men’s changes in attitude towards
gender norms affects their health behaviours and the pathways for this should be more
adequately tracked. The lack of government involvement in men’s health issues limits
opportunities for scaling up and sustaining effective gender-aware and transformative
interventions. Muralidharan et al. (2014) suggests conducting cost-effectiveness studies to
make the case for integrating effective and promising gender-aware strategies in government
health programmes. Research that assesses the impact of legal and policy changes on
men’s health behaviours and attitudes is also warranted. The evidence does encouragingly
suggest that poor health consequences resulting from gender inequalities are not static. A
broad consensus is currently emerging that changing societal gender norms requires
collaboration with and coordination of stakeholders including policymakers, healthcare
providers, government, NGOs, and the women’s health and rights movement (Barker et al.
2010; Wilkins 2005), whereby the common objective of health and wellbeing for all is
prioritised.
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Preface
Designed to help answer the question, ‘what works best when it comes to engaging men and
boys for gender equality?’, this evidence review critically assesses trends and shifts in
related social norms and structures over the past 20 years, successful policies and
programmes and implications for best practice, and future directions for promoting men’s and
boys’ support for gender equality across a variety of priority thematic areas.
Each of the subsequent chapters reviews the changes that have taken place in the past 20
years across one thematic area, and the roles played by formal and informal institutions and
policies in these changes. This framework is used to set the broader context for the
discussion, which subsequently looks at specific programmes and policies supporting
changes in gender relations, including those that focus on women and girls, as well as those
that are not specifically aimed at gender equality. Finally, implications, questions and
priorities for learning, gaps in evidence and knowledge are highlighted. The goal is to move
beyond a narrow individualistic programmatic focus and attempt to achieve a broader and
more comprehensive understanding of the interplay between laws, policies and institutional
practices in achieving gender equality and the most effective pathways for sustainable
change that take into account individual, community and structural factors. The chapters
cover themes as follows:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Introduction: Framing the evidence and shifting social norms
Poverty, work and employment
Fatherhood, unpaid care and the care economy
Education
Sexual health and rights
Health and wellbeing
Sexual and gender-based violence
Conflict, security and peace-building
Public and political participation

This evidence review is part of a two-year learning and evidence project, EMERGE – or
‘Engendering Men: Evidence on Routes to Gender Equality’ – being undertaken by the
Institute of Development Studies, Promundo-US and Sonke Gender Justice between
January 2014 and January 2016, with funding from the UK Department for International
Development (DFID). The evidence review, combined with other project elements, aims to
cultivate stronger leadership for working with boys and men to promote gender equality, by
gathering, interrelating, analysing and strategically disseminating evidence and lessons in
targeted and accessible formats for improved learning, policy and practice.
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Methodology
The process of literature review commenced with a framing of priority questions based on
four key learning objectives,1 and applied to nine specific themes identified as well as
additional related questions identified by the project team, in consultation with the Expert
Advisory Group (EAG) and with selected DFID contacts. A consortium approach was taken
to the work, with IDS Research and BRIDGE staff working in partnership with key members
of Sonke Gender Justice in South Africa and Promundo-US in the United States as a means
to maximise thematic and country expertise and to pool resources, knowledge and capacity
in the most effective way for achieving the proposed objectives. Additionally, chapters have
been peer-reviewed internally as well as reviewed by experts included in the project’s EAG.
The literature review process focused on identifying the most salient, relevant literature
(datasets, books, articles, programme reports) published approximately over the last ten
years (including some key publications from an earlier date). Since the questions under
investigation go far beyond the issue of effectiveness of specific interventions, our approach
looked at studies with a traditional programme focus, and mapped other policies and
processes of change (labour force shifts, poverty alleviation, immigration, educational
attainment and trends, democratisation and others) that have documented impacts on lives
and relationships. Studies were selected by relevance to the questions and the rigour of the
methodology (as appropriate to the specific topic and discipline in question), as well as by
the strength of the evidence presented.
The searches began with a review of key academic websites and specialised websites on
gender (Web of Science, Science Direct, Global Health, Anthrosource, PubMed,
Anthropology Index Online, Eldis, AfroLib, Cochrane, IGWG, Wikigender, Popline,
SAHAYOG, XY-online etc.). This was then complemented with a review of key UN and
international non-governmental (NGO) websites, in particular those related to gender, health,
and poverty alleviation. These were also accompanied by between one and three key
informant interviews per thematic area, which served to facilitate the interpretation of existing
evidence/literature and highlight key additional information.
Limitations to the methodology include a variable focus across regions (with some thematic
areas focusing on low-income countries, and others highlighting programmes and policies in
middle- and high-income countries, across the global South and North). Additionally,
searching was primarily limited to English language publications for feasibility reasons.
Portuguese, Spanish or French filters were applied in certain searches when English
language abstracts for those publications were available. The specific keywords for search
terms and their combinations were defined by project leads, and dependent upon the priority
theme area being explored.

1

Prelims

The project’s learning objectives remain to increase our understanding of:
(1) Which (and how) political, social and economic processes can bring about sustainable long-term attitudinal and
behavioural change towards gender equality among boys and men (including improved understanding of
obstacles to change);
(2) The interplay between such change and formal or informal institutions (e.g. workplace, family, schools, armed
services and religious institutions) and policies;
(3) The various (positive or negative) roles of boys and men in influencing or enabling interventions aimed at girls and
women; and
(4) How development interventions and approaches (whether in economic empowerment, health, education, child
welfare etc.) can effectively support long- term attitudinal and behaviour change, facilitating men’s and boys’
support for gender equality (and, thus also, which may hinder such support).
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