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Abstract
“Comprehensive U.S. Federal Boys’ and Men’s Health Policy: Examining Barriers and
Strategies Through a Mixed Methods Policy Delphi”
Jon N. Gilgoff, Doctor of Philosophy, 2024

Dissertation Directed by: Dr. Fernando Wagner, Professor, School of Social Work

Background: Boys’ and men’s poor physical and behavioral health outcomes, as well as
social determinants of health, have been extensively researched. Disparities facing
marginalized subgroups are particularly severe. Federal U.S. policy responses have been
lacking, as has research on policy inaction. This study examined barriers to
comprehensive federal boys’ and men’s health policy (CFBMHP), and strategies for
policy adoption.

Methods: The study engaged a diverse, national, purposive sample of 16 key
stakeholders with expertise in health and gender using a two-round mixed methods
Policy Delphi. In round one interviews, participants described reasons for the lack of
CFBMHP and conditions that would facilitate adoption. After using Braun and Clarke’s
reflexive thematic analysis, 46 proposed strategies were presented via survey for
assessment by importance and feasibility. Survey data analysis computed means for

each strategy and overall themes.

Results: Key themes with top-rated strategies by both importance and feasibility were: 1.
Getting at the root with structural problems that impede CFBMHP, 2. Addressing bias
with strength-based intersectional approaches (Strategy — take a strength-based approach,

not just focus on negative things boys and men bring to the table), 3. Increasing societal



value of boys’ and men’s health — Addressing patriarchy and “which men?”’ concerns
(Strategies — stress how men’s health benefits women’s, family, and community health;
stress that many boys’ and men’s deaths are preventable), 4. Engaging boys and men
effectively in health services and advocacy (Strategy — implement regular holistic health
check-ups beginning in adolescence), 5. Creating momentum through strategic
communication, coalition, and consensus building (Strategy — highlight successes of
relevant existing federal policies). The most highly rated themes across importance and
feasibility were three and four.

Discussion: Greater dialogue among key stakeholders appears needed around issue
framing so more see this as a social problem in need of policy action. Clearer
commitments to women’s, family, and community health, and addressing health
disparities facing marginalized men, may increase policy support. Future research may
increase study duration and sample, including impacted boys and men, mirroring multi-
year consultation processes undertaken in countries that then enacted comprehensive

men’s health policies.
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Chapter 1 — Background

The phenomenon of women outliving men throughout the world emerged in the
late 1880s and is now the case in every country (Rettner, 2015; Thornton, 2019), which
may contribute to this difference being seen as natural (World Health
Organization/WHO, 2018a) and perhaps inevitable. Attention has been paid to men’s
health and its intersection with gender by the European Commission (2011) and national
men’s health policies have been implemented in seven countries including Australia,
Ireland, Brazil, and South Africa (Australian Government, 2019 and 2010; Government
of Ireland, 2016; Lima & Schwarz, 2018; Richardson & Carroll, 2008; South African
Government, 2020). In the United States (U.S.), however, there are no dedicated federal
men’s health offices akin to the four federal offices of women’s health (Nuzzo, 2020),
nor is there a national strategy or action plan that could be seen as this country’s
comprehensive federal boys’ and men’s health policy (CFBMHP).

Despite decades of evidence presented in health science literature that men, and
particularly men from minoritized and other marginalized backgrounds, bare a
disproportionate burden of disease morbidity and mortality, behavioral health risk for
drug overdose and death by suicide, and many social determinants of health (SDOH;
those outside of medical care) including exposure to the criminal legal system,
corresponding policy action has been scarce (Elder & Griffith, 2016; Pamukcu & Harris,
2021). This study raises the important question of why — if the need is great, how come
the federal government has not responded with holistic approaches as it has for other

identity groups through offices of women’s and minority health?



Through a two-round mixed methods Policy Delphi involving qualitative
interviews with key stakeholders in health, policy, and gender, and a follow-up
quantitative survey, this study examined barriers that exist to the development and
implementation of CFBMHP, particularly as directed towards minoritized men as well
as men from other marginalized backgrounds. The study also explored ways to
overcome these obstacles towards policy development and implementation that would
facilitate improved men’s health as well as greater health equity.

Study Framing and Author Positionality

Similar to the WHO Regional Office for Europe (2018b) report on men’s health,
this study sought to go beyond binary comparisons of men’s health versus women’s
health to a more relational approach wherein the goal is broader health equity, with the
recognition that greater gender equality would be positive for everyone. Moving beyond
the gender binary of men and women also helps to ensure that health services and
research do not further marginalize transgender and other individuals with gender-
expansive identities (Lunde et al., 2021). Because men still benefit unfairly from the
advantageous social position that patriarchy affords, when speaking about men’s health
and well-being, it is important to acknowledge the lack of equality between sexes and
the need for greater equity (Marcos-Marcos et al., 2021). Men may use their gender-
based privilege irresponsibly — for example, men are more likely to perpetrate intimate
partner violence and sexual violence (Fleming, 2015). If men’s health advocates wish to
see greater attention on men’s health, Barker and colleagues (2011) assert that they must
take part in changing structures that enable oppression and show a commitment to

ending men’s harmful behaviors towards women and more broadly, to health equity.



The current research affirms that men from racial and ethnic minority
backgrounds, as well as men from other marginalized subgroups, have unique life
experiences distinct from White men and women of color; addressing health disparities
they face should be highlighted within an inquiry into men’s health needs (Wong et al.,
2017). To achieve men’s health equity (eliminating differences in health outcomes
among men by race, ethnicity, socio-economic status, and other factors) using an
intersectional lens is thus necessary (Griffith, 2020a). Centuries of interpersonal and
structural racism against racial and ethnic minority groups in the U.S. have deeply and
adversely impacted these groups’ health, which informed the current study’s SDOH
approach (Centers for Disease Control and Prevention/CDC, n.d.).

Framing the study within the context of these issues at the outset is important, as
the framing effect has shown that people’s choices are influenced by how information is
worded (Perera, 2021). Valid questions may be raised in response to a study framed
broadly as men’s health needs, so the author’s pro-feminist orientation and prioritization
of men’s health equity was important to establish up front. Positionality is also
important for critically reflective qualitative research, for as the instrument of data
collection and manager of the study process (Bourke, 2014), awareness of biases helps
prevent and mitigate their effects on the study process.

| am a White, cis-gender, middle-class man of Ashkenazi Jewish European
descent who has been working alongside urban communities of color for over thirty
years, with most of this time focused on gender and culturally responsive programs with
boys and men of color. | am an Advisory Council member of Healthy Men, Inc., and a

member of the Men’s Health Caucus of the American Public Health Association (MHC



of APHA), American Men’s Studies Association, and Global Action on Men’s Health. |
identify as a scholar activist, including around men’s health issues, but aim to manage
biases through self-awareness and a commitment to drawing out authentic expression
from study participants and representing these data accurately.

Another framing note is that this study initially was centered on men’s health
policy, not boys’ health policy. This was to provide greater focus to the research and
was based on difficulties of engaging children as research participants within a
dissertation. Though earlier sections of the paper are more focused on adult men, as
described in the results and discussion sections, participants broadened the study frame
during stakeholder interviews to include boys and adolescent young men.

Regarding gay men, bisexual men, transgender men, or men who hold other
identities related to sexual orientation and/or gender identity that are not cis-gender and
heterosexual, the current study recognizes that these groups must be included in men’s
health equity discussions. Compared to other men, men who have sex with men are
disparately affected by higher rates of HIV and other sexually transmitted diseases as
well as depression and anxiety disorders, smoking and illicit substance use, self-directed
violence, and victimization by violence (CDC, 2023; Knight & Jarrett, 2015). As
another subgroup facing high levels of stigma and discrimination, transgender men also
face heightened risk of violent victimization (UCLA Williams Institute, 2021), and
confront additional health challenges. By including these and other traditionally
excluded groups, men’s health practices, policies, and research are more inclusive and
health equity advocates may be more apt to collaborate towards common goals instead

of competing for limited resources (White et al., 2023).



Before outlining the many health challenges facing U.S. men, and within the
context of earlier descriptions of harmful aspects of some men’s behaviors, a final study
framing note is important here. For those wishing to engage men around their health, or
in this case to engage readers in research around men’s health, strength-based
approaches such as Englar-Carlson and Kiselica’s (2013) Positive Psychology-Positive
Masculinity Model acknowledge that men display many healthy and admirable qualities.
Maintaining a strength-based approach within a SDOH framework is also important for
the current study because it examines poor health outcomes disproportionally
experienced by marginalized men, which, without these critical lenses, may have the
unintended effect of perpetuating negative stereotypes.

Men’s Health Needs in U.S.

Compared to women, men in the U.S. are disproportionally impacted by
numerous chronic medical conditions (Crimmins et al., 2019), death by suicide
(National Institute of Mental Health, 2023), opioid overdose deaths (National Safety
Council, n.d.), and lower life expectancy (Arias et al., 2022). Differences in health
outcomes by gender are also present in global life expectancy, as well as physical and
behavioral health data (United Nations Office on Drugs and Crime, 2022; WHO, 2019a;
WHO, 2019b). Research has also overwhelmingly shown that men’s physical and
mental health help-seeking lags far behind women’s (Parent et al., 2018; Smith et al.,
2006). Among U.S. men of color, health disparities are exacerbated by unique stressors
including SDOH within criminal legal and educational systems, resulting in lost years,
reduced quality of life, and significant economic, social, and familial burden (Brown et

al., 2015; Smith et al., 2020a). Other subgroups of men at high-risk for poorer health



outcomes and associated adversities include those with low socioeconomic status and
whose jobs expose them to adverse working conditions (Williams, 2003).
Comprehensive Federal Policy to Address Men’s Health Needs

Broad-Based Policy Responses in the U.S. and Abroad

The current study is concerned with broad based U.S. public policy to address
men’s health. This aligns with Ibram Kendi’s (2019) naming of policy as the type of
structural change needed to transform our society from racist to anti-racist. For many
years, there have been health-related initiatives in the U.S. dedicated to men, and
research on these programs and services. In fact, as it relates to medical research and
clinical trials specifically, women were actively excluded until the early 1990s (Society
for Women’s Health Research, n.d.). In social work research however, Baum (2016)
states there has been a relative neglect in the literature of men that mirrors practice and
training, with fatherhood the most covered issue and unemployment, substance use,
domestic violence, and criminality also part of the scholarship.

Though a bill to establish the first federal U.S. Office of Men’s Health has been
introduced numerous times over the last nearly 20 years and as recently as June 2023
(H.R. 4182 — 118™ Congress, 2023-2025), it has never made it out of subcommittee. On
the state level, there are fewer public resources dedicated to boys’ and men’s health than
to girls’ and women’s health (Williams & Giorgianni, 2010). There are a number of
public entities focused on specific population subgroups of boys and men (all identified
by this author focus on Black Americans), such as the federal-level Commission on the
Social Status of Black Men and Boys of the U.S. Commission on Civil Rights, the

Florida Council on the Social Status of Black Men and Boys, and the Mayor’s Office of



Black Male Engagement in Philadelphia. Private nonprofit driven policy advocacy
initiatives also exist, often focused on racial, social, and gender justice, such as the
Alliance for Boys and Men of Color (n.d.-a), which has helped secure the passage of
over 100 related legislative bills in California. While such advocacy efforts are
invaluable, targeted public policy coordinated from the inside has been lacking.

As one way to address poor men’s health outcomes on a broad scale, Early and
Devine (2020) describe national men’s health policies as key mechanisms for raising
awareness on the health of boys and men, while providing an important framework for
accountable action and evaluation of the intended impact. The experience of the seven
countries with such policy may provide valuable lessons for the U.S., especially Ireland,
Brazil, and Australia, whose policies have been around the longest. The other national
men’s health policy experiences (in South Africa, Iran, Malaysia, and Mongolia) may
also be instructive, but for these, there is currently little to no English-language research
literature. An important note about how these national men’s health policies apply to the
U.S. case is that in this country, there is no over-arching national men’s or women’s
health policy. This is one reason U.S. advocates have called for a men’s health office, as
it would align with what is in place already for other identity groups.

The experiences of other countries like the United Kingdom (U.K.) and Canada,
where there are also no national men’s health policy or offices of men’s health, may also
be informative. For example, White and Tod (2022) describe men’s health issues which
face the U.K. that also have relevance for the U.S., including how the government may
serve aging men, those impacted by military service, and those from the immigrant and

asylum-seeking populations. In Canada, coordinated men’s health public policy in



Quebec has been active since 2002, when the government commissioned a working
committee for prevention and assistance to men (Goldenberg, 2014). Roy (2022)
describes the key community and institutional milestones the province passed through
leading up to its 5-year Men’s Health Action Plan 2017-2022.
Barriers to Comprehensive U.S. Federal Men’s Health Policy

Although there are many programs and services targeting men in the U.S., public
policy intervention has been lacking, with little examination of why. Baker (2020a)
identifies barriers to global health initiatives’ inclusion of men’s health policy, including
a lack of concern that may owe to men possessing an inequitable share of resources, and

% ¢

‘monolithic’ “men’s health” approaches that fail to acknowledge intersectional
disadvantages faced by subgroups. In the U.S. context, Furman (2010) states that naming
men as a group at-risk might be troubling for some social workers because of inequities
and harms of patriarchy, including men’s perpetration of violence against women.

The question thus arises whether using a broader health equity framework, which
centers gender as well as other factors that contribute to disparities, may lead to greater
support for men’s health policy. Along these lines, Baker and Shand (2017) posit that
improving men’s health would not benefit just men, but also women, including
improvements in sexual and reproductive health, as well as reductions in violence
perpetrated by men toward partners and others. Specifying marginalized subgroups’
needs and corresponding responses, as Johnson and Johnson (2010) do in their paper
identifying the improvement of African American men’s well-being as the social policy

challenge of the twenty-first century, may also build momentum for macro level change.

While there is a robust literature examining men’s poor health outcomes and lower help-



seeking compared to women, there is a dearth of empirical research examining reasons
behind a lack of public policy intended to address the diverse health needs of U.S. men,
and ways to overcome such barriers.

Strategies to Overcome Policy Barriers

As noted earlier, documented experiences of national men’s health policy
development and implementation abroad may offer valuable lessons for the U.S. These
policies all operated at micro, mezzo, and macro levels, aiming to impact men’s
individual behaviors, health providers, and the health system as a whole. Direct services,
training, public education, research, evaluation, and funding were all directed to varying
degrees towards goals established through multi-year needs assessment and consultation
involving government, researchers, practitioners, advocates, impacted residents, and
other groups. As Richardson and Smith (2011) offer in their article outlining challenges
that Australia and Ireland faced in moving from policy development to implementation,
their experiences may provide a roadmap for countries like the U.S. that are considering
similarly focused federal level initiatives.

Bezich (2020) offers another strategy called, “the women’s health playbook,”
citing progress in women’s health such as reductions in breast and lung cancer deaths,
achieved through efforts of the U.S. Department of Health and Human Services’ Office
of Women’s Health and numerous others. Like the national men’s health policies just
cited, the U.S. Office of Women’s Health coordinates targeted programmatic and policy
efforts to address critical issues facing American women including by educating health
care providers and the general public. The federal Office of Minority Health, and the

Sexual & Gender Minority Research Office, are other examples of identity-based



federal initiatives from which lessons could be learned for the development of a men’s
health office or other form of CFBMHP.
Research Purpose

The purpose of this dissertation is to examine key stakeholder perspectives about
barriers to CFBMHP development and implementation, as well as strategies to overcome
these obstacles towards policy adoption. This will be an important contribution to social
science inquiry, as most men’s health research has been focused on individual behavior,
community practice, or particular systems (Crawshaw & Smith, 2009), without
examining broad-based policy involving all the systems that impact men’s health. This
study is also unique as most public policy research focuses on policy action and not
inaction (McConnell & t’Hart, 2019). Though it would be inaccurate to say that there has
been no federal policy action dedicated to men’s health, efforts to catalyze a
comprehensive policy have thus far been unsuccessful. Perhaps with this new knowledge
of ways to overcome obstacles to CFBMHP, more policy-driven progress could be made
to reverse poor health outcomes, particularly where the greatest disparities lie within
minoritized and other marginalized subgroups.

As a significant consultation process was an important part of policy
development processes in countries with national men’s health policies, this study’s
engagement of key stakeholders may provide important insights to those seeking to
further recruit and organize proponents of men’s health. Leading these efforts has been
the Men’s Health Network, which spurred the creation of both the MHC of APHA in
2010 and the Congressional Men’s Caucus in 2015. A comparison between the 2023

Congressional bill to form a U.S. Office of Men’s Health and the aforementioned
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policies implemented in other countries, along with results from this study, may inform
helpful revisions that make this bill and other CFBMHP initiatives more successful. The
current study may also inform advocacy efforts for other boys’ and men’s health policy
at the federal, state, and local levels.

Relevance to Social Work

This dissertation may have significant implications for social work. Since this
discipline has yet to take substantive action around U.S. men’s health through its
professional associations compared to others which have issued clinical guidelines
and/or policy platforms (American Medical Association, 2001; American Psychological
Association, 2018: American Urological Association, 2014; MHC of APHA, 2022), this
study entails an important social work contribution. The social work code of ethics
provides guidance to demonstrate special regard for vulnerable and oppressed
populations, and to promote general welfare and access to resources needed for all
people to develop fully (National Association of Social Workers, n.d.). Though men
generally are seen to hold societal privilege and inordinate power, their healthy
development falls under this broad umbrella, and men from minoritized and other
marginalized backgrounds fit under the call for special attention.

Social work scholars Shafer and Wendt (2015) point out how the profession is
uniquely positioned to address mental health needs of men, which will not only benefit
this group, but also other individuals, families, and communities. Leading social work
and health equity scholar Daphne Watkins and colleagues (2015) state that Black men in
the U.S. confront a disproportionate yet preventable burden of morbidity and mortality

rates. Walters and colleagues (2016) describe closing the health gap as one of social
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work’s Grand Challenges. By developing new knowledge, this dissertation may help to
spur additional actions within the social work profession, providing ways for social
workers to address men’s health challenges, as well as health disparities among
marginalized subgroups, through practice, policy, and additional research.
Research Aims

This study will examine:

1. Barriers to development and implementation of comprehensive
federal policy intended to meet the diverse health needs of U.S. boys
and men, particularly those from marginalized backgrounds

2. Strategies to overcome these barriers and support adoption of
comprehensive federal policy intended to meet the diverse health
needs of U.S. boys and men, particularly those from marginalized
backgrounds

The term “comprehensive” in this context is operationalized as a federal public
policy that does not just address one or a couple of boys’ and men’s health issues, but
rather is a larger strategy and set of initiatives that together would be the nation’s plan to
improve boys’ and men’s health. In other countries with national men’s health policy
initiatives, there is variability within the nomenclature: policy, strategy, and action plan
are all utilized. Common to these is that they provide a framework with objectives and
action steps and that they aim to be comprehensive and integrated under one policy. The
word comprehensive presents as the most overarching of all possible terms, and thus was

selected for this study.
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The term “policy” here refers specifically to public policy. Knill and Tosun
(2020) state there is general consensus within scholarly literature that public policy can
be defined as any action, or non-action, taken by a government actor or entity to address a
particular issue. Though non-governmental actors may be involved or even have
leadership in public policy processes, it is an arm of government or individual within
government that we consider when speaking about public policy. In the current study, the
focus is the federal government, though interwoven are references to state or more local
public policy.

As noted earlier, when referencing “men’s health,” the study does not just refer to
those who are male in their reproductive biology (White et al., 2023). At times in this
paper, men’s health is used as shorthand for boys’ and men’s health. The term here is
intended to examine the health and related policy of not only those who see themselves as
boys or men, but also those who are transgender, identify as outside the gender binary, or
are intersex, and may wish to access a boys’ and men’s health policy.

“Health” is another important word to define here. This study uses this word
holistically, not in a medical, limited, or deficit-oriented way. The WHO (n.d.) offers the
following definition: “Health is a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity.” In this way, health is inclusive of
physical health, behavioral health, occupational health, spiritual health, SDOH, and other
aspects of overall health. The goal of health policy is therefore not just to prevent harmful
diseases but also to promote and preserve health and well-being. That being said, the U.S.
health care system and its largely disease focused medical model (Fuller, 2017) are

central to population health in this country. Much work is still needed to better integrate
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social drivers into this system (Berwick & Williams, 2023). Health service utilization,
health insurance, and other aspects of health care are thus key components of this inquiry.
Literature Review

Men’s Health Needs in the U.S.

Although identifying men’s health needs in the U.S. is not a primary objective of
this research, it does provide useful context. Despite the care that must be given to binary
comparisons highlighting poor men’s health outcomes compared to women, one benefit
is that it promotes examination of factors specific to men that lead to such outcomes,
which in turn may spur targeted and more effective systemic responses (Wilkens, 2009).
For example, a study from Leeds in the U.K. (White et al., 2018) revealed that boys and
men were disproportionally affected by SDOH compared to girls and women. This
allowed the municipality to target public policy and program interventions to reduce
these differences.

A global examination of life expectancy by sex across 152 countries revealed that
women live longer than men in all cases (Mateos et al., 2022). A growing evidence base
indicates distinct epidemiological trends, with men’s premature mortality linked to
noncommunicable diseases and morbidity associated with factors including lower help-
seeking and disproportionate victimization by homicide and injuries (Pan American
Health Organization, n.d.-a). Although the gender gap in life expectancy in the U.S. was
only two years in 1920 (Population Reference Bureau, 2002), in 2021 the gap was nearly
six years (Arias et al., 2022). Age-adjusted U.S. death rates from fourteen of the top

fifteen causes of death are higher for men than women (Perls et al., 2006).
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Research has overwhelmingly found that men representing diverse cultural groups
have a less positive attitude toward medical and psychological help seeking than women
(Galdas et al., 2005; Lindinger-Sternart, 2015). A systematic review of literature
demonstrating men’s low rates of medical and psychological help seeking found that
delays in seeking care were associated with poor communication with health
professionals, lack of time, cost of services, low educational status, young age, and
unmarried status (Yousaf et al., 2015). Vickery (2021) cautions, however, against
simplified narratives of men as non-help seekers, instead encouraging a nuanced
examination of ways that men do seek assistance when dealing with health challenges.

Among U.S. men, marginalized subgroups have a poor health profile compared
to men from more privileged backgrounds and the general population, with grave
inequities affecting racial and ethnic minority men (Office of Minority Health, n.d.-a).
This includes a six-year gap in life expectancy between non-Hispanic Black and White
men, and a twelve-year gap between non-Hispanic Indigenous and White men (Arias et
al., 2022). The American Psychological Association (2018) identifies men from racial
and ethnic minority backgrounds and from sexual minority backgrounds as two of the
U.S. groups with the poorest health outcomes, with members of these subgroups who
also have low socio-economic status faring even worse with their health.

In their longitudinal study of U.S. residents from adolescence through middle
adulthood, Semenza et al. (2022) found that Black men had the greatest levels of
victimization by violence when compared with other men and women from White,
Hispanic, and Black backgrounds. Black men also are disproportionally impacted by

precarious work (characterized by part-time, low wage, hazardous jobs lacking benefits
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or job security), a phenomenon which should be seen through the context of prolonged
disenfranchisement instead of individual-level personal behaviors (Mullany, et al.
2021). Though men overall make up over 90% of workplace deaths, Black and
Hispanic/Latino Americans have the highest rates of occupational fatalities and injuries
(National Safety Council, 2023, Stergiou-Kita et al., 2015). American Indian and Alaska
Native men also face grave health disparities, including the highest death by suicide
rates among all racial ethnic and gender groups (Curtin & Hedegaard, 2019).

Although Asian American, Native Hawaiian, Pacific Islander boys and men are a
diverse group that Substance Abuse Mental Health Services Administration (SAMHSA,;
2016, p. 1) called “overlooked, underserved, and not well understood,” health issues
also impact this population. SAMHSA states that this broad group is generally less
likely to seek professional help for behavioral health challenges than other racial groups,
and that this has especially been found to be the case among Asian American boys and
men. Data from 2019 reported by the CDC also indicated Asian American high school
young men were 30 percent more likely to consider attempting suicide when compared
to students identifying as non-Hispanic White young men (Office of Minority Health,
n.d.-b). In, “Widening the Lens on Boys and Men of Color,” Ahuja and Chlala (2013)
focus on disparities stemming from SDOH that face Asian American and Pacific
Islanders, as well as Arab, Middle Eastern, Muslim, and South Asian communities.
Among the disparities cited were Southeast Asian refugees and their children
experiencing high levels of poverty and trauma, and boys and young men from this

group unjustly targeted for police profiling and government surveillance.
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Research on COVID-19 reveals pandemic-related health disparities, with U.S.
residents of Black/African American, American Indian/Alaskan Native, and
Hispanic/Latino backgrounds showing higher mortality rates compared to White
Americans (Barnhart et al., 2021). Men globally have also demonstrated
disproportionate rates of severe illness and death from this disease compared to women
(Smith et al., 2020b). Griffith and colleagues’ (2020) academic commentary analyzed
biological, psychological, and social reasons behind COVID-19 mortality disparities
facing men, which included greater occupational hazards from holding more essential
worker positions than women and socialization influencing men to mask fear and avoid
risk-prevention measures. The authors then offered recommendations, showing how
targeted assessments of macro-level men’s health disparities can facilitate broad-based
practice and policy actions along with further research.

Though in the U.S., there is a rightful focus on men’s health equity as it relates
to disparities in health outcomes between White men and men from racial and ethnic
minority groups, there are other subgroups that experience grave health challenges, as
well as health issues that disproportionally affect men overall. These subgroups and
issues also merit inclusion within policy efforts to address U.S. men’s health needs. For
example, men from rural and remote areas, particularly older men, are a subgroup that is
identified as marginalized within Irish and Australian national men’s health policies, but
rarely examined or identified as a population in need of targeted support in the U.S. or
Canada (Hiebert et al., 2018; Labra, 2018). The National Institute on Minority Health

and Health Disparities (2023), however, does recognize underserved rural communities
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as a population with health disparities, so rural men can be covered under this broader
purview, similar to men from other population groups under this institution’s purview.

Incarcerated individuals make up a population that is 93% men at the federal
level (Federal Bureau of Prisons, 2022) and thus is one SDOH that should be included
in holistic examinations of men’s health. Men’s health equity concerns are hugely
relevant here as well, with 1 in 15 Black adult men incarcerated compared to 1 in 26
Hispanic men and 1 in 106 White men (The Pew Center on the States, 2008). Within
efforts to transform systems towards greater health equity for boys and men of color,
mass incarceration is thus often included as a key target (UCONN Health, n.d.).

Other populations that are made up primarily of men are members of the military
and veterans. Men make up over 80% of active-duty military (U.S. Department of
Defense, 2023) and 90% of veterans (Veterans’ Employment and Training Service,
2020). Gallegos (2023) states that military men may be at heightened risk for various
health issues, including post-traumatic stress disorder, respiratory problems, hearing
loss, and traumatic brain injuries. Indeed, musculoskeletal injuries are a leading cause of
healthcare utilization and disability for military members (Sammito et al., 2021).
Veteran men are disproportionally impacted by numerous health issues including
prostate cancer and death by suicide (Morral et al., 2023; Novartis, 2023).

Suicide is an issue that disproportionally affects men compared to women in the
U.S. In 2020, men died by suicide nearly four times more than women (American
Foundation for Suicide Prevention/AFSA, n.d.). AFSA further reports that suicide rates
are highest among middle-aged White men, and that White men overall constituted 69%

of all U.S. suicides in 2019. Although disparate rates of suicide among White men are
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an outlier to more privileged outcomes that White men typically enjoy compared to
women and men from racial and ethnic minority groups, heightened suicidal risk for
White men makes them a subgroup in need of specific prevention and intervention
efforts (Michael, 2017). The statewide Healthy Men Michigan initiative and its use of
Man Therapy is an online gender responsive public health resource for men from all
racial and ethnic backgrounds which through a randomized control trial study
demonstrated positive effects for reducing risk and increasing professional help seeking
(Frey et al., 2022.; Gilgoff et al., 2022).
Factors Contributing to U.S. Men’s Health Outcomes

Examining factors contributing to poor men’s health is a key step in improving
men’s health overall, addressing disparities among subgroups, and identifying
comprehensive policy solutions. Abualhaija (2022) categorizes these factors as
physiological, including genetic and biological vulnerabilities that put men at greater
risk for rare disorders; societal and cultural factors such as men’s propensity for
unhealthy risk-taking behaviors; and institutional deficiencies, including the healthcare
system’s lack of responsiveness to men’s mental health needs. Rice and colleagues
(2021) connect men’s poor health outcomes, gender scripts for young men that promote
toughness and hostility, and media messages that bind health risks to masculinity. In
their study using survey data of college students (n = 33,417) across 62 countries
representing 80% of the world’s population, Vandello and colleagues (2022) found that
holding precarious manhood beliefs (feeling the need to earn and constantly defend a

masculine status of toughness) were associated with greater risk-taking behaviors.
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A common reason cited for men’s poor health outcomes are their behaviors,
including risky sexual behavior and higher consumption rates of harmful substances as
well as fattier and sugary food and drink. Within a health equity lens, however, Derek
Griffith of Georgetown University’s Center for Men’s Health Equity states that it is
important not to center individualistic gendered behavioral frameworks, but rather
SDOH and intersectional approaches that acknowledge barriers to health care for U.S.
men of color based on racism and colonialism (Zambon, 2022).

Other factors cited for men’s poor health comparative to women include
economic and societal marginalization, as characterized by over-representativeness
among incarcerated, homeless, and unemployed populations, as well as those
institutionalized for severe mental illness (Williams, 2003). Unintentional injuries
including car accidents, drug overdoses, and violence are a leading cause of death for
men (Summit Health, 2021), and this may owe to men’s propensity for risk-taking as
well their aversion to healthy coping mechanisms like working through challenges with
the aid of professional or nonprofessional help. For men from low-income and racially
and ethnically minoritized backgrounds, discrimination as well as a lack of access to
quality health care, schools, and job opportunities may combine with “rules of
masculinity” that proscribe toughness, being in control, and providing for family to
create a serious bind (American Psychological Association, 2016).

To understand structural issues impacting the health of Black men, the subgroup
whose outcomes are often the most disparate among men, Powell and colleagues
(2019a) study is instructive. This research used African American Men’s Health and

Social Life survey data (n = 610), drawn primarily from barbershops, with findings that
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medical mistrust, everyday racism, and perceived racism in health care were
significantly associated with increased likelihoods of delaying important health
screenings, and in the case of everyday racism, routine check-ups as well. In the edited
book, Health issues in Latino males: A social and structural approach (Aguirre-Molina
et al., 2010), numerous authors highlight how structural issues have also impacted
Latino boys and men in the U.S., including immigration status (Rumbaut, 2010), racism
(Borrell & Rodriguez, 2010), and lack of access to health care (Homan et al., 2010).
Sinclair and colleagues (2020) identify connections between American Indian men’s
health disparities, including higher incidence of diabetes and poverty, and settler
colonialism along with subsequent centuries of systemic oppression from discriminatory
government policy.
The High Cost of Men’s Unmet Health Needs

Men’s gendered aversion to seeking help preventively for problems in earlier
stages of health conditions leads to more reactive and urgent interventions later on when
treatments may be technology based, occur in emergency rooms, or otherwise be
extremely costly (Meyer, 2003). Meyer points out that besides pain, suffering, and loss
of life disproportionately affecting men of color, government and by extension society
pay significant financial costs. The author asserts these costs could be mitigated through
a coordinated approach to health care financing (like universal health care) and social
service provision. Brott and colleagues (2011) estimated the annual costs from men’s
premature death and morbidity to U.S. government entities at over $142 billion; the
costs to U.S. employers and society overall at $156 billion given medical payments and

lost productivity; with an additional $181 billion cost in decreased quality of life. In a
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related study, using data from the 2006-2009 Medical Expenditure Panel Survey and
National Vital Statistics Reports, Thorpe and colleagues (2013) found that indirect costs
to the U.S. economy of racial and ethnic minority men’s health disparities were $317.6
billion for African American men and $115 billion for Hispanic men.

Analysis of data from the Commonwealth Fund’s International Health Policy
Survey and the Organisation for Economic Co-operation and Development revealed
systemic challenges as a barrier to men’s health (Gunja et al., 2022). Authors point out
that there are 16 million uninsured U.S. men, and that affordability was the factor most
cited for not signing up for a health plan, with men with low incomes and high financial
stress least likely to seek preventive care. Among 11 countries studied, U.S. men had
among the highest rates of avoidable deaths and were least likely to have a regular
doctor. As the U.S. was the only country without universal health care, authors posit that
expanded access to affordable and comprehensive coverage may lead to improvements
in men’s health outcomes.

Comprehensive Policy Responses to U.S. Men’s Health Needs

Following the release of the European Commission’s 2011 report on the state of
men’s health, Treadwell and Young (2013) called on the U.S. to issue one with clear
policy recommendations undergirded by recognition of health disparities within
subgroups of men and of SDOH that lead to these inequities. The MHC of APHA
(2011) has issued national men’s health policy agendas for over 10 years, with the first
one calling for related research, greater access to care and health education for men, and
a better trained health workforce. Though a call to action was made by scholars such as

Porche (2012) to advocate for and implement policy agenda goals, and the 2022-2026
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policy platform (MHC of APHA, 2022) called for an inaugural federal Office of Men’s
Health, there has not been significant policy movement toward these targeted outcomes.

Men’s Health Network (2021) asserts that a federal Office of Men’s Health
could save lives, coordinating state-led efforts as the Office of Women’s Health
currently does, while resourcing community-based programming. Other national
nonprofits are also working to promote state and federal men’s health policy, including
Partnership for Male Youth (n.d.), which supports the health and well-being of
adolescent and young adult men. This organization produced a report called “Missing in
Action” which reviewed state, federal, and international governmental websites for
men’s health information, offices, and policies. Their findings indicated a dearth of such
resources in most states as well as on the federal level within health and human service
departments, with a comparatively robust set of resources provided by Australia, the
European Union, WHO Europe, Ireland, and Brazil (Barbour & Sonnenberg, 2021).
Within the U.S. federal government, the only robust initiative specific to men appears to
be fatherhood work under the banner of the National Responsible Fatherhood
Clearinghouse, coordinated by the Office of Family Assistance under the Administration
for Children and Families. As the project’s name indicates, its main purpose is to ensure
fathers fulfill their responsibilities to children and partners, rather than directly attending
to men’s health needs. Still, as more active engagement in fatherhood has been
associated with improved health for both children and fathers (Kotelchuck, 2022), this
work is indeed very relevant to men’s health policy research.

Former President Barack Obama’s My Brother’s Keeper (MBK) Challenge,

whose work continues through The Obama Foundation, is a significant example of
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focused U.S. policy attention directed towards the well-being of boys and young men of
color (BYMOC) around some key SDOH. This initiative was a call to action for public-
private partnerships to improve educational and economic opportunities on the local
level (Dee & Penner, 2021). Though the initial White House Fact Sheet (The White
House Office of the Press Secretary, 2014) announcing the creation of MBK also
included a federal interagency task force that would develop policy proposals and
recommend means to ensure sustained efforts within the federal government, the policy
was operationalized more locally in cities and through enhanced funding from private
philanthropy. The city of Albuguerque was one of many municipalities that answered
MBK’s Community Challenge through partnerships with the University of New Mexico
and others to address the opportunity gap with this population (Damle et al., 2015).

On the U.S. state level, Tennessee is the only state in which the public sector
collaborates on a regular report on men’s health, breaking down data by race, ethnicity,
age, and geographical areas, a practice that Griffith and colleagues (2019) name as
essential within a diverse U.S. context characterized by numerous health disparities. The
reports are authored by Vanderbilt University and created in partnership with the state’s
Department of Health as well as other university and nonprofit partners. By breaking
down the data to subgroups, the report allows for targeted interventions. For example,
the most recent report (Center for Research on Men’s Health, 2020) indicates that
accidents and adverse events is a higher ranked leading cause of death to Hispanic men
compared to Black and White men. Knowing this may spur additional investigation of

both causes and strategies to lower this subgroup’s risk and adverse outcomes.
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Aside from Tennessee and outside of a publicly partnered context, valuable
men’s health report cards have been produced for all fifty states by Men’s Health
Network (2023) through their State of Men’s Health campaign. Within the public sector,
states have some dedicated public resources and programming focused on men’s health
needs, primarily through their public health departments (Fadich et al., 2018). Results of
Fadich and colleagues’ survey-based study of public health departments, however,
indicate that these resources were extremely scarce compared to those allocated for
women’s health. Survey data indicated that 47 of 50 states had a dedicated website for
women’s health compared to 18 for men’s health; 36 states had a coordinator or office
of women’s health compared to 14 for men’s health; 35 states had a commission that
studied women’s health and made recommendations compared to four such states with
commissions focused on men’s health; and all states had liaisons to the federal Office of
Women’s of Health while there were no liaisons for a federal men’s health office
because none exists.

Other private nonprofit groups are active in promoting policies related to men’s
health, including the American Urological Association (AUA; Jameson, 2018), which
advocates around urinary, reproductive, and other medically related issues, including
prostate cancer screenings and fertility benefits for active military and veterans. The
AUA (2014) puts out a Men’s Health Checklist, which is another valuable resource.
Barriers to Comprehensive Federal Men’s Health Policy

The robust literature described here documenting health challenges facing U.S.
men, and particularly disparities affecting men from marginalized backgrounds, would

indicate the need for comprehensive federal policy solutions, so there is a need to
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identify why this has not happened. Nuzzo (2020) posited that recognition may grow if
relevant men’s health outcome data were collated into one convincing source, and if the
lack of policy attention given these issues was also exposed. Though Nuzzo’s article
may serve to further raise awareness, the assertion on reasons for policy inaction seems
unfounded. The extensive literature cited in this paper seems to indicate that there is
knowledge of the issues, but without a corresponding and concerted response. Having
said that, a deep dive into what may be “convincing” for key stakeholders seems much
needed and is a key objective of the current study.

Building off Baker’s extensive work in this area, and others from the global
sphere, there is a need to apply these analyses on the lack of policy action to the U.S.
context. Among the reasons Baker (2020b) offers is political indifference and a lack of
political sensitivity among civil society organizations seeking to spur more societal
action on men’s health. As noted earlier in this chapter, Baker (2020a) also attributes
related policy inaction to patriarchy and lack of clarity within general men’s health
advocacy that men of color and men from other marginalized groups bear the brunt of
men’s health disparities. Writing before the eventual passage of the Australian national
men’s health policy, scholars there identified factors standing in the way of their
government’s systematic public policy implementation. These included medical
dominance, the lack of a men’s social movement, the political and policy climate there,
sociocultural aspects of Australian men and masculinities, and lack of clarity on what
entails men’s health (Lumb, 2003; Smith, 2007).

Alongside these and other examinations of policy barriers facing other countries

and on a global scale, there has been little U.S. focused research on this topic. This has
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left a gap in our understanding of the multiple and nuanced barriers to men’s health
policy action. Reeves (2022) contributes to this literature, citing policy barriers coming
from both the progressive political left and the conservative political right. Among
Reeves’ assertions is that the left is in denial that inequality can run in both directions,
and that the term “toxic masculinity” is unproductive as its pathologizing premise
alienates many boys and men. Reeves also feels the term is unproductive as it
contributes to people laying blame for poor men’s health outcomes on individual
behaviors instead of root structural issues. On the conservative side, Reeves states that
there is a misguided and reactionary desire to turn back the clock and restore traditional
gender roles in which men held more power, and an over-attribution of differences
between gender to biology, which he says the left denies completely.
Strategies to Overcome Policy Barriers

Within a global context and lessons learned from countries that have adopted
national men’s health policies, Spindler’s (2015) case study of Brazil’s national
healthcare policy for men entitled “Beyond the Prostate” may be informative. Spindler
utilizes review of key government documents and key informant interviews with
participants from the public sector, civil society, and academia, describing years of tense
policy debates around adopting a biomedical versus gendered and sociological framing
of men’s health. In the U.S. context, this caution is important as the recent proliferation
of “men’s health clinics” has been driven by a focus on narrower prostate, urological,
and sexual enhancement services, largely leaving out other physical and behavioral

health needs (Houman et al., 2020).
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There are many other lessons the U.S. could learn from countries that have
developed and implemented national men’s health policies. Though programs and
services are needed to support communities being harmed by the current system, public
policy is a key mechanism to spur an increase of broad-based actions aimed at
impacting health outcomes (de Leeuw et al., 2014). Spindler (2015) advises
stakeholders to develop political and advocacy strategies early in the process to help
ensure success and sustainability. In the U.S., while there have been substantial efforts
to advance men’s health, a clear policy advocacy strategy to engage a broad alliance of
stakeholders and get through barriers identified above is not easily apparent. Within the
Australian case, similar to the Brazilian and Irish experiences, there were concerns
around how the Australian men’s health and men’s rights movements intersect in ways
that are anti-women (Salter, 2016). Within their multi-year national consultation
processes, stakeholder engagement, and extensive dialogue within academic, political,
advocacy, healthcare, and other sectors, these critiques surfaced. Important discussions
about how to frame men’s health within broader health equity, gendered, relational, and
intersectional frameworks thus informed final policy documents.

By taking this approach, U.S. men’s health advocates may gain more allies, for
just as some men and men’s organizations have acted as allies to women in efforts to
end intimate partner violence and other women-focused causes, efforts to promote
men’s health issues could benefit from more women allies and additional leaders from
other identity groups. Nicole Greene (2018) of the Office on Women’s Health provided

an example of this type of support. During Men’s Health Month, the office posted a blog
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focused on the need to talk more about men’s depression, explaining how men’s health
matters to women because men are their close relatives, partners, and friends.

In countries with national men’s health policies, there are a notable number of
broadly implemented programmatic interventions and long-term research initiatives that
are currently absent within the U.S. landscape. It appears that having such policies
facilitates this scaling out of targeted health initiatives for men through greater
awareness, funding, and research to document programs’ efficacy and cost-effectiveness.
This appears to contribute to model replication on a national scale. Men’s Sheds are an
example of such initiatives. These Sheds are community-based, informal settings for
typically older, unemployed or retired, socially isolated men to gather and engage in
hands-on activities, conversation, and health promotion activities (Dolcy & Livingstone,
2019; Golding, 2015). Men’s Sheds have been associated through individual studies and
mixed methods systematic review of the literature with improved physical and mental
health as well as social wellbeing (Foettinger et al., 2022; Kelly et al., 2019). There are
currently about 30 sheds supported by the US Men’s Shed Association (n.d.), which aims
to emulate Australia’s success in growing this model. In that country, there are now over
1,200 sheds (Australian Men’s Shed Association, n.d.-a). Though there are no known
published studies of sheds’ efficacy in the U.S., a survey was conducted with Shed
participants by Heinz (2023), demonstrating that men were joining primarily to make
friends and reduce isolation and loneliness as well as to learn and teach skills. A full 97%
of those surveyed felt they were benefiting from Shed participation. AARP reports how
these sheds are helping to address a growing health concern with social isolation

impacting older men (Walljasper, 2019).
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In Australia, the federal government supports the effectiveness and expansion of
Men’s Sheds in various ways. One is the National Shed Development Programme
(Australian Government, 2024), which since the implementation of this country’s first
national men’s health policy in 2010 has helped ensure access to financial resources to
improve and sustain sheds across the country, prioritizing those in disadvantaged areas.
This included an initial investment of $3 million over four years to support the Australian
Men’s Shed Association (n.d.-b) to develop national shed infrastructure and to help
ensure its organizational sustainability (Australian Government, 2010). Since 2010, and
as of July 2023, there had been 26 regular rounds of federal funding to support Australian
men’s sheds (Trengrove, 2023). The country’s 2020-2030 national men’s health strategy
identified sheds as an appropriate setting to deliver health outreach programs (Barbagallo
et al., 2023) and in 2023 the government increased its investment in this initiative with
670,000 additional dollars (Australian Government Ministers, 2023). Given that there
were about 500 sheds across Australia in 2010 (Golding & Brown, 2010), and that in
2024 there are over 1,200 (AMSA, n.d.), it is fair to say that the government’s support for
this public health initiative has contributed to its growth and sustainability, and that its
national strategy has supported this process.

Men’s Sheds are also widespread in another country with a national men’s health
policy, Ireland, and within these Irish settings, programs have been piloted and scaled
through federal funding. The growth of Ireland’s Sheds mirrors the trajectory of its
national men’s health policy, with the first shed launched in 2009 and the first policy
there implemented in 2008. There are now over 400 sheds nationwide, supported over

time by the federal government including a recent investment of one million euros from
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the Department of Rural and Community Development (Government of Ireland, 2023).
Federal dollars go to the Irish Men’s Sheds Association to support Sheds broadly and also
for an embedded initiative called Sheds for Life that is available to every shed member
(Irish Men’s Shed Association, 2023). Sheds for Life is a cost-effective health promotion
program engaging men in physical activity, health screenings, mental health supports,
and suicide prevention training which was studied using a wait list cohort study design
and showed benefits in subjective and mental wellbeing, physical activity, social capital,
and healthy eating (McGrath et al., 2022a; McGrath et al, 2022b).

Addressing a different men’s health issue, MATES in Construction is a research-
based, suicide prevention program that the Australian government operates with partners
in construction, mining, and energy industries. Royal Commission into Victoria’s Mental
Health System (n.d.) states that peer-reviewed evaluations of this program have shown
positive outcomes, including changes in suicide prevention awareness and increases in
workers’ help-seeking. Ten to Men’s Australian Longitudinal Study is another policy-
supported initiative that has made publicly available three waves of health data covering
a national representative sample of three sub-cohorts of boys, young men, and adult men
(Swami et al., 2022). In Brazil, an example of a policy-spurred initiative effecting mezzo
level change through workforce development is the widely available and utilized online
education course in Brazil, “Promotion of Men’s Involvement in Fatherhood and Care”
(Lima & Schwarz, 2018).

One example of a U.S. initiative focused on men that has been implemented
somewhat widely but not scaled across the country is the use of barber shops to raise

awareness and bring health services to African American men (National Institute on
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Minority Health and Health Disparities, 2019). This is a model that has shown positive
health effects for Black men, including reduced hypertension as a key finding in Victor
and colleagues (2018) cluster-randomized control trial. Indeed, there is growing evidence
that barbershop based interventions are effective at health promotion and addressing
chronic disease (Linnan, 2019). Expanding efforts such as this may be more possible
within a CFBMHP, whether through an office or other mechanism for piloting,
evaluating, and scaling out broad-based equity-focused men’s health initiatives.
Summary and Critique of the Literature

This dissertation chapter has presented a broad literature on U.S. men’s poor
health outcomes and disparities impacting marginalized subgroups. Despite this
documented issue and models from within and outside the U.S., there is currently no
comprehensive federal policy designed to address men’s intersectional health needs.
Hesitancy to allocate resources to men as an already privileged group, particularly as it
relates to White men and potentially at the expense of resources for women, has been
identified as one barrier among many, helping to explain the reluctance of the public and
politicians to push for policy specifically targeting men’s health. Although the literature
identifies obstacles to addressing men’s health through policy on a global scale or within
other countries, there is little research focused on U.S. policy inaction. Though one
author cites a lack of awareness about men’s health needs, the extensive number of
relevant studies covered here indicates that other factors must also be at play.

Whatever positive implications this dissertation may have for improved U.S.
men’s health, policy change on a national scale often comes slowly within federal

bureaucracies and for large and diverse countries such as the U.S. Richardson and Smith
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(2011) thus underscore the importance of highlighting small steps, exhibiting patience,
and celebrating incremental successes as momentum is built towards larger goals. The
present study aspires to be one such positive step in the direction of greater action
directed toward improving men’s health by helping to identify barriers to CFBMHP and

strategies to support adoption of such policy.
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Chapter 2 — Theory
Introduction

Epistemologically, the current study is grounded in critical theories and
constructivism wherein the researcher acknowledges there is no single reality of people
who identify as men but rather there are masculinities, and there is no one perception of
men’s needs or ways to meet them but rather a multiplicity of perspectives (Bergman et
al., 2012; Teherani et al., 2015). Given this inquiry’s use of framing theory around men’s
health policy, constructivist approaches are also indicated as framing research aims to
comprehend forces that influence policy and assumes that policy is a social construct
expressed in numerous ways representing multiple legitimate value considerations (Koon
etal., 2016).

Critically based gender theories from feminism as well as men and masculinities
will thus be core, along with social constructionism and SDOH. Intersectionality will
also be instructional as the study acknowledges that gender is but one social location that
influences levels of structural privilege and of systemic oppression experienced by
population groups that hold multiple identities (Hankivsky, 2014). In considering
responses from policy makers and other stakeholders to these issues, social movement
theory will also be informative. In the following chapter sections, a brief portrait of each
theoretical approach is offered. The chapter concludes with ideas on how these
frameworks inter-relate around the current study and its primary aims.

Gender Theories and Intersectionality
In considering theories of men and masculinities, one must base such an

examination in feminist theories from which those emerged. In fact, within feminist
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inquiry dedicated to questioning what justified women being differentiated and
subordinated, feminists have inherently studied men, patriarchy, and masculinity as
sources of these power inequalities (Dowd, 2010). Although Dowd states that feminism
acknowledged power differentials among women within an anti-essentialist approach that
examined intersections of gender, race, class, and sexual orientation, critiques of
hegemonic “white feminism” have called for a more inclusive ideology like that found in
Black feminism, with intersectionality at its core (St. Julien & Hallgren, 2021).
Crenshaw’s (1989) seminal work formally established the concept of intersectionality as
one that acknowledges that multiple oppressions are not experienced separately but
suffered as a singular experience inclusive of subordination based on multiple oppressed
identities, which has significant implications for movement building (Smith, 2013). This
idea helps us comprehend how multiple interlocking identities intersecting at the micro
level of individual experience are reflective of and interlocked with macro level systems
of privilege and oppression (Bowleg, 2012). Keizer (2007) describes how the work of
Crenshaw and other late twentieth century Black feminist critical writers were rooted in
foremothers’ foundational work since the era of slavery that examined how several types
of discrimination work together to create layered effects of oppression.

Critical studies of men began in the 1970s, with Pleck and Sawyer’s (1974)
seminal Men and Masculinity a key building block. The discipline gained steam in the
1980s, including through the work of Connell (1987), who was also a key scholar crafting
a new sociology of masculinity during this period. The field was further grounded during
the 1990s by books such as A New Psychology of Men (Levant and Pollack, 1995) and

Masculinities (Connell, 1995). This latter work critically analyzes masculinities from a
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feminist perspective that is at once grounded in history and acknowledging of the role
individual men play in reproducing patriarchy (Wedgwood, 2009).

These and other authors of this time contributed to dismantling the naturalness or
inevitability of a single construction of men’s gender, instead highlighting the great
plurality of masculinities and ways that men may be stratified within this plurality based
on power differentials and other factors (Ralph & Roberts, 2020). Numerous scholars
have since developed frameworks building on this theoretical foundation, including
Addis and Mahalik (2003) with their concept and measurement of conformity to
masculine norms and its association with various behaviors. These authors explain that
seeking help for health problems may be viewed by many men as a violation of
masculine norms, resulting in avoidance of health care. Gerdes and Levant (2018) found
that strict adherence to masculine norms is not only associated with lowered help seeking,
but also numerous detrimental health outcomes. Courtenay (2000a) draws on social
constructionist and feminist perspectives within a relational context to explain how
actions used by privileged White, heterosexual, well-educated, higher income men to
acquire and maintain power, including suppressing needs and striving for physical
dominance, ultimately undermine their own health. Bates and colleagues (2009) show
how normative masculinity can serve interests of those in power by normalizing men
(often from lower income and racial ethnic minority backgrounds) doing dangerous work
like military service.

Though many unhealthy behaviors and societal problems have been linked to
negative expressions of hegemonic masculinity, or “toxic masculinity,” some scholars

have sought to clarify that masculinity itself is not inherently toxic. Within a recognition
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of the different masculinities that men may express, it is understood that there are toxic
gendered behaviors whose complex roots and varied expressions must be understood to
change them (Salter, 2019). For those seeking to develop in boys and young men a
healthy gender identity and healthy behaviors grounded in a commitment to gender
equality, Wilson and colleagues (2022) examine positive masculinity as a theoretical
framework to ground this work. Within Griffith’s (2020b; 2018) extensive work on
men’s health equity and Black men’s health, which exists at the intersection of men’s
health and health equity scholarship, and of gender with race, ethnicity, and other
marginalized identities, he similarly calls for strength-based approaches. By applying
intersectionality in this way, SDOH and the complex relationships and interactions
between these varied parts of one’s identity can be critically considered vis a vis health
equity challenges and strategies to address them (Hankivsky et al., 2014).
Social Determinants of Health

Since the 1990s a wide body of scholarly evidence has established that SDOH
play a significant role in shaping health outcomes (Braveman & Gottlieb, 2014). The
roots of this social approach to health go much deeper, however, emerging formally
during a post-industrialized 19" century period in which physicians and early public
health leaders recognized how environmental living conditions and socio-economic
factors influenced the spread of disease and overall health outcomes (Irwin & Scali,
2007). Rudolph Virchow, a German doctor and public health activist who authored an
1848 report on typhus in which he critiqued social conditions underlying the epidemic, is
now associated with “social medicine,” a predecessor of SDOH (Schultz, 2008). The

WHO played an important role in developing this approach, with Marmot and
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Wilkinson’s (1999) book, Social determinants of health, closely connected to
organizational efforts to link social position to health, and to reduce risks by improving
people’s socioeconomic and environmental conditions (Osmick & Wilson, 2020).

Although gender is one important social determinant of men’s health, there are
also cultural, environmental, and economic factors associated with one’s identities that
significantly impact the pathways through which stressors, including systemic racism,
may adversely impact men from marginalized backgrounds (Bruce et al., 2015). A
gender-transformative approach recognizes that SDOH greatly contribute to inequities
among and within gender groups, and thus deep systemic changes are needed to eliminate
these disparities (Gonzalez Vélez et al., 2020).

Smith and colleagues (2020a) critique approaches to men’s health that simply
highlight disparities between men and women, as they leave out those from the gender
nonbinary community, discount structural factors that differentially affect men, and fail
to acknowledge linkages between health inequities affecting people from all genders. By
disaggregating public health information by gender and racial ethnic background, clear
health inequities emerge, not just around health but SDOH. A U.S. based analysis
presented by Kaiser Family Foundation (James et al., 2012) revealed that men of color in
nearly every state were faring worse than White men on not only health outcomes but
also SDOH, including income, education, insurance coverage, and health care access.
Social Construction Theory

Social constructionism is an interdisciplinary discourse (Santos, 2015) with roots
in post-modern sociological theorizing about the nature of reality (Andrews, 2012). In

aiming to grapple with the meaning of the social world, Hammersley (1999) described

38



how there was not one objective reality, but rather how reality is constructed through a
social meaning making process. As it relates to issues facing society, social
constructionists like Hammersley see problems as socially constituted rather than
reflecting a single perception of the ‘actual’ condition.

One of the earlier sociological links to social construction theory can be found in
Margaret Mead’s (1934) Mind, Self, and Society, wherein the concept of “symbolic
interactionism” explains how the self is constructed through everyday social interaction
(Nickerson, 2021). The seminal book The social construction of reality (Berger and
Luckmann, 1966), built off work from Mead, Karl Marx, and Emile Durkheim (Vinney,
2019), argues that a taken-for-granted reality is actually socially constructed. It is thus
understood that this reality forms differently for each person based on countless factors,
including their social situation and cultural context. A social scientist’s charge, according
to Berger and Luckmann, is to examine the processes by which knowledge congeals to
make up reality and is thus socially constructed.

Regarding public policy or other concerted responses to social challenges, at the
center of a social construction theory-based analysis is determining when conditions turn
into a social problem in need of action (University of Minnesota Libraries, n.d.) and how
processes of claims making to a social problem resemble or are distinct from each other
(Best, 2018). Blumer (1971) stated that a social problem exists not as an objective
condition with an agreed-upon objective makeup but rather as it is defined and conceived
by society. Blumer presented a five-stage process of collective definition to analyze the
process by which a society deals with a given social problem: 1) emergence, 2)

legitimation, 3) mobilization of action, 4) formation of an official action plan, 5)
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empirical implementation of the action plan. As earlier indicated in this dissertation,
though the poor state of men’s health has been recognized by some, it does not seem to
have gained enough recognition to have fully emerged as a social problem. It is thus not
surprising that CFBMHP efforts have not advanced very far as this is just the
foundational stage.

In their book, Constructing social problems, Spector and Kitsuse (2000) build on
the work of sociologists described above, proposing that through claims-making activities
of concerned individuals and organizations, some social conditions these actors consider
unjust become social facts that then become more likely to be acted upon. These latter
points have relevance to the current study in considering how claims to men’s health as a
social problem may be seen within the context of claims made by other identity-based
groups in the U.S. and claims about men’s health made in other countries.

In the U.S., there are federal offices of women’s health and of minority health, but
none focused of men’s health, and globally there are countries with national men’s health
policies, but the U.S. does not have one. In Australia during the early 2000s, White
(2002, p. 1363) stated that, “men’s health has become an issue of significant public
concern.” White explained that the manners in which we construct and take men’s health
issues seriously are determined by specific types of information, data, research, questions
posed (which in Australia included questions related to Indigenous people and social
inequality), the nature of public debate, and policy formulation. Calls for greater policy
action related to men’s health are underpinned by the premise that the social ill of poor
health outcomes for men overall and particularly marginalized subgroups has become an

urgent need that should be considered a social priority (Treadwell and Young, 2013).
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This dissertation examines how claims about other identity groups’ health and
claims about men’s health made in other countries were perhaps seen as more valid than
those made about U.S. men’s health, why that was, and how U.S. men’s health claims
may be adapted to get similar responses as these other efforts. As Wade (2009) points
out, social interaction is very important in determining how social conditions are
understood and the level at which they are seen as problematic, so it is imperative to
examine the language people use to discuss such issues. Although men’s health needs are
well documented, it seems this social condition has not yet risen to the level of a social
problem requiring urgent broad-based program or policy action, and one reason for this
may be the way that men’s health advocates communicate with others about the issue.
Social Movement and Framing Theories

Speaking at what he referred to as the first major men’s health conference in the
U.S., Will Courtenay (2000b, p. 387) alluded to his earlier efforts to raise men’s health as
a public issue, stating he, “felt like a prophet screaming alone in the wilderness” and that
people’s response was often utter bewilderment. Courtenay posits that the women’s
health movement was much more successful than the men’s health movement because it
was linked to a larger women’s movement while no such broader and coordinated
movement existed for men. Over twenty years later in 2024, though greater attention has
clearly been paid to men’s health within research, practice, and policy, can we say a
men’s social movement exists in the U.S.?

Social movements have been conceptualized in many ways, but Diani (1992)
identified convergence among top authors of that time. Drawing on commonalities within

other scholars’ definitions, Diani described social movements as networks of interactions
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between a plurality of actors, including individuals, groups, and organizations, who are
engaged in political or cultural conflicts through their shared collective identities. By this
definition, perhaps a men’s movement has existed, but certainly it does not seem to have
taken hold or achieved major policy victories like other identity-based social movements
including women’s, civil rights, gay rights, and disability rights.

One main social movement theory derives from McCarthy and Zald (1977),
whose work helped shift understanding of these collective action-based phenomenon
from a grounding in social psychology to more structural theories of social process.
Resource mobilization was a way of understanding how far a social movement might
progress towards its goals — the more time, money, and other resources mobilized, the
more successful it would likely be (Lumen Learning, n.d.). A strand of social movement
theory called new social movement theory distinguishes between earlier and more recent
movements. According to this perspective, earlier ones may be seen as primarily
economic-based and, from a Marxian lens, could be seen as organized responses to the
ills of capitalism. New social movement theories have a stronger focus on cultural and
political influences and have been used to describe movements associated with the 1960s
and onward, such as those organized around gender, race, ethnicity, youth, sexuality, and
environmentalism (Buechler, 2022; Buechler, 1995). Within new social movement
theories, given interconnectedness in a modern and technological world, there are calls to
shift from country level analyses of social movements to a more global perspective.

Another key component of social movement theory is framing, which also exists
as a theory on its own within political science and public policy disciplines. Within the

context of social movements, framing relates to how adherents, adversaries, media, elites,
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and others construct meaning around interests and challenges to these interests (Snow,
2012). Benford and Snow (2000) describe framing as a collective and active reality
construction process that is dynamic and constantly evolving, with interpretive frames
driven by social movement organizations and activists in a way that may not only differ
from existing frames but also challenge them. Within a public policy context, framing
theory explains how an issue can be seen from a range of perspectives and how this
affects ways the issue is considered (Chong & Druckman, 2007). Building on Stone’s
(2002) work examining the impact of framing on political decision making, FrameWorks
Institute (2018) studies how people understand social issues — how the ways in which
information is presented and received influences political agenda setting, policy
formulation, adoption, implementation, and evaluation.

A search for literature on men’s and men’s health movements reveals a dearth of
research, perhaps a representation of how such a movement is not widely thought to exist.
One paper identified various strands, some of whose goals and resulting framings have
been at odds with each other, a dynamic which likely has impeded progress for broad-
based men’s health change efforts. Fox (2004) examined three such strands by surveying
activists from each one — pro-feminist, mythopoetic, and men’s rights — finding not
surprisingly that pro-feminist and men’s rights actors had negative views of each other,
and that participants were generally unfamiliar with other actors’ work in this space.
Blake (2015) describes claims from the men’s rights movement that center on men as
victims of gender-based discrimination, including bias in family courts. At times, rhetoric
and actions from these advocates have veered into misogynistic anti-feminism, clouding

points they raise about systemic treatment of fathers or other issues. The mythopoetic
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men’s movement strand is made up of mostly middle-aged, White, middle-class men who
believe masculinity has been lost in modern society and can be regained through
European mythology-based masculine ritual, and the pro-feminist strand is made up of
men working to support causes including ending sexism and violence against women
(Carey, 1996). While the mythopoetic movement may have been most prominent in the
1990s around the time of Robert Bly’s Iron John, such men’s groups still exist, as do pro-
feminist and men’s rights adherents, each working to forward their respective causes.

Another important phenomenon with significant relevance within examinations
of men’s health policy is the boys and men of color movement which aims to address
inequities facing this population (Philpart & Bell, 2015). Much of this work addresses
SDOH that are structural root causes of inequitable outcomes facing boys and men of
color. In the education sphere, for example, disparities facing men of color have fueled a
movement of college faculty, administrators, researchers, and students dedicated to
changing narratives from deficit oriented to more strength and achievement-based
(Welbeck & Torres, 2019). A significant level of attention within this movement is
directed towards BYMOC, drawing on related movements such as the rites of passage
movement, which beginning in the 1960s led to a resurgence in gender-specific African-
centered practices and programming directed towards African American youth (Warfield-
Coppock, 1992).

This centering of boys and men from racial and ethnic minority groups, including
strengths and assets as well as structural challenges and health disparities experienced, is
also a focus point of men’s health equity researchers, policy advocates, and practitioners.

While a more generalized presentation of men’s health may compare men’s and women’s
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health outcomes, men’s health disparities research considers how men’s health is
influenced by cultural, environmental, and economic factors connected to race, ethnicity,
and other social identities (Griffith, 2018). Both within and outside the U.S., there is
recognition within national men’s health policies, regional men’s health reports, and a
growing body of literature that because of the wide variations in health outcomes among
men from different social, economic, and cultural circumstances, a men’s health equity
frame is imperative (White et al., 2023). Thus, if an article describing strands of the
men’s movement were written today, both the boys and men of color movement and the
global push for men’s health equity would be important inclusions.
Summary and Integration of Theories

A key commonality between the aforementioned theories is around the many
ways a social phenomenon may be viewed, whether masculinities or men’s health. The
theories provide insight on how our understanding and communication about social
issues helps determine how people respond to these issues, along with the level of
resources allocated to addressing them. A social condition may become a social problem,
which then may develop into a social movement with corresponding public policy when
societal challenges are presented in a way that brings people onboard to the point where
actions are demanded and taken. It is hypothesized here that up to the present, men’s
health issues have not been conceptualized and framed in a way that brings enough men
or men’s health allies into a movement that calls for CFBMHP. Through the mixed
methods outlined in the following chapter, these issues will be explored more deeply

among key stakeholders who collectively bring expertise in policy, gender, and health.
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Chapter 3 — Methods
Study Ethics

This dissertation research was supervised by the author’s chair, Dr. Fernando
Wagner, and dissertation committee. An application to conduct the study as exempt was
submitted to the Institutional Review Board (IRB) of the University of Maryland,
Baltimore. The IRB offered a “not human research determination” and thus granted this
exemption, finding that the study did not require IRB review. Despite this waiver, the
researcher endeavored to conduct the study with great integrity, including the
maintenance of confidentiality and anonymity for research participants, providing clear
information about the study purpose and procedures, and securing their consent to
participate.

Connecting Study Aims and Theory to Study Methodology

This study utilized mixed methods, which has been growing in importance within
health research for the holistic picture it can paint of the phenomena under study and the
depth and breadth of findings it may facilitate compared to quantitative or qualitative on
its own (Wasti et al., 2022). Another benefit of mixed methods is triangulation, enabling
researchers to reduce the impact of potential bias and error through utilization of multiple
sources of data from which results are drawn (Tzagkarakis & Kritas, 2023).

As the core purpose of this research is to more deeply examine how policy
barriers and strategies may be understood from various perspectives, a qualitative
methodology will be used for initial data collection (Ford & Goger, 2021). From an
epistemological standpoint, qualitative methods are appropriate to center because more so

than quantitative methods they allow us to view the phenomena under study within its
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context and more comprehensively (Krauss, 2005). Ending data collection and analysis
with a quantitative survey is appropriate for a policy study like this one, wherein the hope
is to narrow a larger number of potential strategies to a smaller number of powerful and
realistic ones grounded in the current social reality and political climate. This
accompaniment of quantitative to qualitative data offers the opportunity for greater
analytic texture within the reporting of results in that the magnitude of importance and
feasibility can be conveyed more richly and comprehensively (Miles et al., 2020).

Although the earlier mentioned theories of social construction and framing relate
to a subjective reality, constructivist realism is an ontology that will also be instructive
here as it acknowledges both the meaning making that occurs during the research process,
and that the social phenomena under study existed before the inquiry began (Cupchik,
2001). Within this framework, Cupchik explains that it is beneficial for the researcher to
empathetically approach each participant with the intention of deeply understanding their
perspective and the realities they inhabit. Critical realism is a related ontology that
integrates an acknowledgement of a “real social world” that people may describe with
some objectivity, but which is inherently informed by various frames, including personal,
social, historical, and cultural (Mukumbang, 2023). Within the current study, these
ontologies create a context within which participants may more “factually” describe the
current state of CFBMHP while critically examining policy inaction and prospective
policy action in ways that are informed by diverse micro and macro level influences.

For both research aims, the study used key stakeholder interviews as the initial
means of data collection, with a quantitative survey follow up, as part of a two-round

mixed methods Policy Delphi. Though the Delphi method may lack a clear theoretical
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framework (Habibi et al., 2014), one philosophical underpinning identified by Brady
(2015) is Dewey’s pragmatism. Within this context, the Delphi method allows
researchers to engage participants as a group that responds to each other’s ideas
anonymously and affordably, including through the use of online meetings and surveys.
Manley (2013) associates the Policy Delphi method with Kantian inquiry systems,
wherein for a problem to be solved one must understand myriad alternative solutions
drawn from a diverse set of experts that collectively can construct an informed decision.
Methodology — A Two-Round Mixed Methods Policy Delphi

Originally developed by the RAND Corporation during the 1950s, Delphi studies
have since proliferated across numerous disciplines, including the health sciences and
public policy. The rationale for using a Delphi is that collective responses from a group
provide richer understanding of the phenomenon under study compared to those coming
strictly from individuals (Sablatzky, 2022). One defining aspect of the Delphi technique
is the aggregation of answers from the previous round of questions, which are then
supplied to participants so they may reconsider, revise, or otherwise re-engage with the
material (Niederberger & Spranger, 2020).

Within a Policy Delphi it is expected there will be a wide range of views from
interest groups, advocates, and other stakeholders so a clear-cut resolution is unlikely and
not even desirable (Turoff, 1970). To broadly represent political viewpoints and the
policymaking process, a researcher utilizing a Policy Delphi is apt to select a diverse set
of participants with divergent opinions on the public issue of interest. Numerous
researchers have utilized Delphi to help inform prospective policies and identify

obstacles to policy inaction and ways to overcome these. Shi and colleagues (2022) used
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the technique to identify stakeholder viewpoints around a prospective national policy for
dementia. A Policy Delphi by Langeni (2020) examined barriers to addressing South
Africa’s skills shortage, which could then provide the basis for identifying strategies to
overcome these obstacles to the country’s economic development. Messner and
colleagues (2016) utilized the Delphi technique to assess barriers to clinical adoption of
next generation human genome sequencing, then conducted additional rounds of Delphi
questionnaires to identify proposed policy solutions.

In the current study, recorded stakeholder interviews were conducted to identify
key barriers to CFBMHP, as well as strategies to support policy adoption. This
functioned as the first Delphi round. In the second round, participants received
preliminary results written up as themes along within a brief survey that was primarily
quantitative and served two purposes. The first function was for member checking.
Member checking in qualitative research involves returning initial results to participants
to see how they feel it matches with perspectives expressed earlier in the research
process, and with their overall experiences (Birt et al., 2016). Member checking enhances
a study’s rigor and trustworthiness, helping to ensure the accuracy of its overall findings
(Brady, 2015). The second purpose of the round two survey was to prioritize strategies
identified in the first round based on importance and feasibility. This integration of
methods and sequencing, referred to as building, allows the qualitative data collection
and analysis to inform the creation of the quantitative follow up (Fetters et al., 2013;
Ridde & Olivier de Sardan, 2015). Pluye (2023) frames this ordering as a sequential
exploratory design, highlighting the power of integrating stories then statistics to confront

policy challenges that are complex and difficult to resolve.
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Although the rationale to utilize a quantitative second round of data collection
now seems clear, it must be noted that the study author originally intended to conduct a
completely qualitative Policy Delphi. The hesitancy to shift to a quantitative second
round was based on concerns that it would reduce and distill participants’ complex and
nuanced perspectives to a set of numbers (Green et al., 1999). The fear was that those
seeing the study may simply focus on strategies that scored highest without taking
enough account of the valuable context needed to implement those strategies
successfully, and without acknowledgment that for complex social problems, a great
many solutions are needed. This did not seem aligned with the study author’s inductive
approach nor the study’s more critical and constructionist theoretical underpinnings.
Upon deeper reflection, however, the many benefits of a mixed methods Policy Delphi
outweighed these concerns. Policy Delphis have a demonstrated commitment to
identifying diverse perspectives instead of seeking consensus and can help prioritize
strategies for short and long-term action. The quantitative round in this study helped to
narrow the rich and expansive set of implications to a more digestible set of key
takeaways, which nicely complement the wider breadth of qualitative findings from
which stakeholders could also learn.
Sample and Procedures

The purposive sample for this study was organized around key stakeholder
subgroups, which helped ensure that the issues under study were not examined through
just one lens and a variety of perspectives were included (Nyanchoka et al., 2019).
Efforts to secure a diverse sample were driven by both research ethics and methods.

Because men’s health equity disparately affects men from minoritized and other
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marginalized backgrounds, by engaging these populations as participants the suggested
strategies are more likely to be relevant to these impacted populations (University of
California, San Francisco, n.d.). Also, unlike within a traditional Delphi wishing to find
consensus around a technical topic that can be more easily quantified, a Policy Delphi is
designed to engage a heterogenous group around messy policy issues in order to unearth
a multitude of issues and opinions (Manley, 2013).

As national men’s health policy development in countries that have adopted such
measures used a deep consultation process (Australian Government, 2010; Lima &
Schwarz, 2018; Richardson & Carroll, 2008), this study’s data collection process may be
seen as initial stakeholder engagement that can inform broader outreach efforts in the
future. This methodology was also selected because it represents commitments to
mutually beneficial learning within community-engaged research focused on health
equity (Wallerstein & Duran, 2010). Beyond Delphi specific studies, there is a broader
literature grounded in engaging key stakeholders to generate ideas for prospective public
policy. For example, Blanchet and Fox (2013) used a stakeholder analysis to inform
Vermont’s consideration of a single-payer health care system. Engaging key stakeholders
is an important research methodology for public health policy decision making, as it
helps identify areas of agreement and disagreement, as well as drivers of those
differences (Lemke & Harris-Wai, 2017).

There were four targeted stakeholder groups engaged for the study sample:
healthcare, research, public policy, and advocacy. Selection of participants was guided by
the identification of potential representatives from each targeted stakeholder group, with

the criteria that they had worked extensively in the areas of health, gender, and/or policy.
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There was an effort made to secure a relatively equal number of participants from each of
the four stakeholder groups. To further ensure diversity of viewpoints, which is
particularly important given the national scope of this study, participant selection was
also driven by the intent to account for demographic factors including gender, racial and
ethnic background, age, and geography. The sample aimed to be inclusive of those who
may not see CFBMHP as a priority or even needed, including leaders working on
women’s health policy. During this process, a spreadsheet was used to track prospective
and committed participants, so that targeted outreach could be conducted for groups that
were not represented or under-represented up to that point.

The original list of potential participants was created based on contacts from the
study author’s twenty-five years of experience in this field. Umbrella groups that are
active in these issues were also consulted to generate potential participants and facilitate
introductions, including The MHC of APHA and the Center for Men’s Health Equity of
Georgetown University. To recruit stakeholders, an email invitation was sent describing
the study purpose, risks, benefits, and other key details. As prospective participants
consented to take part in the study, interviews were scheduled and conducted. Snowball
sampling techniques were also utilized with participants from earlier in the study,
resulting in new potential targets or more direct connections to those already targeted to
participate. To supplement the author’s contact list and recommendations from
colleagues and study participants, online searches were conducted based on the type of
participant being targeted, which was also a fruitful strategy.

As it relates to data saturation, or the point at which new data are representative of

ideas expressed in prior data (Saunders et al., 2018), since the breadth of perspectives
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related to men’s health policy was anticipated to be very wide, the concept of diminishing
returns was utilized (Mason, 2010). This process entails assessing the point where
conducting additional data collection yields some additional benefit, but not much.
Within this context, and an anticipated need for a sample size of approximately 12-16
participants, it was assessed that there was increasing and sufficient overlap of ideas as
the sample grew to its final count of 16. It must be acknowledged, however, that there
continued to be unique perspectives expressed throughout. This is not surprising for as
Mason points out, there is always the chance for new understandings to be gained from
rich and complex qualitative data. Within the reflexive thematic analysis (RTA) approach
of this study, Braun and Clarke (2019a, p. 10) advocate against a ‘no new’ approach to
data saturation and for an ongoing, “interpretative judgement related to the purpose and
goals of the analysis.” For the current dissertation study objectives, the author assessed
that 16 participants were sufficient.
First Round Stakeholder Interviews

Semi-structured in-depth interviews, which are commonly utilized in research
involving health professionals (Jamshed, 2014; Whiting, 2008), were used as the initial
form of data collection for this study. All interviews took place during March and April
2023. Though organized around a set of predetermined questions, this methodology also
allows for reciprocity between researcher and participant wherein new questions also
emerge from the dialogue. In this way, the participant moves from the role of information
conduit to active participant in meaning making (DiCicco-Bloom & Crabtree, 2006). The
targeted length of interviews was 60 minutes, so participants would not feel time-

pressured to answer questions substantively, and to mitigate risk of them being unable to
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participate or distracted if the interview time were too long (Government of the United
Kingdom, 2020). Most interviews were within 10 minutes of the anticipated one hour in
length, however there was one that was below 50 minutes and three that lasted longer
than 70 minutes. Interviews were conducted via Zoom using the software’s recording
feature for video conference interviews. The study author contracted the GoTranscript
service for transcription, which offers a guarantee of over 99% accuracy. Each transcript
was reviewed and for the few words that GoTranscript had marked as unintelligible, the
study author listened to interview recordings and updated content, which was possible
except in very rare instances. Because stakeholder interview participants were operating
within their paid professional capacity while offering their time, additional compensation
was not offered (Ruedin, 2016).

The interview guide was developed to provide a roadmap, with questions
prioritized so that the researcher would know which ones to leave out if limited time
became a factor. The literature review, research aims, and goal to establish rapport all
informed key sections of the guide. By conducting the literature review throughout the
research process, including examining men’s health policy documents and websites of
key men’s health organizations, the researcher continued to gain valuable context that
informed questions included in the guide (Bowen, 2009). Once a final draft interview
guide was established, the tool was pilot tested with three stakeholders and edited based
on feedback and the researcher’s own reflections. Including pilot testing as part of the
study process contributes the credibility and dependability of qualitative research results
(Pratt & Yezierski, 2018). Interviews with two of the three pilot test participants were

included as part of the data analysis as the individuals met the inclusion criteria and
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because there was minimal editing made to the study guide from pilot testing. The final
pilot test participant was not included in the sample as their interview content veered too
far from the intended topics.

Before the core questions were posed during participant interviews, the researcher
collected demographic data for descriptive statistics. Participants were asked to provide
their race, ethnicity, age, gender, state where they primarily work, and field(s) in which
they work: research, advocacy, public policy, and/or health care. The main interview
questions are listed below and the full interview guide, including probes, is included as
Appendix 1.

1. I’d love to learn about your connection to some of the study’s core issues:
men’s health, men’s health equity, and men’s health policy. Could you
describe your connection to these issues that we’ll be speaking about today?

2. How would you describe what exists currently in the U.S. as it relates to
comprehensive federal policy to improve men’s health?

3. Ifthe U.S. had a comprehensive federal policy to address men’s health, what
would it look like?

4. What are some reasons you think the U.S. does not have comprehensive
federal policy intended to address men’s health needs?

5. What would be necessary circumstances to bring about comprehensive U.S.
federal policy focused on men’s health — what do you see as critical to
making it happen?

To minimize bias, specific ways that these policies have been operationalized in

other countries and with other identity groups in the U.S. (as probes under question four)
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were brought up only after hearing participants’ ideas for a prospective CFBMHP (in
question three). This was particularly important because the researcher conducted the
inquiry while connected to organizations that were advocating for a federal men’s health
office to be formed and with the personal sentiment that this would be positive. Taking
this step within the interview guide design was therefore particularly important. Though
intentionality was used in the ordering of questions, these specific prompts were included
based on the unique contributions to public policy that qualitative research has
demonstrated when participants are presented with specific options to consider. These
benefits include greater understanding of how people interpret and respond to the policy
question at hand and raised awareness to any potential unintended and harmful
consequences to populations served (Maxwell, 2020). Anticipating potential adverse
policy consequences and designing targeted strategies that optimally meet the needs of
marginalized groups are relevant here given that there is pending legislation for a federal
Office of Men’s Health and other advocacy efforts underway.
Second Round Follow Up Survey

The second round of this Policy Delphi was included for member checking and to
establish which of the many strategies described during round one were seen as most
important and most feasible. Data was collected during October 2023 via an online
survey designed and administered using Qualtrics software. Participants were sent an
email with the survey link and given two weeks to respond. Attached to this email was a
5-page single-spaced document representing the preliminary findings of round one
interviews. Reminder emails were sent during week two, and for the two participants that

missed the initial deadline, email follow ups were sent to maximize the response rate.
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One of these participants completed their survey eight days after the initial deadline. The
final participant did not submit theirs within two weeks of the original deadline, at which
point the extended period for survey completion closed.

Participants were instructed to first read the preliminary findings document, then
to take the survey. There were two survey statements offered for the member checking,
both using a 5-point Likert scale that gauged agreement (1 — strongly agree, 2 —
somewhat agree, 3 — neither agree nor disagree, 4 — somewhat disagree, 5 — strongly
disagree). The first assessed to what extent participants felt the preliminary findings were
inclusive of perspectives they offered in the first-round interviews, and the second
assessed to what extent they felt the preliminary findings accurately captured
perspectives they shared in their interview. For each question, participants were offered
the opportunity to explain their answer in a narrative text box. For the first one, they
could explain what perspectives they felt were excluded from the preliminary findings.
For the second one, they could clarify any perspectives they felt were portrayed
inaccurately. A final opportunity to offer narrative content was provided to participants at
the conclusion of the survey for anything else they wished to express. This structured
format for member checking using targeted questions about initial findings, instead of a
transcript review that may not yield substantive feedback, strengthens the credibility of
qualitative research results (McKim, 2023).

The second purpose of the round two Delphi survey was to ascertain which of the
many ideas that participants had offered during interviews around ways to facilitate the
adoption of CFBMHP should be seen as top priorities to pursue. Prioritization of options

for policy creation generated from earlier Delphi rounds is a common use for later rounds
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(Haynes et al., 2016; Toorang et al., 2022). Using the Policy Delphi in this way helps to
make final study results more actionable and likely to lead to needed policy change
(Fletcher & Marchildon, 2014).

Similar to Toorang and colleagues’ (2022) research, which sought to examine and
prioritize policy options to address childhood obesity in Iran, the current study selected
criteria upon which participants could rate them using a 5-point Likert scale. There were
46 strategies drawn from the preliminary qualitative results which were presented to
participants and two criteria by which they assessed them. One criterion was importance,
described as, “the potential to influence the adoption of CFBMHP.” Participants were
asked to rate each strategy on a scale of 1 to 5 (1 — Very important, 2 — Somewhat
important, 3 — Neither important nor unimportant, 4 — Somewhat Unimportant, 5 — Very
Unimportant). The second criterion was feasibility, described as, “how realistic it is that it
would be implemented.” Participants were asked to rate each strategy on a scale of 1to 5
(1 — Very feasible, 2 — Somewhat feasible, 3 — Neither feasible nor unfeasible, 4 —
Somewhat unfeasible, 5 — Very unfeasible). The strategies were organized and presented
to participants in the survey under five headings which pertained to the qualitative themes
from the preliminary findings. The 46 strategies, along with mean scores by importance
and feasibility, are presented in the Results section.

A key decision in constructing the survey was to focus on more deeply exploring
strategies and to leave out further examination of barriers. One reason for this choice was
to prioritize providing the most practical and readily usable information to advocates and
others in the policy realm. As Scott and colleagues (2019) explain, researchers often do

not provide findings that are actionable enough to policymakers, who tend to take prompt
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action based on political opportunity or crisis. Another reason was because participants
were prompted to consider barriers as they offered strategies, so study results may be
seen as inclusive of those obstacles. Finally, as one participant pointed out, there is
fatigue from impacted communities based on researchers’ penchant for problem-focused
inquiry, so prioritizing strategies may be more appreciated for their change-oriented and
solution-focused nature.
Data Analysis
First Round Interviews

To analyze the interviews, thematic analysis (TA) was selected as a useful method
for exploring the various perspectives of study participants, and for the pathway it offers
to a deep and complex understanding of data sources (King, 2004). The analysis was
conducted using NVivo 14 software, first to annotate and capture important in vivo
quotes during the familiarization phase of analysis, then to establish codes and themes
during subsequent phases. After initial coding was performed on five of the 16
interviews, a codebook was established and subsequently utilized to code the remaining
11 interviews. The codebook consisted of thematic “nodes,” an NVivo tool which allows
researchers to create categories of data then organize the data by coding relevant content
to those nodes (Dhakal, 2022). As the moniker implies, these nodes facilitate the
subsequent creation of themes and thus make NVivo a compatible computer-assisted
qualitative data analysis software (CAQDAS) tool to use with TA (Zamawe, 2015).

TA has been highlighted within public policy studies for its ability to provide both
rich detail and opportunities for the researcher to identify broader patterns (Kamali,

2018). Padgett (2017) also cites TA’s broad utilization to identify commonalities across
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study participants, which in the current study helped to identify points where the varied
policy-related perspectives of stakeholders began to coalesce. Braun and Clarke’s (2006)
six-step TA process was utilized to move from coding to final themes to representing
these within the results chapter of this dissertation using empirical evidence that directly
addresses the research aims. As Braun and Clarke’s original framing of TA has shifted
over the years in a way that represents this author’s commitment to reflexivity within
research, the more modern incarnation known as RTA was utilized (Braun and Clarke,
2019). Reflexivity helps the researcher maintain awareness and transparency related to
how their positionality, subjectivity, and biases are influencing decisions made during the
research process (Braun & Clarke, 2022), which in turn supports the reader in assessing
the trustworthiness of knowledge created by the study.

Within their original presentation of TA, Braun and Clarke (2006) characterize it
as a flexible qualitative method that can be applied across a wide range of theoretical and
epistemological approaches, and which can offer a rich, detailed, and complex account of
study data. Within TA, coding and theming are described as an organic process, wherein
new patterns of meaning may be found as the researcher becomes more familiar with the
data and advances through stages of the analysis (Byrne, 2022). While the method is
flexible, the authors provide clear guidelines for its application, including a 6-phase
process for identifying, analyzing, and reporting patterns, or themes, within data. It is also
imperative, the authors note, for researchers using RTA to be clear and transparent about
the theoretical framework utilized by their study as well as about other important

decisions they make throughout the process.
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In the current inquiry, a constructionist (versus essentialist) approach and critical
(versus experiential) orientation grounded the study, though since constructivist and
critical realism also are influences, the method of RTA utilized was situated at the
intersection of individual meaning making and social context. This approach aligns well
with the person-in-environment framework from social work and with Braun and
Clarke’s (2006) description of TA as a method that dually functions to reflect reality and
to unpack or unravel the surface of ‘reality.” This study identified patterns in the data
using an inductive approach instead of fitting the data into a predetermined codebook
aiming to confirm a particular theory. Though Braun and Clarke present researchers with
the option of identifying themes at the semantic (descriptive) or latent (interpretive) level,
this study examined data using both lenses, similar to qualitative health research using
RTA conducted by Campbell and colleagues (2021). Along a spectrum of semantic and
latent, the author was primarily descriptive, having asked follow-up interview questions
to extract further meaning from responses that seemed ripe for deeper exploration.

All these advance reflections and acknowledgments to the reader in a data
analysis plan such as this one are what makes Braun and Clarke’s (2019) RTA distinct
and important. Within this process the researcher is aware of and honest about how their
theoretical orientation and philosophical sensibilities influence the research process,
acknowledging that study themes do not passively emerge but are actively constructed at
the intersection of data, analytic process, and subjectivity.

Below is a description of the 6-phase TA process (Braun and Clarke, 2006)

utilized in this study, with corresponding steps taken by the author for each one:

61



Familiarizing yourself with your data: Read transcribed data multiple times;
jotted down initial ideas; highlighted text that presented as powerful quotes
Generating initial codes: Systematically coded the entire data set through
creation of a codebook and collated data with relevance to each code
Searching for themes: Grouped codes into potential themes, with data thus
organized by its relevance to these potential themes; created visual to better
understand themes

Reviewing themes: Verified if themes matched up against coded extracts and
against entire data set; adjusted themes and placement of data as needed;
examined visual to ensure themes’ independence and that together they
captured perspectives of the data set

Defining and naming themes: Continued analysis to hone specifics of each
theme and larger story the analysis told; created names for each theme and
defined these through the write up

Producing the report: Continued analysis till the end by selecting compelling
data extracts and integrating these into scholarly report (in this case,

dissertation results chapter) connecting analysis to research aims

To collect descriptive statistics during round one interviews, questions were posed

in an open-ended fashion for age and race, with ethnicity posed as Hispanic or non-

Hispanic. Age responses were categorized using groupings from a CDC (2021) report on

U.S. morbidity and mortality: 18-39, 40-64, and 65 and older. Race and ethnicity were

analyzed and will be reported under the umbrella term racial ethnic group, based on

responses from two participants who stated Latino and Mestizo for their racial group and
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one who stated Puerto Rican for their ethnicity. Though most participants responded with
“male” or “female” for their gender, the study author reframed these responses to “man”
or “woman,” in line with definitions of gender and sex posed by the Office of Research
on Women’s Health (n.d.-a). Responses to the state where participants primarily work
were grouped by geographical areas using the four regions established by the U.S.
Census Bureau (2021): Northeast, South, Midwest, and West. For the field(s) in which
participants worked, among four choices offered (public policy, advocacy, health care,
research), all chose two to four with much variation in the way they explained the extent
to which they engaged in each. The researcher thus established a point system. With one
point per participant, percentages (expressed as decimal points) were allocated to fields
based on participants’ descriptions of the amount of time they spent working in each. The
total number of points accumulated per field across the total sample was then reported to
give a sense of which ones were more or less represented.
Second Round Survey

Data from the round two survey were analyzed by calculating a mean importance
score and a mean feasibility score for each of the 46 strategy-focused survey items, which
were measured using a 5-point Likert scale. The scores were reverse coded so that 1
represented very unfeasible or very unimportant, and 5 represented very feasible or very
important. For each of these criteria, the strategies that scored in the top 33% were
highlighted as priorities and examined more closely. A mean total score by theme was
also calculated by taking the mean of all the strategy scores included under each theme.

This was done for both importance and feasibility.
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For the member checking quantitative questions related to inclusion and accuracy
of study participant perspectives, each of which used a 5-point Likert scale, the means
were calculated and scores were also reverse coded. Qualitative data offered through
participants’ text box comments related to member checking and any additional
perspectives they offered were reviewed to assess what additional insights they might
offer. These additional sentiments are described within the round two results section.
Methods to Enhance Credibility

To help ensure trustworthiness of the data analysis, the study employed numerous
strategies. Lincoln and Guba (1985) introduced five criteria for the trustworthiness of
qualitative data: credibility, transferability, dependability, confirmability, and audit trails.
Nowell and colleagues (2017) situated numerous strategies that contribute to these
criteria within Braun and Clarke’s (2006) 6-phase TA process. Drawing from these
strategies, as well as others elucidated by Johnson and colleagues (2020), below are
actions the study author took.

1. Familiarizing yourself with your data: Documented theoretical and reflective
thoughts in a reflective journal, where analytic memos were also kept,
including on theory, codes, and themes; stored data within well-organized and
secure files

2. Generating initial codes: Kept notes of this process within reflexive journal;
maintained audit trail of code generation

3. Searching for themes: Maintained detailed notes and visuals as themes were

generated and connections between themes were made
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4. Reviewing themes: During all stages, worked closely with dissertation chair,
with other committee members also consulted, constituting a form of
researcher triangulation and vetting; returned to raw data to verify themes

5. Defining and naming themes: Documented theming process within journal;
kept a clear audit trail throughout process

6. Producing the report: Provided detailed description of coding and analysis;
offered thick and rich descriptions including in vivo quotes; explained reasons

for key study choices; integrated reflexivity around positionality and bias
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Chapter 4 — Results

The results of this mixed methods two-round Policy Delphi will be presented
separately by round in this results chapter, then examined to assess what they offer in
conjunction with each other in the discussion chapter. The themes from round one will be
presented here in a more descriptive manner with an elaboration of their connection to
theory, literature, current socio-political context, as well as researcher reflexivity,
reserved for the discussion chapter. The reason for this approach is that a key study
objective is to provide clear and actionable content for policy makers, advocates, policy
allies, and practitioners, which an integration model of results and discussion content may
impede (Braun & Clarke, 2022). For each theme presented in this chapter, there will be
separate barriers and strategies sections, except for the first theme which solely
establishes the lack of current federal policy targeting boys” and men’s health. Before
proceeding to qualitative themes and quantitative prioritization of policy strategies,
however, a more detailed presentation of the final sample will be offered.
Description of Research Participants

The study sample consisted of 16 key stakeholders with extensive experience in
health, gender, and/or policy. The work of many participants had a focus on the health
and wellbeing of boys and men. Study sample characteristics are outlined in Table 1. The
sample was predominantly men (56%) but with significant representation of women
(38%) and one person who declined to state (6%). The racial ethnic make-up was 38%
White, 31% Black or African American, 19% people who identified as Puerto Rican or
Latino and Mestizo, 6% Asian American Pacific Islander, and 6% American Indian. The

sample was overwhelmingly in the middle adulthood range of 40-64 years (63%), with a
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smaller number of older adults 65 years old or above (25%), one participant in the young
adult range of 18-39 years (6%), and one person who declined to state (6%). The
breakdown of where participants primarily worked was 38.5% in the South, 25% each in
the Midwest and West, and 12.5% in the Northeast. In terms of the field(s) in which
participants worked, using the point system described earlier, health care (with one
participant’s response of “healing” grouped here) was most represented (5.5 points),
public policy second (5 points), research third (3.5 points), and advocacy the least
represented (2 points).

Table 1

Study Sample Characteristics (n = 16)

n %

Gender

Woman 6 37.50

Man 9 56.25

Declined to state 1 6.25
Racial ethnic group

American Indian 1 6.25

Asian American Pacific Islander 1 6.25

Black or African American 5 31.25

Latino/Mestizo or Puerto Rican 3 18.75

White 6 37.50
Age

Younger adulthood (18-39) 1 6.25

Middle adulthood (40-64) 10 62.50

Older adulthood (65 and older) 4 25.00

Declined to state 1 6.25
Geographical region

Northeast 2 12.50

Midwest 4 25.00

South 6 37.50

West 4 25.00
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Qualitative Results
The themes from round one qualitative interviews are listed here and summarized
with a brief description of each one’s characteristics in Table 2.
1. A Limited Landscape of Federal Boys’ and Men’s Health Policy — “Pockets of
Activity Here, There, and Everywhere, But Nowhere in Particular”
2. Getting at the Root with Structural Problems that Impede CFBMHP — “Do We
Have the Wherewithal?”
3. Addressing Bias with Strength-Based Intersectional Approaches — “You Don’t
Deserve to Have this Human Experience”
4. Increasing Societal Value of Boys’ and Men’s Health — Addressing Patriarchy

and “Which Men?” Concerns

5. Engaging Boys and Men Effectively in Health Services and Advocacy —

“They’re Not Marching in the Streets. They’re Not Mama Bears”

6. Creating Momentum through Strategic Communication, Coalition, and

Consensus Building — “What Will Be the ‘It” We Can All Rally Around”

Table 2

Study Themes, Summary Descriptions, and Representative Quotes

Theme Name

Summary Description

Representative Quote

A Limited Landscape of
Federal Boys’ and
Men’s Health Policy —
“Pockets of Activity
Here, There, and
Everywhere, But
Nowhere in Particular”

There is not a coordinated,
coherent set of policies and
programs targeting men’s health
which may be seen as the
country’s plan, approach, or
strategic framework.

“It’s a complete state of disarray
with pockets of activity here,
there, and everywhere, but
nowhere in particular with respect
to any synergy.”

Getting at the Root with
Structural Problems that
Impede CFBMHP — “Do
We Have the
Wherewithal?”’

Barriers included political,
economic, and criminal legal
systems, individualism, and
historic oppression. Participants
questioned will for addressing
such deeply rooted challenges.

“When I think of federal policy, I
think of a systemic process to
address a problem that we need to
prevent, but do we have the
wherewithal?”’
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Table 2 continued

Addressing Bias with
Strength-Based
Intersectional
Approaches — “You
Don’t Deserve to Have
this Human Experience”

Bias towards men and especially
marginalized men impedes policy
action. Strength-based,
intersectional approaches,
inclusive of all boys and men, and
social determinants of health were
offered as strategies.

“I’m not sure if we as men, as
male identifying, whether we’re
willing to be placed under the
same umbrella that says our health
is important...if you’re a Latino
man, an African ancestry man, a
White man, a gay man, how can
you put me in the same category as
a gay man? That’s where we are
rooted in that level of homophobia
that we don’t critically examine.”

Increasing Societal
Value of Boys’ and
Men’s Health —
Addressing Patriarchy
and “Which Men?”
Concerns

Men’s health policy is not
prioritized as many feel men,
particularly White men, are
already advantaged. Participants
offered as strategies to align
efforts alongside those for
women’s, family, and community
health, and to stress focus on men
with greatest need.

“When | talk about young men’s
health, | always put the caveat, I’m
not in competition. I’m not
saying...we need to pay attention
to males more than females. | just
mean, | think we need to pay
attention.”

Engaging Boys and Men
Effectively in Health
Services and Advocacy
— “They’re not Marching
in the Streets. They’re
not Mama Bears”

Many men are disconnected from
health care based on lack of
access, distrust of the system, lack
of system responsiveness, and
gender socialization. A life course
approach, regular check-ups,
gender sensitive health care
approaches and re-socialization to
greater help seeking were named
as strategies.

“If the helpers don’t themselves
have a(n) understanding of how
gender can impact men’s
experiences and the symptoms that
they experience, then having that
access can be horrible. That also
contributes to why men on average
tend to drop out of treatment
more.”

Creating Momentum
through Strategic
Communication,
Coalition, and
Consensus Building —
“What Will Be the ‘It’
We Can All Rally
Around”

A divisive political climate and
lack of coordinated advocacy or
basic agreement on core issues
and messaging are barriers.
Convening government and civil
society stakeholders, including
residents, to build consensus was
a key strategy. For some, the ‘it’
could be a federal men’s health
office; others promoted a broader
gender health initiative.

“In this political moment, what
will be the ‘it’ that we can all rally
around that will transcend the
extreme right and the extreme left
and everyone else in the middle
around men’s health?”

For themes two through six, the following content is organized into two

subsections, the first for barriers, or reasons for boys’ and men’s health policy inaction,

and the second for strategies, or conditions which would facilitate greater policy action.
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Theme one does not utilize this format, as its purpose is for context setting around the
lack of CFBMHP, which subsequent themes more deeply examine.
Themes from Round One Interviews

Theme 1: A Limited Landscape of Federal Boys’ and Men’s Health Policy —

“Pockets of Activity Here, There, and Everywhere, But Nowhere in

Particular”

Results indicated that there is not a coordinated, coherent set of policies and
programs that aim to address men’s health which may be seen as the country’s plan,
approach, or strategic framework. Even when considering related policies that are not
comprehensive, participants cited little. One described limited policy activity as
fragmented, stating, “It’s a complete state of disarray with pockets of activity here, there,
and everywhere, but nowhere in particular with respect to any synergy.” The work of the
Congressional Men’s Health Caucus was mentioned for its clear focus however concerns
were raised about its limited activities and impact.

Participants pointed out that this lack of CFBMHP exists alongside data that
indicate a greater need, and clear benefits that would be derived from such policy. One
noted that men die at higher rates than women of most leading causes of death. Specific
issue areas cited included mental health and suicide rates, where, “75% of them are men,”
and homelessness, where “the majority are men.” Disparate impact on racial and ethnic
groups of men was also raised, including within substance use overdose deaths. Among
benefits cited of having a comprehensive federal men’s health policy was that, “they’ll be
focusing on men’s health, not only policy but practices and investment in resources,”

which could help men live longer and by extension, also support families.
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Participants indicated that the federal boys’ and men’s health policy that does
exist is not comprehensive in nature, rather it is most often tailored to an issue and/or
population group with a lack of intersectionality and without framing it as targeted by
gender. Related policy may be framed as minority health instead of men’s health. There
has also been policy that impacts gender and sexual minority men related to HIV/AIDS
and monkeypox. Veterans’ suicide was another issue cited. Like the military, prisons are
another government arm serving mostly men, where one participant felt that because of
contracts, “with for-profit health providers,” the “quality of healthcare pretty much
suffers.” The federal fatherhood initiative was critiqued as sporadic, uncoordinated, not
focused on men’s health or wellbeing, and not reaching local communities sufficiently.

Within participants’ consideration of the federal Office of Disease Prevention and
Health Promotion’s (n.d.-a) Healthy People 2030, the U.S.’s 10-year strategy to address
the nation’s population health, there were numerous limitations cited. One participant
described this as a generalist approach lacking prioritization of specific population
groups’ health disparities. Considering how Healthy People only identifies four health
priorities for men (there are 35 for women) and the narrow scope of these being related to
prostate cancer and men’s reproductive health issues, one participant stated that it
“overlooks the mind, the emotional issues that we tend to see in male populations.”
Speaking on the government’s larger role in addressing prostate cancer, another stated,
“You expand that to other parts of men’s health, I think it falls off a cliff pretty quickly.”

Besides expressing that existing men’s health policy is very limited, numerous
participants felt some of what does exist needs to change. Many federal policies were

named as restrictive and exclusionary to men and thus in need of alteration or
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elimination, including those related to the enforcement of fathers’ child support payments
and resulting incarcerations. Even when gender-related policy is intended to be applied to
all genders, some federal agency initiatives meant to raise awareness of the impact of
gender on health are more narrowly interpreted as women’s policy.

Participants uniformly described a lack of CFBMHP and a dearth of related
federal public policy, however, there were some exceptions noted. A positive step
described by one participant was the use of Medicaid expansion to provide greater access
for men from low-income backgrounds, but this was a state-by-state decision. MBK was
also uplifted for its generational effort to put boys and men of color on the national
platform through former President Obama’s call to action and the many communities
throughout the country which answered this call. Given that some federal grants that
target boys’ and men’s health may be framed as “minority health,” one participant
advised to examine funded projects within this context, including through searchable
databases to identify relevant initiatives.

Theme 2: Getting at the Root with Structural Problems that Impede

CFBMHP - “Do We Have the Wherewithal ?”

Reasons for Boys’ and Men’s Health Policy Inaction

Participants identified structural barriers to CFBMHP related to political,
economic, criminal legal, education, and health care systems, as well as a history of
individualism and oppression towards marginalized groups. The complexity of U.S.
federalism was cited as an obstacle, with participants describing how the federal
government’s limited influence on state policy contributes to “fragmented” health care

and education systems characterized by much variability. The U.S. was described as a
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“reluctant welfare state” where health is not prioritized nor a human right, despite what
one participant expressed as a clear expectation of industrialized countries to provide
basic services to its people. The American ethos of, “individualism as opposed to
collective action” also was mentioned, which has been heightened by gender socialization
for men towards “bootstrapping or duct-taping” when health conditions arise. One
participant explained that behind this dynamic is a stigma that men experience when they
do express how they truly feel, which creates an inability, or least reluctance, to engage in
vulnerable conversation and articulate what they need.

To me there’s an individualism in the American ethos that I think is a particular

impediment to men simply because there’s a stigma to engaging in a

conversation. From that stigma, men also are unable to articulate or unable to use

vocabulary to explain how they’re feeling.

The U.S.’s diversity was also cited, as within an overarching federal policy it may
be challenging to meet each subgroups’ distinct health needs. However, issues related to
the U.S.’s population heterogeneity were not limited to a multicultural population
necessitating tailored health services. More consequentially and insidiously, the historical
intersection of “capitalism, colonialism, and White supremacy” through which men of
color have been commaodified from the time of slavery to mass incarceration was cited as
a form of systemic violence, family separation, and community destabilization. Said one
participant, “the most vulnerable in our society are not inherently vulnerable but rather it
is the structure of our society that excludes and marginalizes,” contributing to division,

“among classes of people” around health information and access.
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Related to the division of people by class in the U.S., a key policy driver
identified was our “free market” economic system, which in a health context includes the
power of insurance companies and medical lobbies. “It’s called capitalism,” said one
participant, “You want a barrier, bingo.” Without a national health care system or the
U.S. otherwise getting “the fundamentals down,” participants commented that it will be
hard to address needs of specific groups or individuals. Even with offices of women’s
health, one participant felt this approach has not, “fully disrupted the patriarchal structure
that was in place,” stating that a reformist approach could not address the structural
problems of a foundationally sexist, racist, and homophobic system.

Conditions Which Would Facilitate Greater Policy Action

Although these structural factors were identified as policy barriers, few strategies
were presented, perhaps because it was beyond the study scope, and because they would
be hard to change with strong interests keeping them in place. Said one participant,
“When I think of federal policy, I think of a systemic process to address a problem that
we need to prevent, but do we have the wherewithal?” Despite the great challenge of
macro level change, another stated, “We need to think about poverty, period. We need to
think about structural racism. We need to think about education.” As a way to increase
access and shift health care from need-based, which inherently leaves people out, one
participant cited the Children’s Health Insurance Program as an example of universally
available federal health policy. And regarding policies related to mass incarceration, one
participant stated, “the Department of Justice — we need them — can do something around
these whole issues of keeping people from becoming or remaining as productive

members of families and communities.” This comment was one among many which
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indicated that participants generally framed “health” as inclusive of SDOH, and that they
recognized that many policies did not exclusively impact men but did have a significant
impact on their well-being.

Theme 3: Addressing Bias with Strength-Based Intersectional Approaches —

“You Don’t Deserve to Have this Human Experience”

Reasons for Boys’ and Men’s Health Policy Inaction

Participants expressed that the lack of urgency around men’s health policy may be
due to the fact that boys and men from marginalized backgrounds, including those from
racial and ethnic minority backgrounds and those from economically underserved
backgrounds, have the poorest health outcomes. One asserted that if it were rich White
men who fared the worst, that “there would be an institute of men’s health.” Bias towards
marginalized groups also can prevent men from different backgrounds coming together
around health policy, as one participant explained:

I’m not sure if we as men, as male identifying, whether we’re willing to be placed

under the same umbrella that says our health is important...if you’re a Latino

man, an African ancestry man, a White man, a gay man, how can you put me in

the same category as a gay man? That’s where we are rooted in that level of

homophobia that we don’t critically examine.

Participants expressed that racism, including a fear of men of color, may also help
explain why within existing policy, men are excluded from services like Medicaid upon
reentry from incarceration, disenfranchised from voting, with barriers to employment and

housing which continue to “shackle them.” Within education, one participant explained
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how such bias can create low expectations, which may lead to low prioritization of this
pathway to success.

In the medical system, per one participant, a stereotype of young men (from all
racial and ethnic backgrounds) not knowing their own bodies contributed to a policy
change wherein preventive testicular self-exams were no longer recommended despite
evidence of their benefit. This participant acknowledged that the policy change was made
to avoid undue anxiety caused by concerns of nonclinical significance and because such
cancers can still be cured when diagnosed later in life. Still, the participant felt the change
was a net negative as it resulted in a missed opportunity to keep young men connected to
their health, and because earlier detection and treatment reduced mortality risk.

Participants felt that some men’s negative behaviors also may create a general
view of men as problematic. This along with gender privilege contribute to overarching
terms like toxic masculinity, which presume masculinity is negative instead of
recognizing that there are an infinite number of masculinities which can also be very
positive or at least more nuanced than a blanket term like toxic masculinity allows. One
participant stated that the term, “automatically groups men into this, ‘you don’t deserve
to have this human experience,’” describing it as simplistic us versus them thinking that
makes it difficult to progress. These types of beliefs may thus contribute to policy
inaction for boys and young men. Another such presumption influencing policy inaction
cited by participants is that adolescence is generally a healthy time, so no support is
needed, when in fact there are grave health risks for young men from marginalized

backgrounds. A hegemonic lens applied to men’s health, based on White men and men
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from other majority groups, was seen as counterproductive in that participants felt it leads
to cookie cutter strategies that do not optimally support needs of other population groups.

Conditions Which Would Facilitate Greater Policy Action

To address these barriers, one strategy identified by participants was a strength-
based approach that does not just focus on negative things that men may bring to the
table. This includes strength-based approaches for boys in schools, where showing a
sense of humor can be channeled towards positively evaluated academic activity instead
of punished as disruptive behavior. Participants felt greater empathy and less stereotyping
are also needed to look behind “reckless” behaviors like problematic substance use that
men may demonstrate, to see what got them to that point, then try to meet their
underlying needs.

Another strategy cited by participants related to pursuing a broad policy umbrella
as men’s health or population health, with a clear priority on marginalized men where the
greatest disparities lie. Participants noted different reasons for including men from
subgroups that traditionally hold more privilege, stating that men from varied
backgrounds face health challenges, including those from urban, suburban, and rural
areas. Regarding the inclusion of White men in a broad policy approach, one participant
highlighted that there are, “a lot of poor White men that are doing pretty poorly in this
country,” who may be privileged by race and gender but disadvantaged by their
socioeconomic status. Another participant stated that the broader approach inclusive of
those from more privileged groups could help prevent people with biases towards
marginalized men from impeding policy action as their inclusion may lessen the chance

of them othering or minimizing needs of less privileged groups.
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A strong focus on SDOH, an intersectional lens, and inclusivity were all
highlighted as imperative. Participants felt that this could help prevent people from
blaming men and their families for adversity when it is not dysfunction but rather
adversity based on their identities as well as from health, education, criminal legal, and
housing systems. Targeting the policy based on the need of subgroups of men, including
by geographic area, could be one part of this approach. For as one participant pointed out,
“drivers around specific populations of men related to social determinants of health based
on your zip code...for an adolescent or a teen, young adult living in Sherman, West
Virginia, may be different than...DC or Baltimore.”

Theme 4: Increasing Societal Value of Boys’ and Men’s Health — Addressing

Patriarchy and “Which Men?” Concerns

Reasons for Boys’ and Men’s Health Policy Inaction

Numerous participants cited men’s power and privilege within the U.S.’s
patriarchal system as a key barrier to gaining support for men’s health policy. To the
extent that men are perceived to have it all and are already advantaged, participants felt
that asking for policy that would provide additional resources and support does not ring
true for many. Participants expressed that research, health care, and policy are all systems
historically created by and for men so many feel that there is no current need for targeted
support if the approaches were already based on this population. For this reason,
participants felt that men are not centered within health equity. How people who identify
outside the gender binary fit into gender-specific policy was another factor cited, as

participants noted that at times the inclusion of the lesbian, gay, bisexual, transgender,
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queer, questioning, intersex, asexual, and others in this community (LGBTQIA+) within
such policy discussions and proposed legislation may be minimal to nonexistent.

Within these contexts, participants expressed that there is not much appetite to
uplift men’s health when many are trying “in some ways take down that system structure
of men,” which already privileges them. Men were seen by one participant as the
“forgotten people” who within health equity policy discussions are included within the
context of dismantling policies and institutions that unjustly favor them.

I think about those particular rooms and then we will challenge ourselves. Well, is

there anyone at the table that can really ensure that this is accessible in a way that

it needs to be for people with disabilities? Or is there anybody in the room that
can...have a litmus test for this related to accessibility in terms of health literacy,
language access, women, people of color, different cultural subsets. I’ve never
been in a room, Jon, where somebody goes, ‘Well, what about the men? Did we
cover it for men?’ That goes back to patriarchy.

Besides some feeling that men, “don’t have a right to complain because you have
X, Y, and Z,” there were concerns identified that some advocacy for men comes from
reactionary, misogynistic, and racist forces, like the, “more extreme manosphere...as a
retaliation against women and minorities.” Within a perceived win-lose, zero-sum
equation, participants also cited a worry that gains in men’s health policy will detract
attention and/or funds from efforts to address women'’s health.

All these dynamics have contributed to a lack of compassion for and “devaluing
of men’s health as important in its own right,” leading one participant to question what

the consequences for society are when men are, “overlooked by a system that doesn’t
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seem to care about them.” Greater concern is typically felt for women and young people,
with one participant pointing out, “it’s very easy to say, ‘Oh, yes, women need this.
Maternal health needs this. Children need this.” Men do not enjoy that compassion that
the other populations enjoy.” Numerous participants expressed that the value society does
place on men is focused on their strength and ability to work, including “to build the
physical structures and then to protect it.” The valuation of men within the military, and
as drivers of U.S. GDP including within low-wage precarious labor were seen as limiting
people’s view of men’s full humanity and thus their need for support. Per one participant,
boys and men have been devalued, with people focused on limited roles to, “build the
physical structures and then to protect it. Once you get to the point where you can’t build
anymore, your value was gone. Once you get to the point where you can’t protect, the
value was gone.”

Conditions Which Would Facilitate Greater Policy Action

To address these concerns, participants expressed that a shift is needed in societal
perception that men are okay and undeserving of additional policy support, however this
is unlikely without acknowledging, “that women and people of color have been
systematically underserved.” Some participants felt that affirming that health research
and policy had strong bases in men’s needs would be key to this process. However, one
pointed out that much of this inquiry was done with privileged White young men, failing
to capture, “the richness and multifacetedness” of boys’ and men’s experience. Though
research and policy evolved to be more inclusive of women and people of color’s needs,
the belief that “it’s all about men” may not have, thus people see little need for targeted

intervention.
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Making sure that men’s health policy is not perceived or adopted to reinforce
white supremacy or patriarchy is also important, according to participants. Owning race-
based discrimination and the policy priority of addressing health disparities for men of
color may help answer people’s questions of “which men?” In this way, concerns may be
allayed that CFBMHP would further privilege men already advantaged by their race,
income, or other identities. Being clear that this is not an effort to take resources from
women’s health is also key — “the goal is to be synergistic not oppositional.” One
participant described their efforts as such:

When | talk about young men’s health, I always put the caveat, I’m not in

competition. I’m not saying...we need to pay attention to males more than

females. | just mean, | think we need to pay attention.

With these steps, participants felt that people may lower defenses and begin to
value men’s health more. As another way to build empathy around men’s health
concerns, connecting advocacy to the men in people’s lives was also emphasized.
Numerous participants also felt that stressing men’s health as benefiting women’s,
family, and community health could lead to greater buy-in. In this way, the health and
well-being of men could be viewed not only as it relates to themselves, but also, “the
people that they call family, the communities in which they live, and then the country as a
whole.” Another strategy offered by one participant was to focus on boys instead of adult
men, as this may draw in mothers, fathers, and others with more compassion for children.
Though some wished to move beyond valuing men based on work and military service,

others stated that highlighting fitness to serve and economic development could draw in
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more support. Focusing on health issues that impact men instead of men themselves also
was mentioned as a galvanizing strategy.

Theme 5: Engaging Boys and Men Effectively in Health Services and

Advocacy — “They’re Not Marching in the Streets. They’re not Mama Bears”

Reasons for Boys’ and Men’s Health Policy Inaction

Participants connected a lack of engagement in men’s health policy advocacy
with disconnect from the health system. Young men do not have the equivalent of annual
OB-GYN visits, which may help explain why around the time of puberty, they begin to
drop out of care more than young women. Lack of health care connection, “allows (men)
to devalue our own health,” without internalizing health seeking, one participant
said. Another felt that this contributes to many men only seeking care when things reach
an emergency phase. One noted, “You won’t know that a man is sick until, unfortunately,
he’s walking somewhere and just, all of a sudden, stumbles, or he is hypoglycemic.”
Another described the dire risks of this disconnect as such:

We need to do a better job of getting men into healthcare for the right reasons

because | have 28-year-olds that have heart failure because of their blood pressure

not being controlled, and | have 33-year-olds going for triple bypasses. That is
way too early for both of those things to happen.

Lack of access also was an identified obstacle to a health seeking mindset as with
resources, “you’re conditioned to have access, then when something goes wrong, you’re
like, ‘well, I better have that checked out.””” One participant stated that for Latino men
with limited resources, they may prioritize health care for their partner or children before

their own. Criminal legal involvement was another factor mentioned that disconnects
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men from quality health care provision. Also cited were disproportionate expulsion rates
impacting boys, particularly boys of color, which break links to caring adults, school
nurses, and other school-based wellness resources. Distrust was another barrier cited,
based on unnecessary medical tests, and harmful experiments conducted on communities
of color. One participant stated, “If you’re a Black man that had family in the South, |
can’t imagine the stories that are perpetuated, based on the stuff that we know happened
to those men, or those women, in the service of medicine.” In the more modern context,
COVID-19 showed us, “there are people that don’t trust the medical system,” and within
this pandemic, men’s vaccination rates were lower and death rates higher.

Lack of responsiveness to men’s health needs was another factor cited. “Because
of the focus on child and maternal health as a linchpin to family health...we’ve missed
the opportunity to engage in a men’s health conversation.” Many participants noted that
when men do seek care, the system, “doesn’t speak to them in the right way,” and, “the
connection doesn’t succeed because the helpers don’t know how to listen,” or offer,
“gender enlightened” solutions. For Latino men, one said the system’s treatment was
inadequate, inappropriate, and dismissive. Strict gender norms intersect with lack of
gender-responsive care in one participant’s recounting of documented stories wherein
men seek mental health services and are told by providers, “You just need to man up and
suck it up.” The impact of non-responsive health services can exacerbate problems of
engagement and retention, with one participant explaining:

If the helpers don’t themselves have a(n) understanding of how gender can impact

men’s experiences and the symptoms that they experience, then having that access
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can be horrible. That also contributes to why men on average tend to drop out of

treatment more.

Gender socialization also plays a role in disengagement from the health system,
with men, “much more likely to be in denial that they have a problem or to self-
medicate,” as, “rather toxic forms of masculinity get in the way of even recognizing their
vulnerability.” Socialization influences young men to act “fearless,” contributing to
greater risk taking and poorer health outcomes. Participants pointed out that straying
from these strict gender norms carries stigma and consequences from gender policing.
Ignoring health problems or delaying care based on “societal, cultural, gender
expectations that men just got to tough it out” can have dire impacts on physical, mental,
and occupational health.

Participants felt that these barriers contribute to a lack of engagement in men’s
health policy. “Many men are not the best advocates for their own health.” One stated
that while women drive women’s health and health advocacy, men are driven towards
these priorities with the unsurprising result that there are offices of women’s health but
none for men. “They’re not marching in the streets. They’re not mama bears,” said
another, and even if they were, “how would it be received?” As politicians respond to the
loudest criers and boys and men “don’t cry,” limited policy action follows. With men not
using health services as much, participants expressed that utilization data and resulting
stereotypes of all men being disengaged from health can be unfairly applied to justify

lack of targeted services and policy.
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Conditions Which Would Facilitate Greater Policy Action

To address the disconnect with the health system that occurs for young men and
lasts through older adulthood, participants suggested a mimicking of women’s regular
OB-GYN check-ups, with holistic health services offered, including nutrition, behavioral
health, heart health, vaccinations, and other preventive wellness services. Increased focus
on testicular self-exams could also be part of these appointments. Participants expressed
that a comprehensive approach could lead to greater engagement as the current focus on
prostate cancer within men’s health contributes to disengagement by young men given
low rates of this disease among this age group.

A life course approach would benefit boys and men of all ages with participants
stating that the expected result would be a more continual connection to health services,
with health needs identified along with strategies for each one. To build greater access,
one participant offered, “if we said to men, ‘if you come in for these yearly, or once every
two-year check-ups, those are included, and you don’t get charged. We just want to know
how you’re doing.””” Another idea for ways to establish regular health exams for boys and
men was based on health markers, such as when pre-diabetes is likely to set in. To build
trust, one participant promoted comfort and familiarity of health education and screening
sites, like at a sports stadium, and using mentors as community health advocates.

To create a health system responsive to boys’ and men’s needs, participants stated
that taking the “wonderful parts” and “lessons learned” from the Department of Veterans
Affairs may be helpful, as this system predominantly serves men. To help providers to
develop a more gender sensitive approach, participants felt that having training embedded

within the education of doctors, social workers, and other health professions would be
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helpful. The American Psychological Association’s report related to working with boys
and men was recognized as “a start” which this and other professional health associations
could build on. Looking at screening tools is important, as one participant cited a
disconnect between depression measures and suicide data. For boys and young men,
using technology and recreation for engagement was an identified strategy. Coordinated
education campaigns using gender-responsive communication styles were also cited.

To impact gender socialization, participants felt that a re-socializing is needed for
boys and men to have more freedom to express vulnerability and seek help. A need was
also identified to help men fulfill their desire to meet traditional expectations to be strong
and protective, as lowered life expectancy is impeding this. Instead of trying to undo
shame men may feel for not fitting into strict gender norms, one participant expressed
that, “we could work on the processes where the shame is created in the first place.”
Breaking traditional views of family structure in ways that facilitate men being more
involved in child raising and family health was another identified strategy.

And to further engage men in health services and health policy, one participant
stressed the need for greater understanding of the reasons why they have not been present
by asking them directly, or as another put it, “listening to the impacted.” Besides
engaging men and helping them appreciate that their health is worth advocating for,
however, participants stressed the need for diverse voices to inform these strategies.
These allies for health promotion and policy advocacy should include parents of boys and

young men, women generally, and health practitioners.
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Theme 6: Creating Momentum through Strategic Communication, Coalition,

and Consensus Building — “What Will Be the ‘It> We Can All Rally Around”

Reasons for Boys’ and Men’s Health Policy Inaction

Participants felt that framing men’s health advocacy carefully is extremely
important, particularly considering the current political climate, described by one as
“trying to polarize groups of people.” Another described the current climate as “so
politicized that there are parts of the political spectrum that don’t think that there’s a
challenge for men.” “We want recognition,” stated another, “but we want the right
recognition, and we want it framed a certain way,” or it can, “hinder progress.” Policy
priority wise, “what makes some people happy,” would be off-putting to others. A cited
example of this was addressing gun violence with gun control policies, which more left-
leaning advocates desire, but which has been challenging to adopt based on opposition
from the powerful gun lobby and those on the political right. Another challenge is, “to
create political momentum behind anything that’s perceived as identity politics.” Some
politicians’ anti-woke agenda was cited as a barrier to policy that would address
intersectional disparities and SDOH. Being in the political age of the “Me, too”
movement, clergy sex abuse scandals, and increasing hesitancy on the political left to
reinforce the gender binary, men’s health policy advocacy may be, “coming up against
that societal male headwind right now,” wherein to be an advocate is seen as,
“championing the patriarchy.” Participants stated that policy advocates wishing to
establish a compelling need that calls for urgent policy action are challenged by these
dynamics, making the wide and effective articulation of a “clear and concise pitch” or

larger messaging campaign difficult.
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Lack of consensus and coalition building among key stakeholders has contributed
to lack of clarity, leading one participant to ask: “How will legislators in DC then bring it
back to their constituents? I think those are all some of the things that the general
population, like me working in this field, | honestly didn’t know.” There has also been
little movement to influence federal agency leaders around men’s health policy, which
participants felt may explain why such issues have been scarcely covered in the federal
government’s Healthy People and other health policy initiatives. “It’s all who’s in the
room and who you talk to. Obviously, there haven’t been enough men’s health advocates
in that room and really pushing the agenda,” asserted one participant.

A key policy obstacle (which this study aims to address) is examining why efforts
to advance men’s health policy have gotten stuck: “Why is it stopping? Who’s not bought
in? Who’s against it? Or is there content within it that is a hard stop no? | would want to
know all of those components and then just try to start removing barriers.” Another
participant said, “we haven’t done our homework,” to truly understanding from men what
they would want from a policy to address their needs.

Another barrier to policy development and implementation cited by numerous
participants was that men’s health advocacy groups are not coming together enough, with
these organizations’ activity described as, “isolated” and “fragmented.” “There’s a lot of
hotspots of activity, but are they...coming together to start a real fire?”” Another
participant questioned, “Who are the champions?”” naming leading groups like NAACP
and Latinos Unidos and asking what positions they hold on men’s health policy. Having
the “right people” meet with public sector leaders and building support among legislative

and executive leaders was also cited as imperative.
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Conditions Which Would Facilitate Greater Policy Action

To establish men’s health policy as a priority with the general public and
government actors, “staying on message” was identified as key, “or else nothing
happens.” To engage men, who may be the strongest advocates for their own health based
on lived experience, we need to identify, “what’s the take-home message?” and “what’s
going to change for me?” A “multi-sector multi-factorial campaign” of publicity is
needed to establish a compelling narrative about men’s health issues and how policy will
address these. For this, participants felt that the Ad Council could be a trusted partner
around shifting masculinity and men’s health narratives. But first, advocates must get
behind an agreed upon message and set of asks. Though this should be data driven,
participants felt that it should also be accessible, relatable, not academic or jargony, using
personalization and storytelling, and from trusted community leaders. It should be based
on common ground established among diverse stakeholders.

To open people’s hearts and minds to men’s health policy, various participants
stated that it is important to have the right spokespeople, who frame the issue within
broader population health (including women’s and minority health) in a politically
sensitive, savvy, and synergistic way. Getting initial buy in from “heavy hitter”
population health groups by proactively addressing concerns may then lead to larger
coalition building. For some stakeholders, equity arguments may be most important; for
others it may focus on more politically neutral issues, like cancer, mental health, and
nutrition. To leverage political opportunity, one participant noted how federal agencies

now focus more on structural racism and SDOH, while others mentioned how societal
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concern with mental health and the fentanyl-driven opioid epidemic may be ways of
garnering support.

Recognizing that it will take a great deal of time and resources, participants
identified the need to bring people together around the idea of CFBMHP. Various
convenings framed as national focus groups or multipart convenings were highlighted:
“good old community organizing work” to build a “groundswell of outcry, of
momentum” that may then result in getting bipartisan policy support. One was for
strategizing, to determine what motivates people and systems for change: “In this
political moment, what will be the ‘it’ that we can all rally around that will transcend the
extreme right and the extreme left and everyone else in the middle around men’s health?”
To hear from those most impacted, one participant said, “I wish we could have one big
giant focus group” where men would share what policy support they need.

Gathering federal agency leaders along with civil society leaders for consensus
building to work on a policy agenda was also cited as a strategy. Representing a SDOH
approach, participants named not only Department of Health and Human Services (HHS),
but also other agencies including Education, Housing and Urban Development, Justice,
Defense, Veterans Affairs, and within Interior, the Bureau of Indian Affairs. Identity-
based caucuses, including the Congressional Men’s Health Caucus, were cited as needed
allies. As President Biden has a strong connection to cancer, that was an identified point
of connection to engage the White House. Convening representatives from countries like
Australia, Ireland, and Brazil, which have had national men’s health policies for about
fifteen years, was also cited. Other key groups identified for involvement were men’s

health nonprofit advocacy groups including the Alliance for Boys and Men of Color, as
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well as issue-focused groups like Mothers Against Drunk Driving and Prostate Cancer
Foundation, as well as business leaders from grooming and pharmaceutical sectors. By
identifying priority men’s health issues, “then you can find your affinity groups,” creating
natural allies. Professional health associations were also named as key partners, along
with associations of health officials at state, local, and tribal levels.

There were numerous models identified to inform CFBMHP. National and
regional men’s health policies from other parts of the world, including the World Health
Organization’s European Union strategy report on men’s health, could provide the U.S. a
“roadmap” or “blueprint.” Participants stressed, however, that consideration of their
effectiveness and equity-building results would be an important factor. Many participants
also cited offices of women’s health and minority health to see what we could learn from
this work, with the caveat that health equity outcomes have still lingered despite the good
work of these institutions. The Veterans Health Administration (VA) was another model
highlighted as, “an amazing template to look at,” with the acknowledgment that its
grounding in serving mostly men has a hierarchical military atmosphere and other
aspects, “that may not be generalizable to the other 99%” of U.S. residents not served by
this institution. Drawing on social movements (like women’s and civil rights) was also
raised as a way to inform men’s health policy efforts.

Drawing from these various models, numerous participants promoted the creation
of an Office of Men’s Health, considered by one participant as, “not a solution in and of
itself, but an important step.” Cited benefits of this model were the corresponding state
offices and staff typically tied to federal offices of minority and women’s health, regular

convenings of related health professionals, and as a medium for consensus building. “I
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would want to see that type of design for men because if we don’t have it, we really can’t
pull together the ideas that are common where we can make progress because there are so
many.” Others felt that men’s health should be housed under an umbrella office or
institute of gender and health, or population health. The Canadian Institute if Gender and
Health was highlighted as a model for centering intersectionality. One participant felt the
current model of distinct offices has the effect of separating, with the result that men’s
needs get lost.

Whatever the structure of CFBMHP, participants were clear that under such a
“policy strategy or policy approach” there would be multiple priority areas, “probably
everything but the kitchen sink.” One participant stated that to identify the purview of
such a policy, we should use “the broadest umbrella because there’s physical health,
mental health, emotional, social, and then all the other social determinants.” A life course
model was stressed and also that the work of this federal policy be coordinated through
men’s health policy liaisons within each state. This could help ensure that the policy
programming was localized for their specific populations.

Having a central home with coordinating and oversight responsibilities was also
recognized as imperative. The prime importance of the policy being funded and staffed
was also highlighted, as well as having clear goals with specified metrics to measure
progress. Many participants felt the policy should be housed in HHS, within the central
Office of the Secretary, with the White House also mentioned as a possibility. Many
agencies were cited as key for inclusion in the work of a CFBMHP, including agencies
under HHS like CDC, National Institutes of Health (NIH), SAMHSA, Health Resources

and Services Administration (HRSA), National Institute of Mental Health, and Office of

92



Minority Health. Outside of HHS, participants named the Department of Defense,
Justice, Agriculture, Education, Housing and Urban Development, Center for Medicare
and Medicaid Services, and Bureau of Prisons as key partners.

Besides government actors, there was s sentiment expressed that CFBMHP
should be multi-sector including nonprofits, businesses such as pharmaceutical
companies, and media. For a model of the convening, catalyzing, and capacity building
role that government can play in such initiatives, one participant cited the robust
collaborative work being done around prostate cancer. Regarding men’s health broadly
speaking, however, there was a question raised as to whether the public sector held the
expertise at this juncture to convene and lead such efforts, or whether they should
resource civil society groups already active in that space for this purpose.

In terms of populations that would be served by a CFBMHP, there was unanimity
among participants that it should be for all boys and men, and inclusive of those from
sexual and gender minority groups including gay, bisexual, and transgender men, as well
as gender expansive and non-conforming people who wish to access the policy. Said one
participant, “all men should have access to it, but obviously, different groups are going to
have different needs based upon the health risks that they’re placed in based on either
racial or disparities that may exist within being an underserved population.” There was
also clear agreement that the policy should have a focus on minoritized and other
marginalized communities, in part because of intergenerational trauma from structural
forms of oppression and also because being data driven, this is where the greatest health
disparities lie. Participants specified men of color from lower socioeconomic groups as a

key priority group, as well as “harder-to-reach men who are in rural areas.”
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Still, the inclusion of White residents was stressed not only because some deal
with SDOH stressors like poverty but also because of socialization pressures that also
impact their “sense of connection and the agency...to seek out or ask for help when they
need it.” Another participant stressed another benefit of including White men, stating that
one possible reason for current pushback to anti-racism initiatives is that some White
men feel, “they’re not being heard. If we continue to leave them out, having those mental
divides about who we are and how we relate to each other is not going to be good.”

Because of so many barriers to CFBMHP, some participants felt that a more local
approach could yield quicker, more substantive results, which could build incrementally
to the national level. Numerous existing city, county, and state initiatives were cited as
examples. Along the way, U.S., “states can be laboratories for figuring out what works on
a national level.” One participant highlighted father friendly principles used by a
municipality to inform work across public and nonprofit agencies as a model for how
men’s health principles could be overlayed across federal agencies. Another highlighted
how within a CFBMHP, the government could help ensure locally tailored and relevant
health programming by providing valuable convening and technical assistance. Another
identified comprehensive state health plans (not particular to any identify group) as
models that establish key data and equity driven priorities to drive policy change and
improved outcomes.

Other strategies cited that may be more feasible than CFBMHP or other new
initiatives were to uplift current work targeting men’s health, to further integrate this
priority into other policies, and to change current policy to better serve this group. Calling

attention to existing projects would “demystify the new” and if these were successful,
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build the case for further efforts. Within the national Healthy People population health
plan, participants called for a broader view and expanded set of targeted priorities for
men beyond prostate cancer, reproductive health, and family planning, including by
examining existing issue areas and identifying disproportionate impact on all men and
subgroups. Within offices of maternal and child health, participants stated that fatherhood
engagement could be broadened. Within an examination of policies in need of reform or
elimination because of adverse impact on men, one cited example was those that impede
securing health care and housing for men re-entering from incarceration.

Additional Qualitative Results

During the TA process, there was some data that did not become themes but
deserve mention, for transparency and because they represent important perspectives that
may be integrated into policy advocacy and further research. Though there were some
participants who felt that cost is a barrier to CFBMHP, the study author did not feel it
warranted a theme because this was not as common of an identified obstacle, and because
cost may stand in the way of any policy requiring funds for implementation. Similarly,
some participants called for ongoing research so that a prospective policy would be data
driven, though a lack of evidence base was not a significant policy hurdle identified by
participants and this concern is not specific to CFBMHP.

Part of this decision-making was also the fact that a significant evidence-base has
existed for poor men’s health and despite this, there is no CFBMHP. This disconnect is
not unique to men’s health, for as Head (2022) explains, it is not experts presenting
rigorous evidence that determine policy outcomes, but rather the complex interplay of

varied forms of knowledge, emotions, values, and interests. Within this context, in the
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current study it may not have been just evidence of health disparities but also the value of
equity that drove participants to prioritize minoritized and other marginalized population
subgroups. This was a prominent idea throughout the themes described above.

Round Two Survey Results

There were 15 of 16 participants (94%) from the round one stakeholder interviews
who also completed the round two survey. Results are described below. First, member
check results are presented, then the quantitative results related to assessment of the
strategies, individually and by theme, using the criteria of importance and feasibility.

An important note around the survey creation and analysis is that some themes
from the qualitative analysis were not included in the survey, and one theme was divided
into two. As the first qualitative theme strictly related to the current state of policy
inaction (without corresponding strategies), this theme was not represented. Qualitative
theme two also was not represented as participants spoke generally of the need to address
barriers like the U.S. economic and political systems, but without strategies specific to
CFBMHP. Strategies within qualitative theme six, focused on strategic communication,
coalition, and consensus building, were divided for the survey into two thematic clusters
because of the large number of strategies it originally held. The 23 strategies were
grouped into two categories, one with the original thematic title and the other under the
umbrella, “Examining Related Policy and Adapting Existing Policy Models,” reported
below as theme seven.

Member Checking
All participants either strongly (80%) or somewhat (20%) agreed that the

preliminary findings document provided was inclusive of the perspectives they had
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offered in their interviews. The mean score for this item, within a range of one to five,
was 4.80. All but one participant strongly (80%) or somewhat (13%) agreed that the
preliminary findings accurately captured perspectives that they shared in their interview.
The one person who did not feel this way responded that they neither agreed nor
disagreed with this statement (7%), and their narrative feedback is integrated into a
summary of qualitative data content described below. The mean score for this item,
within a range of one to five, was 4.73.

There were two participant comments regarding inclusion of their perspectives.
One was more of a “heads up” about an initiative launched by President Biden since the
interviews had been conducted called the Office of Gun Violence Prevention (The White
House, 2023). The participant stated, “Not sure if this creates an opportunity or obstacle
for the national dialogue around young men and men.” This ambivalence may relate to
the general lack of appetite for gun reform policy from many on the political right. The
bipartisan Safer Communities Act signed into law in June 2023, however, provides an
example of related federal legislative action that did include some measures for greater
review and restriction around gun sales and ownership (Senator Sherrod Brown, n.d.).
One reason this new office could be seen as an opportunity for CFBMHP is if gun
violence was framed as predominantly a men’s issue, perhaps there would be greater calls
for men’s health policy action. Currently, the issue is not framed this way much, despite
men being the great majority of both gun violence perpetrators (Zornio, 2023) and
homicide victims (KFF, n.d.). A concern for this framing, however, is that it could lead to

further stereotyping of and bias towards all men or particularly marginalized men. In
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turn, this could result in lower levels of empathy and policy support, a dynamic related to
theme four of this study.

Relevant to this theme as well, the second participant who left comments spoke
about the need for greater context on systemic issues that have impacted men’s health and
policy inaction. This included the War on Drugs and Chinese Exclusion Act, both of
which directly impacted men of color. This point has relevance to qualitative theme three
related to bias, as the War on Drugs contributed to criminalization of drug use and mass
incarceration of Black and Latino men from these communities. The Chinese Exclusion
Act was also a biased law, restricting immigrants’ entry from that country into the U.S.,
many of whom were men working as laborers and sending money home to their families.

There were two comments provided in the section related to accuracy of
participants’ perspectives. One related to how some individuals with alcohol or drug
addictions were first given these substances by a family member or trusted friend.
Though the participant notes how this is painful to consider, it is an important example of
how framing issues that impact men within broader familial and environmental contexts
may draw in more empathy, allies, and advocates for CFBMHP. The second participant’s
comments related to clarifying what type of public policy this study focused on:
healthcare policy centered on medical conditions and access through insurance, or a
broader frame related to physical, mental, and SDOH. This clarification was integrated
into the study introduction to identify the broader public health frame, with content

included on healthcare policy as an important part of this larger inquiry.

98



Round Two Quantitative Results

Quantitative results from round two surveys, which served to prioritize 46
strategies identified by study participants during round one interviews, will now be
examined. A full list of the strategies, organized by qualitative themes, and inclusive of
the mean scores for importance and feasibility are presented below in Table 3.
Table 3

Round Two Mean Strategy Scores (n=15)

Strategy Theme and Strategies Importance Feasibility
Addressing bias with strength-based intersectional
approaches

1. Take a strength-based approach, not just
focusing on negative things boys and men bring to

the table 4.80 4.27
2. Prioritize boys and men from marginalized
background where the greatest disparities lie 4.87 4.13

3. Take an intersectional approach (how holding

multiple identities like race, class, gender identity,

and sexual orientation interact to impact

oppression experienced by subgroups of men) 4.73 3.67

4. Focus on social determinants of health (not just

physical and mental health, but also income,

education, housing, environment, criminal legal,

and other factors) 4.93 4.07

5. Craft policy based on needs of subgroups of
boys and men, including by geography, so that
specific community needs are addressed 4.33 3.80

6. Use a broad approach in terms of populations of

boys and men served, including those who are

White, have higher incomes, and other groups who

traditionally hold power 4.00 3.53

Mean Scores by Theme 4.61 3.91
Increasing societal value placed on boys’ and

men’s health

7. Acknowledge that women and people of color

have been systematically oppressed and

underserved, and that health research and policy

were primarily based on boys and men’s needs 4.47 4.40
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Table 3 continued

8. Raise the point that though initial health research
was based mostly on boys and men, this was
mostly middle-class White young men, so not
inclusive of diverse boys’ and men’s experiences

9. Ensure that CFBMHP is not perceived or
enacted to reinforce white supremacy or patriarchy
—that it is not to take resources from other identity-
based health efforts

10. Build empathy and motivation for men’s health
by connecting advocacy to the health of men who
are important within people’s personal circles

11. Stress how men’s health benefits women’s,
family, and community health

12. Highlight how CFBMHP may benefit fitness to
serve in the military

13. Highlight how CFBMHP may benefit the
economy

14. Focus on specific health issues that impact
boys and men instead of directly focusing on boys’
and men’s health policy

15. Stress that boys and men don’t need to be
dying at current rates — many of these deaths are
preventable

Mean Scores by Theme

Engaging boys and men effectively in health
services and advocacy

16. Take a life course approach from birth through
older adulthood, inclusive of boys and young men,
instead of solely focusing on “men’s health”

17. Implement regular holistic health check-ups for
men beginning in adolescence, similar to young
women’s OB-GYN visits

18. Offer free regular health exams to men to
eliminate cost barrier

19. Have instruction and training on gender
sensitive approaches for boys and men embedded
within educational programs for doctors, therapists,
and other health providers
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Table 3 continued

20. Re-socialize boys, men, and society away from
strict gender norms that may impede expressions of
vulnerability, health-seeking behaviors, child
raising, and family health promotion

21. Use trusted community mentors as health
advocates to engage boys and men in health
education, screenings, and other health promoting
behavior

22. Engage boys and men through clear messaging
to better understand what positive changes in their
health and overall lives they can expect from
CFBMHP

Mean Scores by Theme

Creating momentum through strategic
communication, coalition, and consensus building

23. Launch a multi-sector boys’ and men’s health
policy publicity campaign that establishes a
compelling, relatable narrative using data,
storytelling, and trusted community leaders

24. Collaborate as boys’ and men’s health
advocacy groups to establish greater unity around
messaging and policy asks

25. Get initial buy-in for CFBMHP from “heavy
hitter” groups representing broad constituencies of
populations disparately impacted by health
inequities

26. Ensure that there are the right policy
spokespeople advocating for CFBMHP, who frame
the issue in a politically sensitive, savvy, and
synergistic way

27. Tailor communication and advocacy based on
stakeholder priorities, i.e., for some use equity
arguments and for others focus on more politically
neutral issues like cancer and mental health

28. Leverage opportunity provided by some federal
agencies’ focus on addressing structural racism and
integrating social determinants of health

29. Leverage opportunity provided by societal
concern for pressing health issues like mental
health and opioids, stressing disproportionate
impact on boys and men of suicide and overdose
deaths
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Table 3 continued

30. Establish a common set of short-term and long-
term policy asks based on common ground
established by diverse stakeholders through
consensus and coalition building

31. Organize political strategy sessions among
diverse boys’ and men’s health policy stakeholders
to identify what will rally support across the
political spectrum

32. Convene diverse groups of boys and men from
across the country so they can share what policy
support they need

33. Gather federal agency leaders along with civil
society leaders for consensus building to work on a
policy agenda together

34. Engage identity-based congressional caucuses
as allies to work with the Congressional men’s
health caucus on policy initiatives

35. Engage nonprofit leaders that focus on health
issues that disproportionally face boys and men,
which create natural allies for policy advocacy

36. Build greater partnerships with business
industry leaders, such as grooming products and
pharmaceutical companies that overlap with boys’
and men’s health

37. Work collaboratively with relevant associations
as policy advocacy partners, i.e., professional
health associations, and state and local associations
of health officers

Mean Scores by Theme
Examining related policy and adapting existing
policy models

38. Use as policy models the national or regional
boys’ and men’s health policies from other parts of
the world

39. Use as policy models other identity-based
federal health offices, i.e., women’s health and
minority health

40. Use as a policy model the Department of
Veterans Affairs’ health care system
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Table 3 continued

41. Form a federal office or institute of boys and
men’s health to coordinate efforts, convene
stakeholders, and facilitate consensus building 4.33 3.33

42. Integrate existing women’s health offices into a

broader office/institute of gender health or

population health where boys’ and men’s needs

can also be met 3.93 2.87

43. Focus more on local boys’ and men’s health
policy at the city, county, and state level, rather

than federal policy 3.87 3.80
44. Integrate boys’ and men’s health policy
priorities into existing federal policy 4.47 3.60

45. Examine current federal policies that
negatively impact boys and men and work to
change these policies 4.73 4.20

46. Highlight existing federal policies focused on
boys’ and men’s health and show how they have
been successful 4.67 4.40

Mean Scores by Theme 4.28 3.89
Strategies Rated as Most Important
All 46 strategies were rated for their importance, or the potential each had to
influence adoption of CFBMHP. The mean score of all 46 strategies as rated by
importance was 4.46. The top 13 strategies by importance, representing approximately
the top third by mean score, are presented below in Table 4. If any of the strategies were
also rated in the top third using the criterion of feasibility, that is indicated in the table’s
third column.

Table 4

Top Rated Strategies by Importance (n=15)

Strategy M Top Rated by Feasibility

Stress that boys and men don’t need to be dying at 4.93  Tied for #2 by Feasibility
current rates; many of these deaths are preventable

Focus on social determinants of health (not just 4.93
physical and mental health)
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Table 4 continued

Prioritize boys and men from marginalized
backgrounds where greatest disparities lie

Use trusted community mentors as health advocates
to engage boys and men in health education,
screenings, and other health promoting behavior

Take a strength-based approach, not just focusing on
negative things boys and men bring to the table

Ensure that CFBMHP is not perceived or enacted to
reinforce white supremacy or patriarchy — that it is
not to take resources from other identity-based health
efforts

Take an intersectional approach (how holding
multiple identities like race, class, gender identity,
and sexual orientation interact to impact oppression
experienced by subgroups of men)

Implement regular holistic health check-ups for men
beginning in adolescence, similar to young women’s
OB-GYN visits

Examine current federal policies that negatively
impact boys and men and work to change these
policies

Highlight existing federal policies focused on boys’
and men’s health and show how they have been
successful

Stress how men’s health benefits women’s, family,
and community health

Ensure that there are the right policy spokespeople
advocating for CFBMHP, who frame the issue in a
politically sensitive, savvy, and synergistic way

Collaborate as boys’ and men’s health advocacy
groups to establish greater unity around messaging
and policy asks

4.87

4.87

4.80

4.80

4.73

4.73

4.73

4.67

4.67

4.67

4.67

Tied for #5 by Feasibility

Tied for #5 by Feasibility

Tied for #3 by Feasibility

Tied for #2 by Feasibility

Cross-referencing these top strategies by importance with their corresponding

themes, four of the top thirteen related to theme three, addressing bias with intersectional

strength-based approaches, including a focus on SDOH and prioritization of subgroups of

boys and men who face the greatest disparities. This is particularly noteworthy given that

there were only six total strategies that pertained to this theme. There were three top-rated
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strategies related to theme four, increasing the societal value placed on boys’ and men’s
health. The highest scored strategy of these was to highlight the preventable nature of
many boys’ and men’s deaths. The other two strategies under this theme related to
ensuring that CFBMHP is not seen as taking from women’s or minority health, and that it
is understood as adding to the health of women, families, and communities. Two
strategies related to theme five, specifically effective engagement with health services,
through regular appointments akin to women’s OB-GYN annual exams, and use of
trusted community mentors. Despite theme six (strategic communication, coalition, and
consensus building) holding fifteen total strategies, there were only two among the most
highly rated for importance. One strategy focused on having the right spokespeople for
policy advocacy. The other focused on advocacy groups working together to formalize
unified messaging and requests from policy makers. The two strategies from theme
seven, around use of policy examples, related to focusing on existing rather than new
ones. The first strategy was to identify current policies with adverse impact on boys and
men, and to change these. The other was to highlight policies supportive of boys’ and
men’s health outcomes that have been successful.

Strategies Rated as Most Feasible

All 46 strategies were rated for their feasibility, or how realistic it is that the
strategy would be implemented. The mean score of all 46 strategies as rated by
feasibility, was 4.00, which compared to the mean by importance (M=4.46), was
considerably lower. The top 13 strategies by feasibility, representing approximately the
top third by mean score, are presented below in Table 5. If any of the strategies were also

rated in the top third using the criteria of importance, that is indicated in the third column.

105



Table 5

Top Rated Strategies by Feasibility (n=15)

Strategy

Top Rated by Importance

Raise the point that though initial health research was
based mostly on boys and men, this was mostly
middle-class White young men, so not inclusive of
diverse boys’ and men’s experiences

Stress that boys and men don’t need to be dying at
current rates; many of these deaths are preventable

Stress how men’s health benefits women’s, family, and
community health

Engage nonprofit leaders that focus on health issues
that disproportionally face boys and men, which create
natural allies for policy advocacy

Use as policy models other identity-based federal
health offices, i.e., women’s and minority health

Highlight existing federal policies focused on boys’
and men’s health and show how they have been
successful

Build empathy and motivation for men’s health by
connecting advocacy to the health of men who are
important within people’s personal circles

Take a life course approach from birth through older
adulthood, inclusive of boys and young men, instead of
solely focusing on “men’s health”

Acknowledge that women and people of color have
been systematically oppressed and underserved, and
that health research and policy were primarily based on
boys’ and men’s needs

Focus on specific health issues that impact boys and
men instead of directly focusing on boys’ and men’s
health policy

Take a strength-based approach, not just focusing on
negative things boys and men bring to the table

Implement regular holistic health check-ups for men
beginning in adolescence, similar to young women’s
OB-GYN visits

Work collaboratively with relevant associations as
policy advocacy partners, i.e., professional health
associations, and state and local associations of health
officers
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Cross-referencing these top strategies by feasibility with their corresponding
themes, six of the top thirteen related to theme four, increasing the societal value placed
on boys’ and men’s health. This is hoteworthy, as this represents two thirds of the nine
total strategies from this theme. Two of the six strategies overlapped with highly rated
strategies by importance, related to highlighting the preventable nature of many deaths
impacting boys and men, and how boys’ and men’s health has more broadly-based
benefits for women, families, and communities. One strategy related to building empathy
for the target population by connecting advocacy to the health of boys and men from
people’s personal lives. Another related to the aforementioned idea of bridging men’s
health to broader health concerns. This particular strategy was to focus less directly on
boys’ and men’s health policy, and more on health issues impacting these groups, which
may engender more societal concern and thus advocacy support.

There were two strategies related to theme five, increasing engagement in health
services and advocacy, one that overlapped with the top strategies by importance. This
one was regular holistic check-ups beginning in adolescence. The other was to take a life
course approach inclusive of boys, instead of an adult-focused “men’s health” approach.
Two strategies related to theme six, strategic communication, coalition, and consensus
building. One related to focusing on health issues impacting boys and men, in this case to
engage natural allies by collaborating with nonprofits active in these causes. The other
strategy was to collaborate with professional health associations and associations of
health officers. Of the two theme seven strategies on use of current policy or policy
models, one overlapped with a top strategy by importance, related to uplifting existing

relevant policy success stories. The other one related to examining identity-based health
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offices to see what could be learned from these initiatives. There was only one highly
scored strategy by feasibility related to theme three, addressing bias, as compared to four
of thirteen by importance. This strategy focused on the use of strength-based approaches.

Assessment of Themes by Importance and Feasibility

The results by theme using the mean of all strategy items within each theme,
inclusive of importance and feasibility, are presented below in Table 6. One of the
themes with the highest mean scores across both criteria was four, “Increasing Societal
Value of Boys’ and Men’s Health” which held the highest means for feasibility (M=4.30)
as well as the third highest mean for importance (M=4.47). The other theme with top
rankings was theme five, “Engaging boys and men effectively in health services and
advocacy,” which held the highest mean for importance (M=4.62) and the second highest
mean for feasibility (M=4.13). Theme three held the next highest set of mean scores, with
themes six and seven holding the lowest rankings across the two criteria.
Table 6

Rank and Means of Each Theme by Importance and Feasibility

Theme Three:  Theme Four: Theme Five:  Theme Six: Theme
Addressing Increasing Engaging Creating Seven:
Bias With Societal Boys and Momentum with  Examining
Strength- Value of Men Strategic Related
Based Boys’ and Effectively Communication, Policy and
Intersectional  Men’s in Health Coalition and Adapting
Approaches Health Servicesand  Consensus Existing
Advocacy Building Policy
Models
Importance 2, M=4.61 3, M=4.47 1, M=4.62 4, M=4.43 5, M=4.28
Feasibility 4, M=3.91 1, M=4.27 2, M=3.99 3, M=3.93 5, M=3.89

Interestingly, the two themes that received the highest mean scores across

assessment criteria are both be more directly related to practice (in the case of keeping
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men connected to health services) and the framing of issues related to CFBMHP
(increasing societal value of boys’ and men’s health), rather than later stage advocacy and
policy development efforts.

Top Rated Strategies Across Both Criteria

Of the 46 total strategies included in the round two survey, there were just five
that scored in the top 33% by both importance and feasibility. These may be seen as top
strategies to consider pursuing as a path towards adoption of CFBMHP. They are listed
by theme in Table 7 below.
Table 7

Top Rated Strategies by Both Importance and Feasibility

Theme and Strategies

Addressing bias with strength-based intersectional
approaches

Take a strength-based approach, not just focusing on
negative things boys and men bring to the table

Increasing societal value of boys’ and men’s health

Stress how men’s health benefits women’s, family, and
community health

Stress that boys and men don’t need to be dying at current
rates — many of these deaths are preventable

Engaging boys and men effectively in health services and
advocacy

Implement regular holistic health check-ups for men

beginning in adolescence, similar to young women’s OB-
GYN visits

Creating momentum through strategic communication,
coalition, and consensus building

Highlight existing federal policies focused on boys’ and
men’s health and show how they have been successful
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Chapter 5 — Discussion

In this mixed methods Policy Delphi, through semi-structured interviews a sample
of 16 issue experts identified a broad array of barriers to CFBMHP as well as strategies to
support policy action. In the second round of data collection, 15 of these 16 participants
completed a survey in which they assessed 46 strategies produced from RTA of their
interview content by importance and feasibility. This discussion chapter will first offer
summative reflections on the meaning of results just presented. An examination of study
results within the theoretical framework which undergirded this inquiry will then be
offered. Following that, results will be contextualized within the knowledge base and
current policy landscape, followed by study implications, strengths, limitations, and a
conclusion section that serves as a synopsis of the entire paper.

The discussion will focus somewhat on strategies that rated highest in round two
results, as they build on the round one analysis and may be seen as a prioritization of all
the perspectives originally offered. However, the discussion will be inclusive of strategies
that did not rate highest within either criteria, as well as the whole of qualitative results,
in order to contextualize additional insights and present further implications. One reason
for this is to avoid producing outcomes that are reductionist in nature, an attribute of the
Delphi method cited as a weakness, particularly by those grounded in participatory
methods (Brush et al., 2022).

What Results Tell Us: “Building Blocks” to Greater Buy In

Of the five strategies that scored in the top third by all three assessment criteria,

all but one study theme was represented, which focused on strategic communication,

coalition, and consensus building. This may indicate that there is not currently a strong
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enough foundation upon which to successfully advocate for CFBMHP. Indeed, even the
strategy under the policy model theme is unrelated to the formation of a new men’s
health office or other targeted initiative, but rather calls for an examination of existing
policy focused on boys and men. Another top strategy by both criteria, taking a strength-
based approach, would likely lead more boys and men to engage in health services and
policy advocacy, however, a caution to this was offered by a participant who raised that if
men were marching in the streets demanding policy action, how would people respond?
In other words, would it be seen as reinforcing patriarchy, or those already holding
inordinate power demanding more?

A key “building block” towards wider societal support for CFBMHP, as indicated
by these top priorities, includes a contextualization of men’s health within women’s,
family, and community health. This could help allay concerns that men’s health policy
would take away from other health priorities and could build allyship, if it is understood
that related policy would be complementary to and supportive of the goals of other
identity-based, equity-focused initiatives. The final top strategy across all three criteria
related to regular check-ups for young men starting in adolescence. Though this may be
seen as the furthest from a policy and more related to practice, participants’ prioritization
of this strategy may indicate that without greater engagement in health services, boys and
men are unlikely to lead the charge for their own health policy.

Examining study results further, it is worth noting that numerous strategies were
seen as highly important but not as feasible, and others were seen as highly feasible but
not as important. The former such strategies included a number related to reducing bias

through use of intersectional approaches focused on marginalized subgroups and within a

111



SDOH framework. The lack of perceived feasibility of these strategies may relate to what
one participant called the “anti-woke” political agenda which not only is averse to new
related policy but also actively dismantling existing policies. Some strategies rated as
highly feasible but not as important, like acknowledging the historical focus of health
research and policy on men along with awareness raising that these men were not
representative of diversity, may open people’s minds and hearts to CFBMHP and thus
serve as another advocacy “building block.” Overall, the mean score of the 46 strategies
by importance was markedly higher than the score by feasibility. This seems to indicate
that the ideas were more uniformly seen as important but that, unfortunately, current
barriers are significant so some may not be realistic, at least in the short term.
Results in Context of Theory

The five theories and theoretical frameworks that undergirded this research were
1) gender theories and intersectionality, 2) SDOH, 3) social construction theory, 4) social
movement theory, and 5) framing theory. Patriarchy was cited as a policy barrier in that
men were perceived to already possess inordinate gender privilege. Equity policy efforts
thus often focus on ways to take down structures that perpetuate such imbalances, not
reinforce them with more resources. Men’s health advocates can address this concern
through health equity policy framing and demonstrating their commitment to women’s,
minority, family, and community health. Additional gender-related policy strategies
related to shifting gender socialization away from vulnerability and towards help-seeking,
as well as development of more gender-sensitive approaches from health and human
services systems. One promising aspect of shifting male gender socialization in ways that

could lead to greater engagement in health services and advocacy is that the connection
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between masculinities and help-seeking has long been found to be individual, contextual,
and not absolute (Addis & Mabhalik, 2003; Vogel & Heath, 2016). There is thus much
opportunity to support the development of healthy masculinities and greater help-seeking.

The COVID-19 pandemic highlighted that while men’s socio-behavioral
responses may adversely impact their mortality risk, for men from racial and ethnic
minority groups, these actions must be seen within the context of structural racism linked
to proximal causes such as economic and social deprivation, closely quartered and toxic
work conditions, disproportionate rates of incarceration, and inadequate health care
(Brown et al., 2022; Ghorayshi, 2021; Griffith et al., 2021). The epidemic provided the
chance to develop gender-responsive and intersectional approaches (Ryan & El Ayadi,
2020) to engage men with policy-based initiatives to support “male friendly” health
promoting practices and to address such underlying inequities. Despite this opportunity,
and a call for such gender-responsive policy actions from the WHO (2020), Morgan and
colleagues (2021) found no evidence of such strategies actually being implemented in the
U.S. There were, however, actions taken to address health disparities broadly speaking,
such as the American Rescue Plan lowering health care costs for low to middle income
families and investing in equitable vaccine distribution (The White House, 2021a).

As noted above, SDOH was a top strategy by importance, and participants noted
that wherever a prospective CFBMHP would be housed, it should be inclusive of
multiple agencies, including those with oversight over education, employment, housing,
environment, and the criminal legal system. With most people stating the policy should
be based in HHS, one way to integrate other departments would be a health in all policies

approach (Pan American Health Organization, n.d.-b) wherein men’s health is
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systematically considered across sectors to improve health of this group and overall
health equity. Models within the U.S. federal government where a health priority is
overlayed over broader health initiatives include Healthy People’s “overarching goal” of
SDOH, which resulted from dozens of issue expert collaborations across HHS agencies
(Office of Disease Prevention and Health Promotion, n.d.-b). Going broader still, a White
House initiative based at U.S. Department of Education (n.d.) in support of Historically
Black Colleges and Universities functions as a federal interagency working group
inclusive of Defense, Labor, HHS, Veterans Affairs, and numerous others. The Office of
Women’s Health (n.d.-a) mission statement also alludes to interagency and intra-agency
efforts, stating, “The Office leads several groups and committees to coordinate efforts for
women’s health within...HHS, as well as other federal agencies.” This is done through
working groups, task forces, councils, steering and working committees. All these
examples of collaboration among agencies offer models for CFBMHP.

Numerous SDOH were noted as fundamental to CFBMHP, including race, socio-
economic level, and place. This latter determinant is particularly important for federal
policy, as one participant noted how different the needs and corresponding policy would
be for those in urban compared to rural environments. The call for place-based men’s
health services aligns with the need for tailored men’s health interventions identified by
researchers such as Gonzalez and colleagues (2015). These authors found numerous
associations between rates of diabetes and geographic location as well as time in the U.S.
among a national sample of White and Hispanic/Latino men. The federally qualified
health centers of HRSA are one arm of government that could play an important role in

localizing CFBMHP to ensure its relevance across places and population groups. In
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Brazil, municipal health services played such a role in their national men’s health policy
implementation, though Mozer and de Paul Corréa (2014) cited numerous challenges
with integrating targeted services for men at one of the 26 original policy pilot sites. Still,
the government can play an important role in developing place-based public policy
approaches to address complex SDOH in order to improve population health outcomes
(Klepac, 2023), whether through their own local centers or partner sites.

Related to social construction and social movement theories, results show many
related barriers to CFBMHP, including lack of societal concern for men’s health and a
corresponding need to increase the value people place on this issue. Results align with the
Policy to Action Framework of the U.S. Agency for International Development, Health
Policy Initiative (USAID; 2010), presented in Figure 1, which identifies stages of
problem identification followed by policy formulation, implementation, and monitoring.
Figure 1

USAID Health Policy to Action Framework

Moving Policy to Action

P Data Analysis /P°"cy& Leadership\ Resource M&E and

Strategy

and Use Mobilization Accountability

Addressing i Scale Up &
Barriers Planning of Strategies Sustainability

Individual and Institutional Capacity
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Within problem identification and its overlap with the policy formulation stage,
there are four components: data analysis and use, policy dialogue and advocacy, policy
strategy and development, and addressing barriers. The current research indicates that
there is a wealth of related data that may be underutilized by policy makers. Policy
advocacy for CFBHMP has been unsuccessful to date, so it appears necessary to
strategize around obstacles through further dialogue, coalition, and consensus building.
This process may be greatly informed by the policy barriers identified in this and other
research, with strategy development a key component. Before proceeding to new policy
formulation (or re-introducing the federal men’s health office bill), it seems these
prerequisite steps should be taken. A key component of social movement theory, resource
mobilization, comes later in the USAID framework, and as study participants pointed out,
there has been little time and financial investment in advocacy for CFBMHP, including
from boys and men. Institutional capacity is also relevant here, as the few advocacy
organizations active in promoting CFBMHP are all-volunteer or have few paid staff for
the significant effort needed to influence complex federal policy initiatives.

Study results also reinforce the relevance of framing theory. Findings indicated
that to get more people on board with CFBMHP (or at least, health equity allies),
proponents of boys’ and men’s health should proactively acknowledge how patriarchy
benefits men broadly speaking and how oppression harms women, people of color, and
other marginalized populations. Contextualizing men’s health as not in competition with
women’s health and instead synergistic with its goals was another important framing
offered, as was the prioritization of subgroups of men where the greatest disparities lie.

To engage more men, results indicated that strength-based alternatives to the broad toxic
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masculinity frame were needed. These findings align with Griffith’s (2018) call to center
equity within the framing of men’s health, acknowledging that it is not individual-level
factors that drive differences in health outcomes between men and women, but rather
social and environmental inequities.

Indeed, when examining the original national men’s health policy of Ireland
(Richardson & Carroll, 2008, p. iii), key approaches listed within its theoretical
underpinnings section were, “gendered and gender-relations, social determinants,
community development, intersectoral, a strengths perspective, and supporting men to
become more active agents and advocates for their own health.” Centering equity and
SDOH within an explicit strength-based perspective was also part of the theoretical and
philosophical underpinnings of the original Australian national policy (Richardson &
Smith, 2011). Within each, there was also the priority of helping men to become more
active agents and advocates for their own health, however the larger context set with
these other foundational principles made it clear that men were not to blame for
individual level health decisions or inherently “toxic.” Within the U.S., study findings
indicated all these approaches could attract more men to health promoting activities in
practice and policy spheres.

Results in Context of the Knowledge Base and Policy Landscape

Contextualizing results of this mixed methods Policy Delphi will be principally
organized around round one qualitative themes, which also provided context for the
strategies that were quantitatively assessed during round two. Though there is some
intermingling of barriers and strategies across themes with this approach, it provides

some clarity to the numerous issues covered. Because there is scant literature describing
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what would break U.S. policy inaction around CFBMHP, a brief return is made here to
earlier cited authors who address similar questions as this study explored. To note again,
these writings have largely focused on the global arena.

A related note on study results here is that while they had some focus on
CFBMHP, perspectives were inclusive of policy that may not be comprehensive, policy
that is more localized, and systemic issues which impact all U.S. residents. Results were
also inclusive of topics that while related to public policy may appear more pertinent to
others such as men and masculinities, boys’ and men’s health, and the health care system
broadly speaking. This likely relates to the very specific nature of this inquiry on
CFBMHP, the interdisciplinary background and diverse sectors represented by the study
sample, and myriad influences on public policy processes which make broader
discussions beneficial. The study author thus sees all results as relevant to answering the
research questions about CFBMHP.

Another important note before entering into this discussion is that a good number
of individuals and organizations engaged in men’s health advocacy have been utilizing
the following strategies to varying degrees over many years. This acknowledgment is
offered with humility — none of these strategies taken individually or as whole would
necessarily lead to successful adoption of CFBMHP. Using the metaphor of quilt for
qualitative research (Lindsay, 2018), data from this study adds to the rich fabric of
knowledge already accumulated. The following perspectives are not to fill a gap or serve
as a silver bullet, but rather to provide an additional square to an ever-growing quilt.

Along these lines, the recent launch of two research centers focused on boys and

men are important additions to the relevant research landscape, joining leaders like
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Georgetown’s Center for Men’s Health Equity, which have been active for some time.
The American Institute for Boys and Men (n.d.) was founded 2023 by Richard Reeves,
“to inform policy and public dialogue with nonpartisan research so that boys and men
from all backgrounds can lead healthy, happy, and meaningful lives.” This universal
approach aligns with study results here, and the institute has also established Black boys
and men as a priority population. Besides mental health as a key research area, along
with education and employment as SDOH, they also focus on fatherhood and families.
Movember’s Men’s Health Institute was also established in 2023 to advance the
field of men’s health and to reduce preventable death and disability among men while
improving their quality of life (Movember Canada, 2023). Founded in Australia in 2003,
Movember has since engaged millions of people worldwide to contribute to men’s health
(Prostate Cancer Foundation, n.d.). Their new institute intends to accelerate men’s health
research, make it translatable into practice, and impact related policy. Core issues are
men’s mental health, prostate and testicular cancers, gender-specific healthcare, and
health literacy. Building sector capacity and human capital within the field are also key
goals. As Movember is a global organization, they will look to have a broad impact
geographically, however the primary countries will be where they operate in Australia,
U.K., Canada, and the U.S. Movember’s initiative aligns with study results in numerous
ways. They focus on how many men’s deaths are preventable, intend to impact all boys
and men with a priority on health equity, seek to collaborate and learn from women’s
health, and aim to make healthcare systems more gender responsive and accessible.
Movember also uses resident Ambassadors to build awareness and support around men’s

health issues, including early cancer detection (Swain, 2023), which study participants
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here also felt was an important strategy. Creating an evidence base for broad scaling of
effective practice is highlighted, and there is a stated goal of influencing policy
development and advocacy. In explaining the need for their institute, Movember states
that there are only seven national men’s health policies, which may indicate their
intention to support comprehensive policy development in other countries.

Within the current inquiry focused on a prospective U.S. CFBMHP, broadly
speaking, study results align with Baker’s earlier cited work (2020a, 2020b) and that of
his organization, Global Action on Men’s Health (2021). Within these papers, key
barriers cited include patriarchy concerns, a lack of clear focus on men of color and other
marginalized groups who bear the brunt of men’s health disparities, political indifference,
and a lack of political sensitivity among civil society organizations active in men’s health
advocacy. Calls for policy action are grounded in strength-based engagement;
intersectional, data-driven, outcome-oriented approaches; and focused attention on those
with the poorest health outcomes. The aforementioned “women’s health playbook”
strategy (Bezich, 2020) grounded in the U.S. context also aligns with study results
indicating use of related federal identity health offices as models for a CFBMHP.
Contextualizing Results Within Qualitative Themes of the Study

Theme 1: A Limited Landscape of Federal Boys’ and Men’s Health Policy —

“Pockets of Activity Here, There, and Everywhere, But Nowhere in

Particular”

The consensus from participants that there is no CFBMHP and that there is little
even outside this broad-based frame is representative of the current reality as it relates to

federal boys’ and men’s health policy. The aforementioned June 2023 reintroduction of a
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bill to form an Office of Men’s Health, H.R. 4182: Men’s Health Awareness and
Improvement Act, did not make it out of subcommittee as of March 2024. The recently
enacted National Strategy on Gender Equity and Equality (The White House, 2021b), like
many other gender focused initiatives, is solely focused on girls and women. This was a
barrier to CFBMHP cited by research participants, that the term gender is often used
synonymously with girls and women within public policy, and thus not inclusive of boys’
and men’s needs. These concerns are similar to those expressed by some scholars
regarding global gender mainstreaming initiatives, which seek to infuse into all policy the
goal of narrowing gender gaps and spurring greater equality between women and men
(United Nations, 2002). Weiner’s (2023) article, “A missing piece? Men and the puzzle
of gender mainstreaming in the European Union,” examines how men have largely been
left out of related research and policy. The gender mainstreaming goal of greater equality
between men and women has overlap with equity-centered men’s health policy efforts,
which also seek to positively impact women and to address structural roots of unjust
power imbalances.

As it relates to existing public policy that is not comprehensive but may be
operationalized as funded projects by government agencies, a brief scan of NIH’s
Reporter database using the search term “men” revealed that there are indeed federally
supported grants focused on men’s health. Many are related to prostate cancer or specific
men’s subgroups, such as men having sex with men. A great deal of these scanned
projects focused on African American men, including as it relates to obesity reduction,
HIV prevention, success in higher education, health seeking for formerly incarcerated

individuals, and barber shop-based public health initiatives. Examining how these
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targeted projects have fared and highlighting their successes was a top-rated strategy in
this study and may go a long way in promoting benefits of future efforts. This may spur
targeted grant opportunities, which SAMHSA (2017) calls for as a strategy for public
policy and funders within their examination of best behavioral health practices for Asian
American, Native Hawaiian, and Pacific Islander boys and men.

Theme 2: Getting at the Root with Structural Problems that Impede

CFBMHP - “Do We Have the Wherewithal?”

Systemic issues raised by study participants, including the U.S.’s disjointed health
care system and reluctant welfare state, impact all health issues and populations, not just
boys and men. To address deeply embedded structural problems through public policies
that stress health equity, a transformational change in norms is needed (Baum et al.,
2022). To create political will, Baum and colleagues identified numerous strategies,
including policy framing and working with sympathetic political forces dedicated to
fairness. For equity focused CFBMHP, it would be important to assess which federal
policy actors could serve as the greatest champions to influence others to join this cause.

More particular to the issues and population under study here is the historical
commodification of men from racial and ethnic minority groups throughout U.S. history,
which has been well documented in the literature, including the article, “Slavery and the
modern-day prison plantation” (Moser, 2023). Here, Moser makes connections between
antebellum slavery, a post-Abolition period in which Black Americans were criminalized
in the South through racist laws, and forced labor practices imposed through
contemporary mass incarceration. One federal policy group that has taken on criminal

justice reform as a key issue is the Congressional Black Caucus (n.d.), who under the
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banner, “fighting the new Jim Crow” describe their focus on systemic issues intersecting
with mass incarceration, including poverty and discriminatory policing practices. Results
from this study indicate that this group could be a key partner in coalition building.
Indeed, numerous sponsors for the 2023 bill to establish an inaugural federal Office of
Men’s Health were members of this group.

Theme 3: Addressing Bias with Strength-Based Intersectional Approaches —

“You Don’t Deserve to Have this Human Experience”

Numerous participants asserted the need to widen the original lens of this study to
include boys and young men. Low expectations of BYMOC related to SDOH were given
as an example of bias towards this population, with participants calling for asset-based
instead of punitive approaches. This perspective is supported by Huerta and colleagues
(2020, p. 29), who state that along their educational path, Black and Latino males face
“unnecessary challenges and stresses that contribute to diminished academic outcomes.”
Highlighting successful policy responses, authors cite local work across the country
spurred by MBK, including numerous legislative bills passed with leadership from the
Alliance for Boys and Men of Color to address disproportionate school discipline and
improper police conduct directed at these youth. Aligned with strength-based approaches
recommended in this study, authors call for empathy building among school staff to help
them see boys as “just as complex and fully human as everybody else” (p. 31).

Another example of strength-based approaches highlighted in the literature comes
from “Kaneho‘alani — transforming the health of Native Hawaiian men” (Office of
Hawaiian Affairs, 2017). This report uses a methodology rooted in traditional cultural

practices and highlights historical and contemporary strengths of kane, Native Hawaiian

123



men, even in the face of great adversity. In their policy recommendations, they call for
looking further “upstream” at causal factors and associated risks, such as SDOH. They
also call for a public and private partnership to create a “master plan” to address health
inequities and promote the well-being of kane, which aligns with results here calling for
broad-based collaboration around comprehensive strategy.

This study’s finding that many misattribute poor men’s health to toxic and other
unhealthy forms of masculinity, leading to less public sympathy and policy action, aligns
with perspectives expressed by Elder and Griffith (2016). These authors cite a men’s
health campaign slogan from the US Agency for Healthcare Research and Quality, “This
year thousands of men will die from stubbornness.” They question why for women and
children, public health has recognized the strong influence of SDOH, but policy for men
continues to be grounded in a more individualistic understanding of issues as stemming
from bad choices and unhealthy behaviors.

Besides a focus on SDOH, study results here indicated the need for an
intersectional lens, a focus on boys and men from minoritized and other marginalized
groups, and an inclusion of White and other privileged subgroups. This approach aligns
with other national men’s health policies, including from the Australian government
(2019), which targets every man and boy but identifies clear priority groups, including
veterans, people with disabilities, socially isolated, from rural and remote areas, and those
with Indigenous, culturally and linguistically diverse, sexual and gender minority, and
low socioeconomic backgrounds. This approach may be seen as targeted universalism
(Powell et al., 2019b), wherein goals are the same for all, but strategies are based on how

each group is situated, including structurally, culturally, and geographically.
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Theme 4: Increasing Societal Value of Boys’ and Men’s Health — Addressing

Patriarchy and “Which Men?” Concerns

For men that share a vision of gender equality with feminists and LGBTQIA+
advocates, and who wish to promote the health and well-being of people of all genders,
the first step identified by the children’s rights organization Plan International (n.d.) is to
acknowledge male privilege. This call to action aligns with study findings highlighting
the need for boys’ and men’s health advocates to stand against oppression of all types,
including racism, sexism, and homophobia. Indeed, when the current author co-founded
the Male Action Coalition at Columbia University School of Social Work in 1999, the
diverse men who launched this initiative made the decision to have ending violence
against women as our core issue. We truly believed in this mission, and we knew that as a
community organizing strategy, it would help build credibility by allaying potential
concerns around perpetuating patriarchy from the nearly 90% of social work students
who were not men (Gilgoff, 2001). This action, along with partnerships with groups
including the Feminist Caucus and National Association of Black Social Workers, helped
the coalition gain members and supporters across demographic groups who also
contributed to events related to fatherhood, incarceration, and mentoring.

As Mikesh (2022) states in his article, “How does men’s health intersect with the
LGBTQIA+ community?”, gender health is not a zero-sum game. Similarly, the current
study’s participants stressed that this must be made clear to gain allies for CFBMHP.
Mikesh points out that the mere mention of “men” can cause a stress response (based on
men’s interpersonal and systemic harms), however the promotion of men’s health does

not inherently take away from the importance of the health of other groups, including
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women and people who are transgender or non-binary. Having allies is something the
Director of the Sexual and Gender Minority Research Office at NIH feels is critical for
their work (Parker, 2018), and advocates for CFBMHP may gain allies from other
population health groups by making clear their support for and participation in these
equity efforts.

With greater trust and alignment around broader gender health equity, promotion
of and allyship with men’s health policy advocacy may be more possible. This is
imperative, because even with increased media attention around men’s health, the issue
has not “caught on” as something that advocates, business leaders, and politicians want to
put their weight behind (Parker-Pope & Gilbert, 2023). Explaining how men’s health is
often seen as disconnected to other demographic group’s well-being, Bonhomme (2007)
identifies how poor men’s health adversely impacts women, children, families, and
communities. This aligns with a top strategy from the current study, to contextualize
men’s health within a broader community health umbrella that supports targeted attention
for all groups. As Brayboy and colleagues (2017) assert in their review of education
programs for Indigenous boys and young men, it is imperative that by uplifting this work,
it does not unintentionally cause tension with people who have other gender identities.
Rather they recommend facilitating connections that benefit all, grounded in an
appreciation of how important gender roles are in Indigenous communities.

With a clear support for and contributions to health equity for all, some who are
initially skeptical of CFBMHP may be open to hearing more. This may overcome what
some have termed, “the empathy gap,” wherein there is little societal concern for

adversities faced by men comparative to the societal response for those faced by women
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(Collins, 2019; Seager et al., 2016). Though study results align with this concept, other
ideas offered by some “empathy gap” proponents go against sentiments expressed though
the current research and those held by this author. Collins’ book preface states, “out with
the idea of an oppressive patriarchy” and a book title from Warren Farrell, The myth of
male power, offer insight as to one reason this empathy gap exists. An oppressive
patriarchy based in male power indeed persists. This alongside a lack of empathy for
challenges that men face despite structural advantages of their gender. Unfortunately,
dismissals of valid concerns around male privilege may make dismissals of valid
concerns about men’s health more likely, and as results of this study indicate, be a barrier
to building broader support for health policy designed to address such challenges.

Though men broadly speaking hold power compared to women across numerous
indicators, as it relates to marginalized subgroups of men, the presumption of gender as
an inherent benefit has been questioned. Along these intersectional lines, Curry (2017, p.
8) writes that, “Black men and boys are, in fact, disadvantaged because of their
maleness.” Curry (2014) states that throughout U.S. history, this population group has
been demonized and brutalized, with freedom and other basic rights withheld and death
an all-too-common outcome, including at the hands of police and other state actors.
Within this context, it is clear that even if gender may bring those from this demographic
group some level of privilege, it has not ultimately served as a benefit.

Even broadly speaking, despite advantages that men’s gender continues to afford,
data presented throughout this paper indicate that they have not translated into better
health (Parker-Pope, 2023). Though historically and to the present day, men have largely

been the gender group making national health policy decisions, Smith and colleagues
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(2009) point out that these were not necessarily for men in that they were not explicitly
designed or implemented as effective gender-responsive strategies. Regarding poor
outcomes within numerous SDOH, Reeves (2022) lays out evidence of this phenomena,
including underperformance of boys in school, lower college enroliment and completion
than women, and declining participation in the labor force. Reeves and colleagues (2020)
also speak to disparities facing subgroups by raising how Black men have lower labor
force participation than White men, as well as lower bachelor’s and master’s degree
attainment than White men or Black women.

It is important to note that while a focus on SDOH and marginalized men along
with a pro-feminist stance and intersectional lens may gain more support from those with
similar views who tend to be on the political left, it may alienate those with other
viewpoints, who may be more politically to the right. Indeed, in a review of Reeves
(2022) book, Of boys and men, published on the website of the conservative think tank
Institute for Family Studies, Renn (2022) offers the following critique. “He repeatedly
makes clear his full support for feminism, praises intersectionality, and uses terms like
‘cis heterosexual.” None of his recommendations fundamentally challenge any
ideological lines.”

Efird and Lightfoot’s (2020) examination of perceptions of health in a White rural
Southern community also reveals how different framings related to health may influence
people’s expectations for policy solutions. In their study, they found that participants
attributed health problems to individual level behaviors, not macro-level SDOH, and that
they were suspicious of social programs aiming to benefit community health. Indeed,

numerous polls have demonstrated differences around the ways that Democrats and
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Republicans assess racism and racial disparities within health care and criminal justice
systems, with the former much more likely than the latter to see these issues as present
and a problem (Blendon et al., 2021). Views on whether the U.S. has satisfactorily
progressed on the issue of gender equality are similarly distinct along partisan lines, with
69% of Democrats saying the country has not gone far enough and just 26% of
Republicans saying the country has more work to do (Pew Research Center, 2017).

Whether related to ending patriarchy or uplifting racial equity, policies such as the
type of CFBMHP recommended by study participants are likely to face resistance
because they may take power from groups who traditionally hold privilege. Though there
are pro-feminist men’s groups and White anti-racist activists who recognize that
patriarchy and white supremacy harm everyone (llich, 2021; Showing Up for Racial
Justice, n.d.), there are others from privileged groups who deny the need for equity-
building and would not give up their power easily. Such tensions are a serious challenge
to policy action requiring broad-based political support. Although equity focused
CFBMHP advocates may consider how to draw in policy allies from different sides of the
public discourse and political spectrum, it is understood that some views may be too
problematic for negotiation to occur.

Another top strategy identified within the current research was to highlight the
preventable nature of many deaths among boys and men. Analysis of the 2020
International Health Policy Survey (Salib, 2022) found the U.S. had the highest rate of
preventable deaths among the 11 high-income countries who participated at 337 per
100,000 males. This was over 100 more deaths than the U.K, the country with the next

highest rates. A Promundo (now Equimundo) report provides further detail to this
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phenomenon, citing key behaviors — poor diet, use of tobacco, alcohol, and drugs,
occupational dangers, unsafe sex, and limited health seeking — that are responsible for
over 50% of premature deaths and approximately 70% of illnesses among boys and men
(Ragonese et al., 2019). Participants in the current study stressed that bridging these
alarming data to people’s own lives, to boys and men who are loved ones and impacted
by these issues, may lead to greater support for CFBMHP. It remains to be seen if these
personal connections, which are just as prevalent as the issues themselves, can be
translated into greater advocacy and ultimately, policy action.

Though not as highly rated as other strategies, some participants mentioned
arguments around the economic cost of poor men’s health as a galvanizing strategy. This
aligns with Rovito and colleagues’ (2017) call for global health strategies to be more
inclusive of boys and men, wherein they cite the immense macro level financial impact
on the U.S. economy as well as the more micro level impact on families when men die
and leave partners and children with less resources. Highlighting how men’s poor health
impacts military readiness was also raised as a strategy by study participants. Though the
CDC (2022) does not frame this in terms of gender and men, they state that “preventing
and controlling chronic diseases is a matter of national security.”

Theme 5: Engaging Boys and Men Effectively in Health Services and

Advocacy — “They’re not Marching in the Streets. They’re not Mama Bears”

Inherent in advocacy is an expressed need and within hegemonic masculinity men
are not supposed to need. It thus makes sense that not as many men would be accessing
services or publicly expressing a desire for policy support around their health challenges.

Within a broad coalition working collectively for health equity, however, it must be noted
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that men’s poor health outcomes, including disparities experienced by marginalized men,
validate the need for not only targeted health policy support but also allies to this cause.

In this context, study findings indicating a disconnect for boys and men from
health services that begins around adolescence aligns with past research, including Van
Eck and colleagues’ (2021) examination of preventive well-care visits using a sample of
nearly 7,000 from the National Longitudinal Survey of Youth. Findings indicated that
nearly half of male adolescents (48%) were “persistently disengaged,” were more prone
to disengagement throughout adolescence compared to female adolescents, and that this
relative disengagement started earlier than previously thought during middle childhood.
Based on this data, authors called for targeted approaches to keep boys and young men
engaged during this formative period. A top-rated strategy from the current study called
for replicating the success of OB-GYN visits with young women. The Young Men’s
Clinic of New York-Presbyterian Hospital provides a model, offering comprehensive
primary care for predominantly urban African American and Latino patients, with
research indicating that education integrated into regular visits increased sexual and
reproductive health knowledge (Armstrong et al., 2010).

Taking a life course approach to CFBMHP was a key strategy identified in the
current study, which aligns with a broad literature and set of program and policy
initiatives focused on BYMOC. Chandler (n.d.) presents a life course framework for
understanding a gender-specific cycle of disadvantage facing members of this population
group aged 0-35, along with ways to interrupt this cycle. Chandler’s socio-ecological

approach is notable for its comprehensive scope and strength-based approach citing the
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need for less systemic chutes and more supportive ladders while calling for multi-
generational engagement with impacted youth and their caregivers.

The rich literature on BYMOC highlights numerous programs that engage this
population in organizing and advocacy, often around SDOH. Turner’s (2021) work
within the Brothers, Sons, Selves coalition uses a Black Transformative Agency approach
to engage Black boys in “good trouble” through political education and organizing with
the goal of transforming anti-Black racism in their communities. Policy advocacy
achievements of this group include getting Los Angeles to replace the country’s largest
youth justice system with a care-first model, and to reallocate $25 million from school
policing to supportive services (Liberty Hill, n.d.). This initiative is a model for
engagement with both health promoting programming and related policy advocacy,
particularly as it relates to SDOH which disproportionally impact boys and men of color.

Another top-rated strategy from the current study was utilization of trusted
mentors as health advocates. National Compadres Network, which grounds its work in
indigenous practices of Chicano, Latino, Native, Raza, and other communities of color,
provides such mentors within its healing centered programming targeting boys and men.
National Compadres Network’s broad initiatives include culturally based direct services,
training for health and human service professionals, and systems change work with
public sector leaders. A program evaluation using a quasi-experimental design of their
Joven Noble young men’s program found an increase in knowledge and decrease in high-
risk sexual behaviors among program participants (Tello et al., 2010).

An additional example of how to further connect boys and men to health and

advocacy is Ginwright’s (2018) healing centered engagement framework. This approach
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is strength-based, culturally grounded, and sees healing as a collective process that youth
of color engage in together. As it relates to public policy, healing centered engagement is
explicitly political. By engaging in policy advocacy to address root causes of trauma,
including lack of access to mental health services, young people can develop a stronger
sense of agency and overall well-being.

Taking lessons learned from these initiatives and applying them to the traditional
health care system may support greater connection to health services. Towards this end,
study results indicated the need for a shift in gender socialization that boys and men
experience towards health-seeking. Participants also identified the development of a more
responsive, accessible, and trustworthy health system as a strategy for more effective
engagement. In examining the influence of masculinities on boys’ and men’s health,
Robertson and colleagues’ (2016) stress the importance of avoiding a “blame” discourse
strictly focused on personal behaviors, and instead keeping attention on the social and
political influences on boys’ and men’s health practices. Indeed, the ways that gender
influences such health behaviors may also play out at the micro level, but stem from
complex socio-cultural processes in which masculinities intersect with other SDOH
(Evans et al., 2011). An example of this may be hegemonic masculinity messages
received to suppress vulnerable emotions, with associated decreases in help-seeking and
increased suicide risk (Oliffe et al., 2016), which may be exacerbated when services are
limited such as in rural areas and tribal reservations.

Another example of how gender operates at multiple levels may be seen within
familial relationships wherein a non-resident father struggling to financially provide may

begin to internalize societal stigma as a “deadbeat” unable to fulfill the traditionally
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masculine role of breadwinner. The father then may distance himself from his children,
with lowered self-esteem a consequence for both parties, as well as potential behavioral
issues and decreased academic performance for the child. Fatherhood programs that at
once improve participants’ economic opportunities and promote equitable caregiving by
men thus may be seen as examples of gender-responsive initiatives that both support
responsible parenting and address structural barriers that may impede financial
contributions (Randles, 2018). Importantly, within the context of CFBMHP, Randles
highlights how these initiatives often enjoy bipartisan political support.

The study finding around the need for a trustworthy health care system responsive
to men’s health needs and free from discrimination against marginalized men aligns with
results from Kimball and colleagues (2020), which found medical mistrust to predict
lower medical care use among Latino sexual minority men. As lower PrEP uptake is a
potential consequence of this mistrust, study authors called for systemic intervention to
establish standards of cultural competence among health care providers. Healthy Men
Academy is an online education curriculum funded by the CDC and recently piloted by
Healthy Men, Inc. (n.d.) which looks to build health care professionals’ ability to serve
all men in a “guy friendly” way. The training has shown positive initial results related to
both knowledge building and participant satisfaction (Bonhomme et al., 2023). Having
workshops available may not go far enough, however, as this leaves it to the discretion of
individuals, organizations, and systems to opt into such professional development
opportunities. To help drive this change, as part of their National Men’s Health Strategy,

the Australian Government (2022) provided funding to develop and integrate educational
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curricula and professional development courses into health education to support the
provision of holistic male-centered services.

In the U.S. context, within their examination of ways to restore traditional
strength of American Indian boys and men, Brave Heart and colleagues (2012) call for
policy that institutionalizes cultural competency training around historical trauma,
gender, and identity development within health, educational, and criminal legal settings.
A practical resource for designing men’s health programming that is not only gender
responsive but also gender transformative is The 5C Framework (Galdas et al., 2023).
This approach highlights co-production with men, accounting for immediate financial
costs and sustainability, grounding programming in geographical and socio-cultural
context, using effective and engaging content, and communicating in ways proven to not
only draw men in but also shift gender norms and power relations towards greater equity.

Besides professional development and program design resources for the health
sector, another potential mechanism to develop empathy for and responsiveness to boys’
and men’s health experience would be to have more providers who possess lived
experience with this gender. Men currently constitute only 22% of the health care and
social assistance workforce (Bureau of Labor Statistics, 2022). Within some health
professions, like social work, part of this under-representation stems from a notion that
men do not possess the nurturing qualities needed for the job (Myers, 2010). This notion
derives partly from gender socialization away from vulnerability cited by participants
from the current study, along with lower pay and prestige. This patriarchal-based lack of
financial reward and societal recognition for the importance of many health and human

service roles filled overwhelmingly by women is one reason they have been referred to as
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“pink collar” jobs (Herlihy & Watson, 2012). A less provocative description of these
professions is HEAL (health, education, administration, and literacy), to which more men
could be drawn using policy models similar to Workforce Innovation and Opportunity
Act investments used to facilitate women’s entry to STEM careers (Reeves, 2022).

A final strategy within this theme identified by study participants was to make
health care services more accessible by removing the financial barrier and making visits
free. Though this might be unrealistic for all medical appointments within our current
system, there are policy solutions related to specific forms of care that have been
implemented. For example, H.R. 1826, the Prostate-Specific Antigen Screening for High-
risk Insured Men (PSA Screening for HIM) Act was introduced as bipartisan federal
legislation in March 2023, and would eliminate out-of-pocket deductibles, copayments,
and co-insurance fees for those at greatest risk of prostate cancer (American Cancer
Society, 2023). The population foci of this bill are Black men and those with a family
history of this disease. Though this bill has yet to be voted on federally, similar state level
legislation is in place in Maryland, Rhode Island, and New York, with bills passed or
pending in others as well.

Theme 6: Creating Momentum through Strategic Communication, Coalition,

and Consensus Building — “What Will Be the ‘It> We Can All Rally Around”

Contextualizing the breadth of strategies identified by study participants under
this theme within research focused on national men’s health policy development in
Ireland (Richardson and Carroll, 2009), there is great overlap. After their government
identified the need for such policy within their national health strategy in 2001, a 3-year

research process led to a 2004 national men’s health conference. This was followed by a
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steering group of interdepartmental government and civil sector leaders who then used an
extensive nationwide consultation process along with relevant research and other forms
of evidence to craft concrete policy recommendations. Eight years after the government
spurred this process, the policy passed from development to implementation.

Study results indicated the need for greater collaboration among U.S. boys’ and
men’s health stakeholders within government, nonprofit and business sectors, as well as
among communities of impacted residents. Through this process, unified messaging and
policy requests could be created and advanced by key spokespeople. Within the
challenging political climate, varying strategies would be needed based on stakeholder
priorities. These key steps are aspirational within the context of CFBMHP, as there are
currently no such collaborative groups known to this author among field leaders such as
Men’s Health Network, MHC of APHA, Partnership for Male Youth, and Movember.
Within the movement to improve the lives of boys and men of color, however, these
infrastructure and policy advocacy processes have been underway for some time. The
MBK Alliance launched by former President Obama is one example. Their MBK Equity
Framework (MBK Alliance, 2019) is inclusive of many aspects of comprehensive health
policy in that there are key milestones based on data driven priorities, commitments to
assess success of the initiative, and key elements that predict such success, including
collaboration, stakeholder engagement, and systems change. Though different than
CFBMHP because it is now driven by the Obama Foundation rather than government,
with a youth focus rather than the full life course, more localized rather than federal, a
focus on SDOH versus physical and behavioral health, and not inclusive of White

Americans, there is still much application to the current inquiry. This includes their
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strategic investments across U.S. states and territories to expand evidence-based
initiatives focused on reducing youth violence and expanding effective mentorship
programming for BYMOC. This mirrors other philanthropic organizations’ approach to
scaling what is effective, however the federal government offers a level of resources and
stability to sustaining initiatives that the private nonprofit sector cannot match on its own.

The earlier mentioned Alliance for Boys and Men of Color is another example of
a boys’ and men’s policy focused organization that brings together community and
advocacy organizations around shared commitments to racial and gender justice. Their
Healing Together initiative works to end intimate partner violence by engaging men and
others to build safer communities that move away from punitive policies and towards a
restorative justice approach centered on prevention, accountability, and healing (Alliance
for Boys and Men of Color, n.d.-b; Boyd-Barrett, 2022). This type of programming aligns
with other study findings that call for men’s health advocates to demonstrate
commitments to women’s Well-being within a broader equity framework.

Given the existing organization of these collaborative policy advocacy groups
focused on boys and men of color, it may be a challenge for those taking a broader
approach to boys’ and men’s health to demonstrate clear benefits for minoritized and
other marginalized populations most impacted by health disparities. One concern with
national stakeholder engagement processes intended to inform federal policy is that the
inputs of impacted local residents are not represented as clear priorities within the final
policy document. Along similar lines, “one size fits all” strategies that take a “rising tide
lifts all boats” approach do not best meet the specific needs of diverse local populations,

which poses another challenge to building a broad coalition for CFBMHP advocacy.
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Study results indicated that for federal level policy necessitating bipartisan
support, a unifying strategy could be to focus on issues that are more politically neutral,
such as substance use and mental health. Another identified strategy was to tailor
communication and advocacy based on the varied priorities of diverse stakeholder
groups. Movember is a global nonprofit that has had great success in using strategic
communications to build awareness, raise funds (Wassersug et al., 2015), and resource
programs for prostate and other men’s cancers, and more recently, for mental health
promotion and suicide prevention. A cross country comparative analysis of Twitter
conversations during Movember’s 2013 men’s health campaign showed that the U.S. was
more prone to cooptation by businesses marketing products or contests (Bravo &
Hoffman-Goetz, 2017). This finding has relevance to cautions raised by researchers
examining other national men’s health policies, that more business oriented medical
interests can predominate men’s health discussions and policy if measures are not taken
from the outset to mitigate this risk.

Regarding another core behavioral health issue, the NIH (2023) recently
highlighted a study by Butelman and colleagues (2023) that found that men had
substantially higher opioid and stimulant drug overdose mortality rates than women. This
federal agency post may indicate some openness to increase publicly driven attention to
boys’ and men’s health. An Office of Research on Women’s Health (2022) event focused
on gender and health that was inclusive of men’s health equity leader Derek Griffith is
another indication of openness on the part of federal health agencies to be inclusive of
boys’ and men’s health concerns. Study results here indicated that leveraging

commitments to SDOH and structural racism demonstrated by federal agencies was a key
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strategy, and these recent actions by NIH appear to confirm this political opportunity.
This optimism must be tempered however by study results indicating the need for more
boys’ and men’s health champions to be present as policy is crafted, and ongoing lack of
prioritization of this population within Healthy People and other federal initiatives.

Among the stakeholders to convene for coalition and consensus building, a key
group identified was resident boys and men impacted by poor health. As Cohen and
colleagues (2017) stress, moving aspirationally towards health equity is a process; to
achieve greater fairness, the process also needs to be fair and inclusive. While numerous
studies have assessed men’s expressed health needs, research focused on men’s
perspectives of what health policies are needed is lacking. Though the Office of Disease
Prevention and Health Promotion (n.d.-a) on its Healthy People 2030 “Men’s” page states
the following, it is unclear to what extent men contributed to these priorities.

To improve men’s health, it’s important to raise awareness about preventive

screenings and regular health care for men of all ages. Interventions to reduce

smoking and drinking and promote healthy behaviors also can help prevent
diseases and improve men’s health.

Ensuring that the community has a strong voice in a prospective CFBMHP is a
lesson the U.S. can learn from the Brazilian experience with their national men’s health
policy. Though Lima and Schwarz (2018) describe a three-year period of policy planning
involving government, non-governmental organizations, academics, the public and
others, Martins and Malamut (2013) found that the policy development process was not
very participatory. Their analysis of policy text as well as related Ministry of Health

documents and Brazilian newspaper articles concluded that the policy did not result from
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a commonly recognized demand but rather a political decision with little space for
participatory decision-making and deliberative processes.

Regarding ways to engage large samples of resident stakeholders in the future
towards similar ends as this study, researchers have identified techniques to integrate
more participatory methods with the use of Delphis to develop justice-focused policy.
Revez and colleagues (2020) used participatory action research along with Delphi
methods to establish principles for a just and inclusive energy transition using a sample
that spanned five European countries. The initial interview and focus group rounds of
data collection were centered on public knowledge while final rounds leading to study
results engaged issue experts to find consensus on top priorities. Another study integrated
a community-based participatory research (CBPR) approach with Delphi methods to
develop an instrument to measure success of CBPR partnerships (Brush et al., 2022). In
this case, the panel was made up of both community and academics experts, and while
still maintaining anonymity to survey results, researchers held a two-day face to face
convening to facilitate open discussion and promote diverse perspectives. These
approaches align with results here calling for a broad-based, inclusive coalition and
consensus building process to engage boys and men, as well as other stakeholders.

Examining Related Policy and Adapting Existing Policy Models

The last set of strategies from the current study to contextualize are those covered
in the survey under the heading, “examining related policy and adapting existing policy
models.” A top-rated strategy here was highlighting the success of existing related federal
policy. Along these lines, policies cited by participants were fatherhood initiatives,

identify-based offices of health, the VA, and men’s health policies from the global stage.
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Caution was advised, however, to assess these potential models’ effectiveness and equity.
An examination of each federal policy follows here, along with considerations of other
current and prospective federal, state, and local policies.

Responsible fatherhood programming is one area the federal government has
invested in heavily, with nearly one billion dollars of funding distributed between 2005-
2020 (Saxey et al., 2020). A meta-analysis of such programs conducted by Holmes and
colleagues (2020) found that they result in small but significant effects for father
involvement, parenting skills development, and cooperative co-parenting, though the
programs did not significantly impact child support payment or father employment and
economic well-being. A subsequent meta-synthesis (Holmes et al., 2021) confirmed these
results qualitatively, adding depth to understanding of program impact, including how
they help fathers navigate the family court system and deal with societal stigma resulting
in terms like “deadbeat” dads (Roy & Dyson, 2010). The Administration for Children and
Families (2019) has numerous ongoing research and program evaluation initiatives
related to their federal fatherhood programs. The Federal Interagency Working Group on
Responsible Fatherhood brings agencies together to coordinate efforts (National
Responsible Fatherhood Clearinghouse, n.d.). The above cited results indicate the need
for increased efforts to supplement positive outcomes directly related to parenting with
support for the men’s economic well-being, which will benefit children and families, too.

The Office of Research on Women’s Health (n.d.-b), based at NIH, states that
during its 30-plus years in operations, significant progress has been made, including the
augmentation of women’s health and sex difference research and preparatory programs

for women’s health researchers. Similar to the life course model called for in the current
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study for CFBMHP, the Office has supported expansion of the concept of women’s
health beyond the reproductive years to include the whole lifespan and issues that
previously were not well examined. Research has also demonstrated positive benefits of
the Federal Drug Administration’s Office of Women’s Health (Elahi et al., 2016; Obias-
Manno et al., 2007), including inspection and certification of mammography facilities
and funding studies that support the development of medical products which account for
sex differences. This office’s research has been incorporated into regulatory documents
impacting millions of U.S. residents annually. Office on Women's Health (n.d.-b) within
the Office of the Assistant Secretary also cites successes since the HHS Coordinating
Committee on Women's Health launched in 1984. These include increases in women’s
life span and breastfeeding, as well as decreases in breast cancer and lung cancer deaths.
From an equity standpoint, the office identifies progress achieved to benefit women from
racial and ethnic minorities as well as lesbian, bisexual and transgender women,
recognizing also that some disparities remain, and much work is still needed.

The Office of Minority Health was cited as another exemplar from which
CFBMHP could draw lessons. Within this agency’s funding portfolio there are numerous
projects focused on men. Also, in 2015 this office put out data briefs focused on Black
men, Hispanic/Latino men, uninsured minority men, and men representing varied racial
ethnic groups. This latter report from Wilson-Frederick and colleagues (2015) highlights
the health disparities and underlying SDOH impacting men from these backgrounds and
calls for broad implementation of health equity strategies. This places men from racial

and ethnic minority backgrounds within the federal response to health inequities.
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The VA was identified as another potential policy model in that it already is the
single largest health service provider to men in the U.S. and offers publicly based
comprehensive services. Fenstermaker and colleagues (2017) highlight this point, stating
that this institution is uniquely situated to take on the challenge of providing integrated
men’s health services. The use of “men’s health” by these authors, however, refers
mostly to urological care, which serves as another example of how this issue can be
framed in a way that leaves out other important health considerations. This point is
reinforced by a “Whole Health Library, Men’s Health” page from the U.S. Department of
Veterans Affairs (2024) website, which also focuses on urological issues including
prostate cancer and erectile dysfunction. The webpage goes on to describe a more
comprehensive array of men’s health issues, prevention measures, and treatments. It
highlights how urological issues are often what brings men into the health system, so this
is an opportunity point to connect men to a broader array of services. This is a strategy
identified within the national men’s health policy from the South African Government
(2020). In the U.S. context, Weiner and Salib (2020) developed a men’s health program
serving a diverse Philadelphia population of men wherein urology served as a gateway
for overall health through broader diagnoses and referrals. Such initiatives, if proven
effective through further research, may serve as models to scale through public policy.

As a participant from the current study indicated, though the VA has served
predominantly men, its design was not necessarily gender-responsive for men but more
so in line with military culture. With military training grounded in various traits of
traditional masculinity and these characteristics associated overwhelmingly with

detrimental health outcomes (Gerdes & Levant, 2018; Wong et al., 2017), adaptations of
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the VA as a model for CFBMHP would need to take these dynamics into account. Still,
two recent systematic reviews comparing care through the VA to care received within
non-VA healthcare settings found that VA care was better or equal to non-VA care in
most studies covered, even if there may be shorter inpatient stay and some cost savings
within non-VA settings (Apaydin et al., 2023; Blegen et al., 2023). This indicates some
important lessons could be learned to inform CFBMHP.

Outside the U.S., study participants indicated that the national men’s health
policies of other countries and global regions could also provide models for adaptation, if
assessed outcomes were found to be effective and equitable. Importantly, each of the two
countries described below had national women’s policies that predated adoption of their
men’s policies. As the U.S. does not have a similar national women’s policy, it seems
unlikely that the government would adopt one for men. This is one key reason U.S.
advocates have focused on establishing an office of men’s health, to exist alongside those
in place for women and minority groups. Though initiatives supported by these men’s
health policies have been evaluated extensively, to date there has been only one review of
any policy as a whole. This was Baker’s (2015) report on the Irish National Men’s Health
Policy and Action Plan 2008-2013. With the author’s caveat that it is impossible to assess
the policy’s impact on national health trends, a rise in men’s life expectancy that was
faster than that of women was cited as an improved outcome. Areas of greatest progress
included an increased focus on men’s health research, development of health promotion
initiatives designed to help men adopt healthier behaviors, and creation of men’s specific
training for health professionals. The report states that health disparities for marginalized

men in Ireland persist, and that government funding as well as structures for policy
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implementation and evaluation have been lacking, as has application within schools and
workplaces. The original policy was assessed to be extremely ambitious, with a scope
wider than allocated resources allowed for effective implementation across the many
targeted outcomes.

The Australian national men’s health policy has not been similarly evaluated as a
whole, however varied initiatives it has supported, including Men’s Sheds, have been
widely researched with numerous benefits derived. A pending gap analysis will provide
additional lessons learned as it will assess the evidence base on Australian men’s health
related to policy, practice, and research since the time of their first national policy in
2010 (Institute for Social Science Research, n.d.). Additionally, an evaluation of the
country’s Male Health Initiative in which key NGOs and a university center on male
health have received funding to forward national policy goals produced valuable findings
(Urbis, 2021). This initiative was found to have accomplished a wide reach to engage
men and health professionals resulting in increased knowledge and awareness, but greater
efforts are needed to reach diverse communities.

The Irish and Australian cases appear to have achieved some important outcomes,
however the equity concerns of participants in the current study seem validated. The
Brazilian case also seems to reinforce this point, with apprehension expressed that the
policy at times treated men as a monolithic group instead of acknowledging and
addressing differences based on race, ethnicity, sexual orientation, age, and
socioeconomic status (Lima & Schwarz, 2018). Successes were identified, however, in its
work with fathers, professional training, and its application of a sociocultural framing of

men’s health rather than a limited medical model. Interestingly, and with relevance to this
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study’s findings, a cited benefit of a fatherhood focus was its integration of maternal and
child health when contextualized within a gender transformative approach that uplifts
gender equality. This approach of women’s and men’s health strategies within a gender
equality framework and foci on reducing inequities among subgroups of men are also
foundational to WHO’s Regional Office for Europe (2018) report on men’s health, cited
in the current study as a potential blueprint for CFBMHP.

With many examples to draw from, numerous participants expressed that the
formation of the first federal Office of Men’s Health would be a positive way to
operationalize CFBMHP. Since a legislative bill (most recently H.R. 4182 — 118"
Congress, 2023-2025), has been introduced numerous times to this effect, without
success, an examination of the proposed policy within the context of study results will
now be offered. The bill’s content aligns with recommended strategies in multiple ways.
One is its framing within the context of family health. The priority issues identified are
somewhat comprehensive, inclusive of physical and mental health, including
cardiovascular disease, diabetes, HIV/AIDS, and suicide. Cancers specific and non-
specific to men are highlighted. There is a focus on prevention and early screening. One
consistent policy framing may not be conducive to gaining allyship from women’s health
advocates, in that there is much comparison of men’s health to women’s health. There is
also no broader framing within a gender equality or health equity frame, no mention of
SDOH, nor of disparities among minoritized and other marginalized men, issues raised
by study participants and generally of top concern to those on the political left (Pew
Research Center, 2021). Veterans’ issues and those of military men are highlighted, and

the high financial cost of poor men’s health is also mentioned numerous times. Despite
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the lack of framing in more traditionally liberal ways and the inclusion of concerns often
seen as priorities for Republicans, the 14 sponsors of the current bill are all Democrats.
Many are also members of the Black Congressional Caucus, which study participants
highlighted as important stakeholders for CFBMHP. The bill has not secured sponsorship
nor been introduced in the Senate. Though an office director is included in the proposed
bill, appointed by the Secretary of HHS, there is no mention of corresponding funding for
this or the office’s overall work.

The bill calls for goals related to disease prevention, health promotion, service
delivery, research, and professional education. A completed study is requested within 12
months of policy creation and a study report within 18 months, which seems a quick
timeline given the project scope and slower speed of federal bureaucracy. Study
objectives — underscreening/underdiagnosis of men’s health issues, underutilization of
health services and causes of such — are very specific compared to the bill’s broader
priority issues outlined earlier.

Considering not just the bill’s content but the process that resulted in this content,
the types of broad, multi-sector, national consensus and coalition building identified as
key strategies for CFBMHP in the current study do not seem to have occurred in advance
of policy development. These processes were key to policy success in other countries, in
part because they provided space to work through concerns of key stakeholders and other
important barriers. It is important to note that the national men’s health policy
development processes of Australia, Ireland, and Brazil were initiated by government
actors committed to policy implementation (Lima & Schwarz, 2018; Richardson &

Smith, 2011). To date, this type of publicly driven stakeholder engagement has not been
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initiated in the U.S. These consultation processes channel momentum from government
and civil society stakeholders. They also serve the purpose of strengthening networks
among men’s health organizations as well as between men’s health, women’s health, and
other intersecting health networks. In Ireland, this process helped to develop a partnership
model for men’s health (Richardson and Carroll, 2009) that supported collaborative
policy and practice work within and outside of their national health policy.

Though many participants in the current study identified an Office of Men’s
Health as a way to operationalize CFBMHP, others felt a broader office of gender and
health, or population health, would be optimal. Although this seems unfeasible given the
struggles that went into forming offices of women’s health and based on their many
positive outcomes, countries that use this approach may still offer valuable lessons. The
Canadian Institutes of Health Research (2019) has an Institute of Gender and Health
whose mission is inclusive of boys, men, girls, women, and gender-diverse people. The
formation of this institute responded to what they termed, “an urgent need for increased
attention and research capacity in the area of boys’ and men’s health” with a funded grant
program for related interdisciplinary and intersectoral research between 2014-2019. A
report on outcomes from these and other research funded by a broader 11-year Boys’ and
Men’s Health Initiative (Canadian Institutes of Health Research, 2021) is also a valuable
resource, highlighting successes and lessons learned related to mental health, violence,
HIV/AIDS, reproductive health, as well as sports and physical activity.

Although study results reflect the need and desire to forward CFBMHP on a more
direct path, participants also identified concurrent paths that may be easier to implement

in the short-term, including further integration of boys” and men’s health priorities into
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existing policy. Expansion of health insurance access through the Affordable Care Act
(ACA) was cited as a past example of this. In advance of policy implementation, the
Center for Medicare and Medicaid Services (2013) highlighted how ACA would support
men’s health as they are disproportionally uninsured, particularly within racial and ethnic
minority groups. For those with insurance, the ACA required most private plans to cover
without cost numerous preventive services that could greatly benefit middle-aged and
older men, including for colorectal cancer and type 2 diabetes. Post-implementation data
related to newly insured individuals indicated that the ACA supported a marked decrease
in levels of uninsured men (Garrett & Gangopadhyaya, 2016). Despite celebrating
positive results in this area, Heidelbaugh (2016) raises similar concerns about ACA as
those expressed in the current study about Healthy People, including the need for greater
focus on health across the life span, and little direct references to men’s health (two) vis a
vis those for women’s health (134).

Another strategy identified in the current study related to existing policy was to
change those policies found to be detrimental to boys’ and men’s health, which often
relate to SDOH. Many of those cited in this research related to the criminal legal system,
with others related to housing, employment, child welfare, and education. An example of
the ways these systems intersect, and of current policy in need of change, is the current
restrictions within public housing for individuals with criminal records, which Goger and
colleagues (2021) state should be repealed. At the intersection of child welfare, housing,
and the criminal legal system, Antelo and colleagues (2021) from the HHS Office of
Human Services Policy recommended that non-custodial parents’ housing instability be

considered when setting up child support orders to help avoid non-payment and potential
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consequences like wage garnishment and incarceration. Federal policy can also help
dismantle the cradle to prison pipeline, which disproportionally impacts boys and men of
color (Children’s Defense Fund, 2009). To this end, the U.S. Departments of Education
and Justice (2023) have begun approaching disparate rates of school punishment as a
civil rights matter (Liberman & Fontaine, 2015), including through release of a jointly
issued resource on confronting racial discrimination in student discipline.

Another strategy cited by study participants that may be more feasible in the
short-term is to pursue targeted state and localized boys’ and men’s health policy. In
Canada, the provincial government of Quebec has moved forward with its own initiative
despite a comparative lack of national policy action. Roy (2022) states that because
men’s health and well-being can be a socially and politically polarizing issue, their
initiative was one based on evidence-based research. Central to this research was the
negative health effects of traditional masculine norms, with the policy overtly in support
of men being allies to women and people of diverse gender identities. In the U.S. federal
context, though this “liberal pro-feminist” (p. 32) stance would likely gain more left-
leaning support for CFBMHP, it may make policy less passable given the current
movement from some on the political right to dismantle equity-based initiatives.

A recent example of U.S. based efforts to form a state level Commission on Boys
and Men was in Washington, where the Washington Initiative for Boys and Men (2023)
has led an organizing campaign that resulted in a bill being introduced in the 2023
legislative session. The lead sponsor was a Republican, but the bill also had Democratic
sponsors, and the group presented with diversity across gender and racial ethnic lines.

The bill was not brought to the floor and so was not considered, with the House Majority
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Leader, Representative Joe Fitzgibbon, Democrat of West Seattle, citing caution, “that
we don’t narrowcast to just the segment of our society that’s been historically most
advantaged” (Mikkelsen, 2023). This outcome seems aligned with study results here
indicating that a barrier to policy action are concerns about supporting men based on
patriarchy and male privilege. Though the bill’s focus includes numerous SDOH in
addition to physical and mental wellbeing, a concern of those who did not support the bill
may also be non-mention of disparities experienced by marginalized men and the need
for corresponding attention. As of January 2024, the number of co-sponsors had grown to
14, with equal numbers of Democratic and Republicans, and men and women
(Washington Initiative for Boys and Men, 2024). Though the bill did not receive a
hearing in the 2024 legislative session, efforts continue with the goal of passage in 2025.

In addition to this Washington state effort, a brief scan on the web to identify
other non-federal commissions focused broadly on boys and men indicates they do exist,
including in Washington, D.C., and neighboring Prince Georges County. These and
related efforts, successful or still pending, may demonstrate the need for further research
and coalition building around commissions, working groups, and other policy entities,
whereas offices have been a focus of some men’s health advocacy groups.

A recent example of how boys’ and men’s health is occurring within state level
higher education is at the University of Vermont, a public institution where the 62%
student population that identifies as women mirrors a national undergraduate trend. A
new Men and Masculinities Program within the school’s Women & Gender Equities
Center will look to address this gender gap and support men currently on campus

(Cowan, 2023). At the University of Massachusetts Amherst (n.d.), there is also a Men
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and Masculinities Center whose mission is, “to support male student success and the
development of masculinities that are healthy for individuals and communities at UMass
Ambherst and beyond from a male positive, multicultural, and pro-feminist perspective.”
Within this purpose statement there is much that aligns with study findings here,
including a contextualization of efforts to promote men’s wellness within a frame of
allyship for women’s health, using a strength-based approach, and with intentionality
around serving the needs of diverse communities.
Study Implications

It is an integral part of the research process to facilitate policy actors’ use of
findings to address complex social problems (Erismann et al., 2021), and in the case of
the current health policy study, this was a central purpose. In this mixed methods study,
the qualitative component may benefit policy makers wishing the advance CFBMHP or
other policies relevant to boys’ and men’s health through its attention to nuance and
strategies to create more urgency around this social problem (Tierney & Clemons, 2011).
The quantitative second round component helped to prioritize the many strategies, and
the prior discussion chapter sections helped to situate overall findings within the
literature, as well as the current social and political context. It is hoped that throughout
this extensive examination of the numerous strategies covered there were useful
applications for policy, practice, and research. This implications section aims to condense
the aforementioned ideas and add in more researcher voice to guide final takeaways. For
as Braun and Clarke (2022) explain, if research tells a story about complex issues, the
researcher is the storyteller who ultimately seeks to present helpful conclusions. Table 8

below may be seen as a tool for readers to apply within their respective spheres, ideally
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with coordinated and unified movement. Though the chapter sections that follow are
presented separately by policy, practice, and research, ideas do overlap and in some cases
repeat themselves. This is purposeful as some policy strategies should be informed by
related research.

Table 8

Study Implications for Policy, Practice, and Research

Policy Implications

1. Form a diverse policy-focused collaborative to build consensus and collective action
around core issues, framing, messaging, and advocacy strategies

2. Act on existing policies that impacts boys’ and men’s health using an intersectional lens
— if positive impact then expand and if negative, adapt or repeal

3. Advocate for and support formation of government entities focused on boys’ and men’s
health, including working groups, commissions, grant programs, and offices

ractice Implications

1. Keep boys and men connected to health promotion and advocacy through targeted
approaches that promote engagement and equity

2. Develop health systems to be more responsive to boys’ and men’s needs by increasing
access, building trust, and providing relevant professional training

3. Shift socialization away from strict and counterproductive gender norms towards healthy
masculinities where help-seeking is a strength and health equity is a goal

Research Implications

1. Continue research on boys’ and men’s health policy with key stakeholders including
impacted residents and policy makers committed to implementation

2. Examine existing policy with gendered and intersectional lenses for its impact on boys’
and men’s health to assess which policies to expand, adapt, or eliminate

3. Build research infrastructure for boys’ and men’s health policy inquiry, including
through curriculum expansion, interdisciplinary collaboration, and targeted funding

o

Policy Implications

As the following priorities represent, a first step to move CFBMHP forward
would be to gather key stakeholders with a clear focus on advocacy strategy. Looking at
what policy currently exists, however, may offer some lower hanging fruits than trying to
create something new. For new initiatives, starting small with working groups or similar
may build momentum towards larger and longer-term efforts to form offices of boys’ and

men’s health. Because bipartisan support would be needed for CFBMHP, in crafting
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these final takeaways, the need for support from people across the political spectrum was
considered. Having said that, health equity perspectives of the study sample and this
author are centered in the name of good science, personal values, and professional
commitment. As a proud social worker, | have endeavored to complete this dissertation in
alignment with our primary mission, “to enhance human well-being and help meet the
basic human needs of all people, with particular attention to the needs and empowerment
of people who are vulnerable, oppressed, and living in poverty” (National Association of
Social Workers, n.d.).

1. Form a diverse policy-focused collaborative to build consensus and collective

action around core issues, framing, messaging, and advocacy strategies

One key component here will be buy-in and commitment from policy makers that
the work of such a collaborative will be used to inform existing policy and spur new
initiatives. In addition to such policy makers being part of the process, involving
advocates, researchers, health care and other health promotion stakeholders, and
impacted residents will be central. Others to involve are “heavy hitter” organizations
representative of broad stakeholder groups and those focused on health issues impacting
men, with consultation from other countries that have national men’s health policies.
Multi-year and participatory processes are recommended, ideally sustained from the
advocacy strategy stage through policy formulation, development, implementation, and
evaluation.

To draw a broad stakeholder group into this collaborative work, a framing within
family and community health is recommended. It should be emphasized that such efforts

are not to undo or detract from women’s health or from the initiatives of different or
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intersecting identity groups. Appealing to people’s concern for loved ones impacted by
boys’ and men’s health issues, stressing that many of these problems are preventable, is
meant to garner greater empathy and motivation to support this cause. Targeted universal
and intersectional approaches with data driven priority placed where the poorest
outcomes are found are recommended, as this may maximize support and minimize
alienation. Priority groups would include racial and ethnic minority groups, sexual and
gender minority groups, those from low-income backgrounds, rural men, and Veterans.
Issues to draw broad support include cancer, overdose deaths, mental health, suicide,
fitness, and nutrition. Integration of SDOH, including education and criminal legal
systems, would establish policy champions across sectors. A strength-based approach that
acknowledges male privilege and seeks greater health equity for all is recommended.

2. Act on existing policies that impact boys’ and men’s health using an
intersectional lens — if positive impact then expand and if negative, adapt or
repeal

Infusing more priorities and objectives related to boys’ and men’s health into

broader health policy, such as Healthy People, is recommended. Building on the work of
existing federal policy that has shown benefits, such as the federal fatherhood initiative,
is a key study finding. Widening the scope of this policy to cover not only fathers’
support of children and their financial wellness, but also to address other health needs,
would expand current benefits derived. Addressing policies in need of reform or repeal
that may adversely impact the health and well-being of men and their families within

systems including child welfare and criminal legal is also indicated.
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3. Advocate for and support formation of government entities focused on boys’
and men’s health, including working groups, commissions, grant programs,
and offices
Though this third policy action step may be pursued concurrently with the first
two, the above policy implications may also be seen as short-term building blocks
towards this longer-term goal, particularly on the federal level. Leveraging the important
work of groups like Men’s Health Network and the Congressional Men’s Health Caucus
to broaden the coalition of advocates seeking adoption of CFBMHP would help secure its
eventual passage, whether as an inaugural Office of Men’s Health or some other
manifestation. As this is likely a long-term process, in the short-term collaborating with
government champions at federal, state, and local levels to spur working groups,
commissions, grant programs, and other targeted initiatives within and across agencies as
well as the White House would both build towards larger goals and be an end unto itself.
Practice Implications

Though at first glance, advocacy for CFBMHP may seem separate but only
tangentially related to effective practice with boys and men, this study demonstrates
important connections. Of course, shifting gender socialization to better support boys’
and men’s health, and addressing broader power inequities would take a long time to
change substantially. In the shorter-term it would be possible to better engage more boys
and men in health promoting activities within and outside the medically oriented health
care system. As noted earlier, other countries with national men’s health policies have

been active in identifying and scaling effective local programs, services, and professional
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development initiatives. The U.S. government could do the same through its own
institutions, including federally qualified health centers, and targeted grant programs.

1. Keep boys and men connected to health promotion and advocacy through

targeted approaches that promote engagement and equity

Using a life course approach would facilitate engagement of boys and men as well
as their loved ones and health allies from birth through death. A key study
recommendation is to expand young men’s clinics that offer comprehensive health
services to maintain boys’ connection with health care through adulthood. Scaling out
other effective, gender-specific, and culturally responsive services for men, like barber
shop-based public health interventions, is another good action step. Partnering with
trusted community mentors as health advocates to get boys and men in for screenings,
vaccinations, and connections to ongoing care is also recommended. Besides promoting
engagement with health systems, however, work with boys and men should also raise
awareness and support social action in support of health equity for all groups.

2. Develop health systems to be more responsive to boys’ and men’s needs by

increasing access, building trust, and providing relevant professional training

Embedding instruction and training on gender and culturally responsive practice
within degree as well as ongoing educational and training programs would help develop a
workforce better equipped to serve boys and men. These efforts should also integrate
gender transformative approaches to promote greater equity commitments. Collaboration
among health associations and public agencies to develop more practice guidelines along
with technical assistance for implementation would also support this goal. Diversifying

health and human service professions with more men in practice roles, particularly men
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from marginalized backgrounds, also is recommended. As distrust and disconnect are
based in part on racism and other forms of bias, targeted workforce development and
systems change initiatives are important action steps. To create more financial access,
eliminating or reducing fees for health services, particularly health screenings and
procedures most vital to boys’ and men’s health, is also recommended.

3. Shift socialization away from strict and counterproductive gender norms
towards healthy masculinities where help-seeking is a strength and health
equity is a goal

An increased investment in health promotion programming inclusive of

explorations of healthy masculinities is recommended so that from a young age boys and
men are socialized to express vulnerability, ask for support, and proactively seek health
services. Boys and men should be supported to develop strong gender and cultural
identities, healthy relationships, and a commitment to social action around issues
impacting all groups, including girls and women as well as the LGBTQIA+ community.
This would help caretakers, teachers, health providers, and society broadly speaking to
promote masculinities that are supportive of healthy outcomes and health equity.
Integrating healthy masculinity messaging into health campaigns, including for disease
prevention, family health, military and veterans’ health, and behavioral health, would
help ensure the messages are received broadly. Engaging men to influence boys, other
men, and public opinion towards healthy masculinities, in partnership with community

leaders, influencers, and celebrities is another action step practitioners can pursue.
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Research Implications

This study may serve as a stepping-stone for further research explicitly focused on
the process of moving prospective CFBMHP and other boys’ and men’s health policies
towards implementation. Similar to policy and practice implications, some of the
following relate very directly to CFBMHP and others to supporting the development of
research on related policy and practice. The first action describes a way to build on this
study by more deeply engaging policy makers and integrating impacted resident boys and
men from around the country. The second relates to examining existing policy with a
gender lens to assess its impact on boys’ and men’s health, which would be used to
inform an earlier recommended policy action. The third call to action is for the research
field to better support inquiry in the field of boys’ and men’s health, which overlaps
somewhat with the earlier practice recommendation to develop health systems to be more
responsive to boys’ and men’s health needs.

1. Continue research on boys’ and men’s health policy with key stakeholders

including impacted residents and policy makers committed to implementation

If the current study could be scaled with a community-engagement focus, then
government along with civil society leaders could develop and implement policy
grounded in the need and what would work best. This recommendation would combine
community-engaged research with consensus and coalition building around core issues,
and policy framing through strategic communication. The use of CBPR in future research
would build on its long history of spurring community mobilization, collective action,
and transformational public health solutions grounded in health equity (Gilbert et al.,

2023). Such deep engagement of diverse residents was utilized as part of the Irish and
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Australian national men’s health policy processes. This helps to build a greater
understanding of men’s health broadly and distinct needs of subpopulations, including
marginalized subgroups, as well as ultimately building a more persuasive policy
argument (Smith, 2007). Ideally the federal government would fund and participate in
such research, indicating commitment to the issue, and optimally with a stated intent to
use study results to inform concrete policy action. Besides government and resident
stakeholders, future studies could engage leaders from research, advocacy, health care,
business, and other civil society groups. In developing strategic health communication,
strategies could be tested to see how people respond to different content and ways of
presenting information to assess which is most persuasive (Bullock & Shulman, 2021).
As the policy to action process unfolds, studying its evolution would provide lessons
learned for related efforts at federal, tribal, state, and local levels, as well as abroad.

2. Examine existing policy with gendered and intersectional lenses for its impact
on boys’ and men’s health to assess which policies to expand, adapt, or
eliminate

Research on existing policy from a gendered and intersectional lens to assess its

impact on boys’ and men’s health (overall and by subgroups) will help determine which
ones to scale, including within a prospective CFBMHP, and which should be changed or
eliminated. This relates to policies that explicitly target boys and men, as well as others
that serve the general population. Besides effectiveness, equity and cost-effectiveness are
other important criteria to examine. Research on existing federal initiatives related to
fatherhood, prostate cancer, and other boys’ and men’s issues may be used to inform not

only policy but also practice. A “boys’ and men’s health in all policy” lens is one way to
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ensure that boys’ and men’s health are considered within all policy decisions, even if the
policy is not specifically designed for this population.

3. Build research infrastructure for boys’ and men’s health policy inquiry,
including through curriculum expansion, interdisciplinary collaboration, and
targeted funding

Though there are numerous researchers engaged in boys’ and men’s health
inquiry, the infrastructure to support this science is ripe for development. An action step
for higher education programs is to further integrate boys’ and men’s health into gender
studies, and to embed more related coursework and content into curricula across
disciplines. Support for scholars who have a focus on boys’ and men’s health practice
and policy is also key. Brayboy and colleagues (2017) make such a recommendation for
knowledge building about Indigenous boys and men, calling for academic institutions to
foster this inquiry while supporting Native scholars and non-Native allies to work in
coalition towards research and policy production.

Outside of academia, nonprofit research and think tank institutions can do more to
lift up these issues. Though some professional associations have interest groups, practice
guidelines, and/or policy platforms specific to boys and men’s health, expansion of these
efforts across disciplines and collaboration among groups would increase impact. For
government institutions, in the absence of offices of men’s health and few federal entities
that establish natural liaisons for researchers, identifying internal champions to
collaborate on future inquiry would be beneficial. A key recommendation is for
government agencies to establish targeted grant programs focused on boys’ and men’s

health research, which would not only resource practice and policy initiatives, but also
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facilitate collaboration and institutionalize greater public sector support for these issues.
Hosting and funding convenings of boys’ and men’s health researchers, domestically and
globally, is also an important step to support learning across disciplines and countries.

As more research is conducted on men’s health policy, an interdisciplinary
approach would be extremely beneficial, as health defined broadly is inclusive of so
many sectors, each with their own valuable contributions. Though SDOH has been
highlighted in this paper and is firmly embedded into public health, a more recent
contribution is the concept of political determinants of health (Dawes, 2020), which looks
at how political decisions influence social conditions that in turn impact well-being. In
this study, there was just one researcher trained in social work. In future studies,
collaboration with disciplines including public health and policy would be beneficial.
Partnering with political science scholars who bring unique training in policy analysis,
theory, and other core skills would also be useful (Bernier & Clavier, 2011).

Within the current inquiry, for example, the multiple streams framework
developed by Kingdon in 1984, further grounds results and implications. For example,
when defining social problems in this context, it is understood that there are many
definitions so choosing just one may impede finding common ground (Hoefer, 2022;
Kingdon, 2010). The framework also acknowledges that there are numerous solutions to
any policy issue, and because is difficult to predict which will work best within
constantly shifting political conditions, skillful framing and advanced organizing work is
needed to seize moments of opportunity. This aligns with social work where ongoing
assessments of complex micro and macro level issues lead to corresponding and

coordinated strategies, with flexibility to adapt to what is most needed at that moment.
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Social Work Implications

Through the above noted action steps, social workers are well situated to impact
boys’ and men’s health within practice, policy, and research. As the largest group of
mental health providers in the U.S. (American Board of Clinical Social Work, n.d.),
social workers are uniquely positioned to create safe spaces for boys and men to express
themselves, develop coping strategies, and struggle through challenges in a way that
prevents mental health crises and promotes social connection (Columbia School of Social
Work, 2023).

Within social work research, Shafer and Bellamy (2016) state that the discipline
has not adequately addressed problems facing men, nor how these issues impact women,
children, families, and communities. Acknowledging male privilege, the authors frame
men’s well-being as a social justice issue based on marginalization and oppression
experienced by many men. They explain how men’s health may intersect with Black
Lives Matters and its concern with mass incarceration, and with advocacy for
undocumented immigrants, wherein many men are separated from their families. This
framing aligns with study results here, highlighting ways to contextualize CFBMHP
within intersectional social justice struggles and efforts to attain health equity. Social
work researchers may use this frame to contribute in a way that is strongly aligned with
the profession’s values.

Within social work education, Browne and colleagues (2017) call for universities
to enhance curriculum content focused on enhancing the health care system, health
equity, and health policy. Enhanced training will help social workers to impact policy in

collaboration with public health and other disciplines (Miller et al., 2017). As schools
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attempt to engage more students around macro level social work roles that spur systemic
change (Apgar, 2020), it will be important to include content on boy’s and men’s health
so that graduates are equipped to address this issue with targeted policies. Besides
integration of such content into existing courses, the development and implementation of
elective classes specifically focused on boys and men would further support the
development of practitioners, policy makers, and scholars skilled in this field.

To support advances in boys’ and men’s health practice, education, policy, and
research, an action step for the professional associations of social work is to support
creation of boys’ and men’s health affinity groups, practice guidelines, policy platforms,
as have been created within allied health professions. Existing social work associations’
groups focused on fatherhood may be effectively engaged to support such efforts.

Study Strengths

There were several strengths to this research. The use of mixed methods provided
depth, allowing for a more comprehensive examination of the topic under study than a
single method design may have allowed (Hands, 2022). Though not all the 46 strategies
were rated as highly as others, they all provide valuable insights into what may be needed
to push CFBMHP forward. The two round Policy Delphi provided the opportunity to
gather divergent viewpoints on barriers and strategies to CFBMHP, and to prioritize
which strategies may provide the most consequential implications based on importance
and feasibility. As Franklin and Hart (2006) found in their Policy Delphi, implementation
of this method in the current study allowed for issue experts to provide unique insights
that both captured the moment in time as well as the historical context. During the

months that passed between round one interviews and round two surveys, there were new
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developments that participants brought to light through open-ended survey responses.
This added richness and an up-to-date quality to final study results.

Another study strength was the diversity and issue expertise of the sample. Using
targeted recruitment techniques, the study author tracked aggregate characteristics of
participants as the study progressed and thus assured that there was significant
representation of women, people from racial and ethnic minority groups, and U.S.
geographical regions. Participants brought extensive experience as leaders in the areas of
gender and health, across varied health care, research, public policy, and advocacy roles.

The qualitative TA process integrated numerous strategies to improve credibility,
including analytic memos, a log to track important decisions, and member checking.
Within the quantitatively oriented second round surveys, another study strength was the
great response rate. Despite rates often being “disappointingly low” as Delphi rounds
progress (Veugelers et al., 2020), this study retained nearly all participants, with 15 of 16
round-two surveys completed.

This study adds to the knowledge base in an important way, as prior boys’ and
men’s health research had little focus on comprehensive federal policy within the U.S.
context. Within research involving framing, a scoping review by Koon and colleagues
(2016) identified a dearth of studies focused on ways in which health policies and ideas
are framed, which is also a unique contribution of this study.

Study Limitations

Though the sample was diverse in some ways, it was more homogenous regarding

other factors. There was a lack of participants who lived in rural areas and/or whose work

focused on rural populations. With all but one participant over the age of 40 and none
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below 30 years old, younger adults were underrepresented and youth were absent. Within
a life course approach, this leaves out important perspectives. Including boys and young
men from marginalized groups as an impacted population in future health policy research
will help to further health equity goals of this study (Douglas et al., 2019). This is also
true of adult men residents most impacted by health disparities, who were also not the
target participants of this Policy Delphi study, which prioritized issue expertise within
specified professional roles.

Another shortcoming related to the sample was the apparent lack of diversity
related to political persuasion. Though participants’ affiliation was not requested,
responses across the sample focused on historic oppression, racial inequities, SDOH,
health equity, intersectionality, and inclusivity. This may indicate a progressive or liberal
bent, with the supposition that more politically conservative individuals were not well
represented. This was a missed opportunity as there are many boys’ and men’s health
stakeholders who do not identify as left leaning, and examining disagreements among
stakeholders has long been a feature of Policy Delphi studies (Kattirtzi & Winskel, 2020).

Another study limitation was that there was only one researcher who conducted
the data analysis. As Church and colleagues (2019) point out, having multiple data coders
can help reduce subjectivity and bias, and improve trustworthiness of results. To mitigate
the risks for this, the study author used member checking. The five members of the
dissertation committee also were supportive in offering feedback on the data analysis
process and results content.

The earlier cited strength of low attrition relates to a study limitation that there

were only two Delphi rounds, as typically more and more participants tend to drop out as
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the number of rounds increases (Shang, 2023). Despite anticipated attrition, more rounds
may have allowed a narrower prioritization through quantitative methods and/or greater
elaboration on prioritized strategies through qualitative methods.

Though the anonymous nature of Delphi data collection as done in this study is
beneficial in that it eliminates the possibility of participants’ dominating real-time group
discussions, a shortcoming is that there is no chance for trust and relationship building
that serve as building blocks for successful coalition building. To gain public support for
resource allocation towards specific health policy, working through thorny issues and
moving towards collective goal setting, action, and impact (Janosky et al., 2013) may
best be done in person or at least in groups if done remotely.

Conclusion

The following serves as a study synopsis focused on results and implications,
recognizing that for policy, advocacy, health service, research, and other resident
stakeholders, a lengthy dissertation is not easily digested or applied. Whichever parts of
this section are most beneficial for each reader, the author encourages a closer
examination of corresponding study content, as these issues are complex and difficult to
condense without providing significant context and the care they deserve. Rich details
and extensive citations are provided throughout the paper.

This study aimed to examine reasons why the U.S. does not have CFBMHP,
despite poor health outcomes experienced by this population group, and particularly those
from marginalized subgroups. The study also sought to explore conditions that would
facilitate policy adoption through the identification of relevant strategies. To meet these

aims, a two-round mixed methods Policy Delphi was utilized. The author first engaged
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16 key stakeholders expert in health, policy, and/or gender with qualitative interviews.
Participants shared perspectives on existing federal policy targeting boys’ and men’s
health, barriers to and strategies for CFBMHP, and characteristics of a prospective
policy. A quantitative follow-up survey then served to prioritize by importance and
feasibility 46 policy strategies gleaned from RTA of round one interviews.

Findings confirmed that the U.S. lacks CFBMHP. There is no overarching policy
strategy or institutional entity to coordinate boys’ and men’s health. Related policy is
limited, diffuse, and sometimes counterproductive. Cited structural barriers included a
reluctant welfare state, the American ethos of individualism, and a history of systemic
violence towards men of color. Bias towards men generally and particularly marginalized
men was seen as contributing to lowered compassion towards men, unity among men,
and overall policy urgency. Since men, and White men particularly, are already
advantaged by gender, there is hesitancy to offer additional resources and concerns that
policy solutions would not optimally serve men of color and other marginalized
subgroups. Concerns also exist because of misogyny, racism, and other forms of hate
found in some men’s rights communities. Findings highlighted a disconnect beginning at
adolescence for many young men from a health system not adequately serving their
needs, and gender socialization away from help seeking. Another barrier identified was a
lack of coalition and consensus building around ways to frame and push for CFBMHP,
resulting in disjointed and unsuccessful advocacy efforts made more challenging by the
need for bipartisan support within the current divisive political climate.

Results indicated that even if targeted federal boys’ and men’s health policy is

limited, the Congressional Men’s Health Caucus and MBK are notable exceptions.
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Though structural policy barriers may seem intractable, addressing poverty and structural
racism are imperative. Shifting social welfare policies from need based to universal was
also uplifted. To reduce bias and build societal concern, strength-based, intersectional,
and targeted universal approaches could be applied to increase empathy, dispel
stereotypes, and develop unity by including all men while prioritizing marginalized
subgroups. Framing CFBMHP as supportive of and synergistic with women’s, family,
and community health could help to address concerns of reinforcing patriarchy. Given
lack of empathy for men’s health, a focus on boys, health issues impacting men, the high
cost of poor men’s health, and men’s fitness to serve may also gain greater policy
support. To engage boys and men in health services and advocacy, a life course approach
with regular check-ups starting in adolescence, shifting gender norms towards greater
help-seeking, making care more affordable, using trusted mentors as health advocates,
and listening to impacted residents about service and policy needs were all named as
strategies. To build greater policy momentum, it would be important to gather
government, civil society, and resident leaders to form a cohesive set of policy goals,
communication strategy, and an overall advocacy action plan. As this coalition works
towards CFBMHP, developing state and local policy would contribute to a top-up,
bottom-down strategy. Examining existing boys’ and men’s health policy to build on
successes and adapt or eliminate policies adversely impacting boys and men would also
be beneficial. To inform these processes, we may draw on domestic models of women’s
and minority health offices as well as the VA, along with national men’s health policies

from other countries and world regions.
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Examining round two surveys for top-rated strategies and qualitative themes,
results indicated that increasing societal value of boys’ and men’s health as well as boys’
and men’s engagement with health services and advocacy may be needed building blocks
towards policy formulation and eventual passage of CFBMHP. Overall, strategies were
seen as more important than feasible, demonstrating the need for greater focus on
addressing policy barriers. Likely owing to such barriers, including the “anti-woke”
agenda of some conservatives, many strategies focused on health equity were seen as
very important but not as feasible. One top rated strategy across both criteria was
stressing that many boys’ and men’s deaths are preventable, though as strength-based
approaches were also prioritized, framing this systemically and not ascribing blame to
individual choices is also indicated.

As to characteristics of a prospective CFBMHP, findings indicated some desire an
inaugural Office of Men’s Health while others favored a broader health institute of
gender or population health. Most felt it would be housed under HHS as a broad strategy
inclusive of many policies, numerous agency partners, with state and local liaisons
supporting implementation. To achieve success, CFBMHP would need to be adequately
funded and staffed. Results called for a broad umbrella of issues covered to capture boys’
and men’s holistic health needs. The policy would operate at micro, mezzo, and macro
levels, with data used to drive issue and population priorities. CFBMHP would serve all
boys and men, inclusive of those wishing to access the policy who are gender expansive
and nonconforming, with a clear focus on minoritized and other marginalized subgroups.

Study findings aligned largely with results from past research, and with advocacy

actions taken by other stakeholders in this space, while also providing a unique
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contribution about what’s needed within the current U.S. socio-political context.
Contextualizing boys’ and men’s health within a health equity framework supportive of
women’s, family, minority, and community health, as well as broad, multi-year
stakeholder engagement have been core components of national men’s health policy
processes in Ireland, Brazil, and Australia. As research has demonstrated numerous
positive benefits derived from these global examples, as well as from the VA and U.S.
women’s health and minority offices, many lessons are ripe for application to CFBMHP.
Calls to change or eliminate policies harmful to boys and men within systems like
criminal legal and education align with successful advocacy efforts from the boys and
men of color movement to address injustice within SDOH. To build on initiatives already
integrated into public policy, the federal government could scale out proven public health
models such as barber shop-based interventions. Creating targeted grant programs
focused on boys’ and men’s health would also be productive. A “boys’ and men’s health
in all policy” approach could infuse this priority across federal agencies and initiatives.
To address a challenging political climate, which has been cited prior as a men’s health
policy barrier, more politically neutral issues may serve as unifying calls to action. These
include fatherhood, fitness, nutrition, mental health, opioid overdose, and men’s cancers.
As stakeholders come together around boys’ and men health, nuance will be
needed to keep a diverse group of leaders engaged. As patriarchy concerns are addressed,
acknowledgements of how for men of color the intersection of gender, race, and ethnicity
has also served as a grave disadvantage are important. For men broadly speaking, despite
ongoing male privilege, health outcomes across numerous indicators continue to be poor,

with disparities experienced by subgroups including minoritized, low-income, and rural
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populations. Along these lines, advocates could come together in the short-term to
influence existing policy such as the U.S. Healthy People policy, so that a larger and
broader scope of boys’ and men’s health priorities are included in the next ten-year plan.
Having interdisciplinary research teams document how broad coalitions are built
in the U.S. will help inform policy efforts as they unfold. Universities and professional
associations can support development of related scholarship, practice, and policy by
further integrating instruction on boys’ and men’s health. Public and private institutions
can work to bring more men into health and human service professions, which would
support system responsiveness. To support ongoing engagement into adulthood, young
men’s clinics providing comprehensive services could be expanded. To shift
unproductive gender norms, practitioners can facilitate development of healthy
masculinities in which help-seeking is a strength. There are also models for critical
consciousness raising and social action to support boys’ and men’s health equity while
also promoting equity for girls and women, the LGBTQIA+ community, and other
intersecting and allied groups. For boys’ and men’s health advocates to show solidarity
and gain more policy allies, taking part in broader health equity efforts is imperative.
All strategies described in this paper entail a multi-sector, multi-year, multi-
pronged process through which policy progress can be achieved while working through
valid concerns and inevitable conflicts associated with consensus and coalition building.
Coming together around shared goals of improving boys’ and men’s health within a
family, community, and health equity frame, there is great potential. This study builds on

the rich knowledge base to inform such efforts.
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Appendices
Appendix 1
Interview Guide for Boys and Men’s Health Policy Study

INTERVIEWER STATEMENT (3 minutes here, may start a couple of minutes late,
running total of 3): Welcome and thanks for participating in this interview for my
dissertation study. My name is Jon Gilgoff, and | am a PhD candidate at University of
Maryland School of Social Work. I’'m excited to meet with you and hear your perspectives.
As described in my outreach, I’ll be recording the interview so I can transcribe and analyze
it, so I’ll now start the recording if that’s okay.

This study aims to examine barriers to comprehensive federal policy intended to meet the
diverse health needs of U.S. men, as well as strategies to overcome these barriers and
support policy development and implementation. The study is particularly concerned with
policy that supports men who are members of groups that have worse health outcomes than
men on average in the U.S., such as racial and ethnic minority groups, people with lower
socioeconomic status, underserved rural communities, and sexual and gender minority
groups.

To start, can you tell me how you would like me to address you during this conversation?

Okay,  , Id like to collect some information that will help me report on important
demographic information of interviewees yet protect confidentiality. | will only report the
group’s aggregate make-up. If | use direct quotes, | would like to be able to note the
participant’s gender, racial ethnic group, and field(s) in which people work: research,
advocacy, public policy, and/or health care.

QUESTION 1 (3 minutes here, running total of 6): If you could please state your
main job and any affiliation(s) relevant to men’s health policy including paid job
roles and unpaid roles such as Boards of Directors.

Can you also state your racial identity and your ethnic identity (Hispanic or non-
Hispanic), your age, state where you primarily work, and your gender identity.

Can you tell me the primary field you are engaged in through your work and any
others your work involves: research, advocacy, public policy, health care)

QUESTION 2 (3 minutes here, running total of 9): I’d love to learn about your
connection to some of the study’s core issues: men’s health, men’s health equity,
and men’s health policy. Could you describe your connection to these issues that
we’ll be speaking about today?

INTERVIEWER STATEMENT (1 minute here, running total of 10): Thank you for
sharing about your connections to the issues. We’ll now get into the meat of the interview
about comprehensive U.S. federal men’s health policy. The term “comprehensive” here
indicates policy that does not just address one or a couple of men’s health issues but is a
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larger, over-arching strategy and corresponding set of coordinated, publicly driven
initiatives that together would entail the U.S. government’s goals, objectives, and action
steps to improve men’s health. I use the term “policy” throughout the interview, but this is
not meant to limit the discussion to one singular policy, but rather a larger federal policy
strategy that may be operationalized in various ways.

QUESTION 3 (5 minutes here, running total of 15): How would you describe what
exists currently in the U.S. as it relates to comprehensive federal policy to improve
men’s health?

PROBE 3A: Can you briefly describe the federal policies that exist
which are explicitly designed to address men’s health, even if they are
not comprehensive?

PROBE 3B: What might be some benefits to the U.S. explicitly focusing
on improving the health of men within national health promotion
policy?

QUESTION 4 (8 minutes here, running total of 23): If the U.S. had a
comprehensive federal policy to address men’s health, what would it look like?

PROBE 4A: Where do you think it should it be situated within the
federal government and how should it operate?

PROBE 4B: What populations do you think a comprehensive U.S.
federal men’s health policy should serve and what men’s health needs
should be prioritized?

PROBE 4C: How would the health of the following groups be addressed
within such a policy: racial and ethnic minority men, men with lower
socioeconomic status, sexual and gender minority men, and other men
who are members of groups that have worse health outcomes than men
on average in the U.S.?

PROBE 4D: How would people who are not biologically male or who
do not live or identify as men fit into such policy?

QUESTION 5 (7 minutes here, running total of 30): What are some reasons you
think the U.S. does not have comprehensive federal policy intended to address
men’s health needs?

PROBE 5A: Are there specific factors present in the U.S. that contribute
to this policy inaction?

INTERVIEWER STATEMENT (1 minute here, running total of 31): Thanks for your
insights. I’'m now going to mention three ways that comprehensive health policy and its
intersection with gender has been operationalized globally and within the U.S. to assess
your perspectives.
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The first way I’ve seen it operationalized is national men’s health policies or strategies,
where the country lays out goals for men’s health, ways those goals will be achieved along
with responsible parties, and methods for evaluation. These countries have one — Australia,
Brazil, Costa Rica, Iran, Ireland, Mongolia, Malaysia, Philippines, and South Africa
(author note — this list has since been narrowed to seven) — but the U.S. does not.

QUESTION 6 (3 minutes here, running total of 34): What may be some reasons to
explain why these countries have such policies and the US does not?

PROBE 6A: Do you have any familiarity with these policies from other
countries? (If yes, then ask 6B; if not move to Question 7)

PROBE 6B: What do you think these health policies from other countries
may offer as lessons learned for U.S. federal men’s health policy?

QUESTION 7 (3 minutes here, running total of 37): A second way comprehensive
federal policy has been operationalized in the U.S. for gender and other population
groups are federal Offices of Women’s Health and a federal Office of Minority
Health. There is currently no office dedicated to men’s health. A House bill
sponsored by a bipartisan Congressional Men’s Health Caucus has been introduced
many times, including in 2021, but never made it out of committee. What are some
reasons you think this is so?

QUESTION 8 (3 minutes here, running total of 40): A third way comprehensive
U.S. federal policy has been operationalized for different population groups is
Healthy People, a CDC-led policy initiative laid out in 10-year data driven plans
to improve U.S. residents’ health. The plan does not have specific men’s or
women’s action plans but does have objectives designed to support the health of
specific population groups. There are 35 objectives targeting women’s health
improvement and 4 for men. The objectives for men focus on prostate cancer,
family planning, and STI prevention. To what do you attribute the comparatively
low number of men’s health needs and these specific needs as policy objectives?

QUESTION 9 (3 minutes here, running total of 43): Is there anything else you’d
like to add about reasons for the lack of comprehensive federal policy intended to
meet the diverse health needs of U.S. men?

INTERVIEWER STATEMENT (1 minute here running total of 44): Thank you for those
insights. Now let’s shift from discussing reasons for the lack of comprehensive U.S. federal
men’s health policy to ways to address these factors, and otherwise support the
development and implementation of such policy.

QUESTION 9 (11 minutes here, running total of 55): What would be necessary
circumstances to bring about comprehensive U.S. federal policy focused on men’s
health — what do you see as critical to making it happen?
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PROBE 9A: If we consider the reasons we’ve discussed for policy inaction
in the area of comprehensive federal men’s health policy, how could these
factors be addressed in a way that facilitates development and
implementation of such policy?

PROBE 9B: What are key men’s health needs that should be prioritized to
gain policy support?

PROBE 9C: What are key constituencies whose support would be needed
for such a policy to exist, and what framing or other strategies would be
needed to gain their support?

PROBE 9D: What would a process of movement building look like for such
a policy, including things like key activities, stakeholders, priorities,
resources, or other key factors?

PROBE 9E: Some documented approaches and lessons learned from the
experiences of other countries with comprehensive national men’s health
policies are to have it be strength-based, to have a stage of deep stakeholder
engagement leading up to policy development, to have men’s health policy
integrated within the overall health policy and federal health departments,
and to have the health care system central to the policy over focusing on
men-specific medical conditions like prostate cancer — do you think any of
these lessons are applicable to the U.S. case?

QUESTION 10 (4 minutes here, running total of 59): Is there anything else you’d
like to say about ways to address factors that stand in the way of comprehensive
federal men’s health policy; or about strategies that would facilitate the
development and implementation of such policy?

INTERVIEWER STATEMENT (1 minute here, running total of 60): Thanks for taking
the time to speak with me. I’ll be analyzing the data from all the interviews and then
providing you with a brief write up of themes and subthemes to assess whether the
summary is inclusive of perspectives we discussed today; for you to provide additional
perspectives on which barriers identified by the group of respondents seem most pressing
to facilitate greater policy action; and what priorities should be established as a political
strategy to move comprehensive men’s health policy efforts forward. This second round of
data collection will help funnel the knowledge captured from the interviews towards a
policy agenda that contributes to improved men’s health and greater men’s health equity.
I look forward to this follow up and thanks again for sharing your perspectives.
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