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The Dangers of a Single Story:

The stories we tell about Boys and Men
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Chimmanda masterfully warns us that single stories represent incomplete and isolated truths. That they flatten lived experience and place greater emphasis on differences than on shared humanity. She furthers warns that the single story creates stereotypes, and the problem with such stereotypes is not that they are untrue, but that they are woefully incomplete. Boys and men are especially vulnerable in the face of single stories because the single stories we tell and are told about them problematizes and invisibilizes them. 
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Even as a woman who believes that gender equality and equity is critical to our advancement in this nation, it is hard to ignore the systematic pathologizing of boys and men. The overarching single story about boys and men are that they are problematic. The truth is that boys and men in our nation are in a crisis. But, this crisis relates to 


The Whole Story About The Health of Boys and

Women are Sicker, Men Die Quicker
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Compelling epidemiologic evidence suggests a strong need to broaden the health disparities aperture by disrupting these single stories that leaves out the part of the narrative that despite having more social power than women, men in the U.S. are more likely to experience premature death from conditions amenable to early detection. Over the past three decades only modest progress has been achieved in reducing sex differences in key health outcomes. For example, even as sex differences in life-expectancy gaps narrow, males in the U.S. continue to live shorter lives than women and they have consistently lived shorter lives than their global peers since 1980. The life expectancy at birth of US males is lower than that of males in 21 other highly developed countries (e.g., Australia, Canada, Japan, Sweden, the United Kingdom). US males also have a lower likelihood of survival to age 50 than males in 21 other high-income countries (e.g., Australia, Canada, Japan, Sweden, the United Kingdom, etc.) (Woolf & Aron, 2013). 


Despite having more social power than women, men in the U.S. are more likely to experience premature death from conditions amenable to early detection. In other words. while males in the US generally have more socioeconomic privilege, status, and power than women, these privileges rarely translate into greater longevity or better health outcomes. 



The Whole Story About The Health of Boys and

Men have Higher Suicide Rates than Women

» Men are diagnosed with
depression less often
than women

» Men have higher rates of

suicide completion than
women

Current Depression * for Persons Aged 212 years, by Age group and Sex — United States, 2007-2

15

Percentage

]
1

[ |
1

Owerall

B Males
O Females

.l.

212

Age group (yrs)

Source: National Health and Nutrition Examination Survey, 2007-2010 (Depression Rates Figure); Nation
Vital Statistics System (Suicide Rates Figure).
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Supporting the need to broaden the aperture, is the frequently discussed gender paradox in mental health. That is, while men tend to report less depression than women (CLICK), they also have (CLICK) higher rates of suicide completion.

Note for Depression Figure: The figure above shows the prevalence of current depression among persons aged ≥12 years, by age group and sex in the United States during 2007–2010, according to the National Health and Nutrition Examination Survey. Nearly 8% of persons aged ≥12 years (6% of males and 10% of females) report current depression. Females have higher rates of depression than males in every age group. Males aged 40–59 years have higher rates of depression (7%) than males aged ≥60 years (5%). Females aged 40–59 years have higher rates of depression (12%) than females aged 12–17 years (8%) and females aged ≥60 years (7%).

Note for Suicide Figure: The figure above shows death rates from suicide for persons aged 45–64 years, by black or white race and sex in the United States during 1999–2008. From 1999 to 2008, the suicide death rate for persons aged 45–64 years increased overall (from 13.2 to 17.6 per 100,000 population) and for white men (from 22.6 to 30.7) and white women (from 6.7 to 9.4), whereas the rate did not change significantly for black men and women. Throughout the period, the suicide rate was highest for white men and lowest for black women. In 2008, the suicide rate for white men was 30.7 per 100,000 population, followed by 10.3 for black men, 9.4 for white women, and 1.6 for black women.
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The Whole Story About The Health of Boys and
Men in the U.S. Have the Highest Rates of Drug Overdose Deaths
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While it is true that women are at higher risk for opiod addiction, it is also well-known that many more men in the U.S. perish prematurely from overdose deaths including from opiods.
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The Whole Story About The Health of Boys and

Boys and Men are Uniquely Vulnerable to Stress and Trauma

N

» Despite lower PTSD rates, men are more Stress OpIOId Use
frequently exposed to traumatic events. ;
Tl Disorders
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» Boys are more negatively affected by early
environmental stress, inside and outside the
womb, than are girls.

» Highest rates of opioid use disorders among
individuals reporting traumatic events exposure
and PTSD (Lawson et al., 2013).
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Boys are more negatively affected by early environmental stress, inside and outside the womb, than are girls. Girls have more built-in mechanisms that foster resiliency against stress.”  Despite lower PTSD rates, men are exposed more frequently. (one of the reasons we may see lower PTSD rates is because men may use substances to off-set the trauma symptoms. 

Lawson, K. M., Back, S. E., Hartwell, K. J., Maria, M. M.-S., & Brady, K. T. (2013). A Comparison of Trauma Profiles among Individuals with Prescription Opioid, Nicotine or Cocaine Dependence. The American Journal on Addictions / American Academy of Psychiatrists in Alcoholism and Addictions, 22(2), 127–131. http://doi.org/10.1111/j.1521-0391.2013.00319.x


The Economic Costs of Mental Health
Disparities in Boys and Men

» Mental health challenges have direct costs on healthcare spending and
Indirect costs on worker productivity and income.

» Mental health challenges also negatively impact economic growth.
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The World Economic Forum (WEF) described three different approaches used to quantify economic disease burden, which do not only acknowledge the “hidden costs” of diseases, but also their impact on economic growth at a macroeconomic level.

“Based on data from 2010, the global direct and indirect economic costs of mental disorders were estimated at US$2.5 trillion. Importantly, the indirect costs (US$1.7 trillion) are much higher than the direct costs (US$0.8 trillion), which contrasts with other key disease groups, such as cardiovascular diseases and cancer. For the EU, a region with highly developed healthcare systems, the direct and indirect costs were estimated at €798 billion 7. Both direct and indirect costs of mental disorders are expected to double by 2030.”


The Economic Costs of Mental Health
Disparities in Boys and Men

Figure 10. Labor force participation rates of men in selected 10-year age groups,

Percent annual averages, 1985-2015
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A noteworthy development in the labor force over the past six decades has been the slow decline in the labor force participation rate of men 25–54 years.11 After peaking at 97.4 percent in the mid-1950s, the participation rate of men 25–54 years fell to about 88 percent in 2015.

Unemployed adults were more likely to have serious psychological distress than employed working-age adults, regardless of health insurance coverage.
Overall, 6.3% of unemployed adults aged 18–64 years reported serious psychological distress compared with 1.7% of employed adults (Figure 3).


Global burden of disability
Workplace statistics about burn out
Innovation

Impact of Male Mental Health Disparities on Women, Children, & Families
Interpersonal violence
School shootings 

Links between Male depression and army suicides/ military capabilities on National Security
Ground them in a story they might care about
Strategies

https://www.zerohedge.com/users/tyler-durden
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The Economic Costs of Mental Health
Disparities in Boys and Men

Figure 5: Labor Force Participation Rate for Men
Ages 25-54 by Educational Attainment
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Esteemed Princeton professor and former Obama White House economist Alan Krueger is back with yet another prediction about why Americans, particularly men between the ages of 25-54, suddenly no longer have any interest in working.  In his report, entitled "Where Have All The Workers Gone? An Inquiry Into The Decline Of The U.S. Labor Force Participation Rate," Krueger ponders the data below which reveal that the labor force participation rate among men, aged 25-54, started dropping around 1965 and has been steadily declining ever since.


Take home point: physical, mental, and emotional health challenges are barrier to labor force participation

The increase in opioid prescriptions from 1999 to 2015 could account for about 20 percent of the observed decline in men’s labor force participation (LFP) during that same period.
 
In “Where have all the workers gone? An inquiry into the decline of the U.S. labor force participation rate” (PDF), Princeton University’s Alan Krueger examines the labor force implications of the opioid epidemic on a local and national level.
 
Among other findings, the research suggests that:
 
Regional variation in opioid prescription rates across the U.S. is due in large part to differences in medical practices, rather than varying health conditions. Pain medication is more widely used in counties where health care professionals prescribe greater quantities of opioid medication, with a 10 percent increase in opioid prescriptions per capita is associated with a 2 percent increase in the share of individuals who report taking a pain medication on any given day. When accounting for individuals’ disability status, self-reported health, and demographic characteristics, the effect is cut roughly in half, but remains statistically significant.
 
Over the last 15 years, LFP fell more in counties where more opioids were prescribed. Krueger reaches this conclusion by linking 2015 county-level opioid prescription rates to individual level labor force data in 1999-2001 and 2014-16. For more on the relationship between prescription rates and labor force participation rate on the county-level.


https://www.zerohedge.com/users/tyler-durden

Why Do Mental Health Disparities in Boys and

Common Behavioral Explanations
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There are some common behavioral explanations for the existence of male health inequalities. We know that males take more health behavioral risks, work in more hazardous occupations, are less likely to get preventive health screenings and wait longer to seek medical attention than females. Biological sex or genetic differences fail to account fully for in inequitable health outcomes. Males aren’t fully ‘hard-wired’ to take behavioral health risks, deny symptomatology, or delay care-seeking. We also know that if these inequalities were attributable to male biology, we would similar patterns of health inequalities across all groups of men. This is not the case…


AND we know that on average, boys and men of color are less likely than non-Hispanic White males to get key preventive health screenings and seek medical attention. But since most of the evidence base focuses on sex differences…..

EXTRA NOTES:

While healthcare is cited to account for only 10% of variation in individual health status, this number likely underestimates it’s impact among men who, in general, have a greater tendency to minimize health problems and often wait longer after symptom onset to seek care (CLICK), and are less likely to obtain preventive health screenings (CLICK) than women. Also, a recent report issued by the IOM estimates that 18,000 people die in this country every year because of lack of medical care.  Taken together, these findings suggest that male healthcare disparities warrant additional scientific attention even in an era of upstream thinking. AND this attention is especially warranted for boys and men of color (CLICK) who may be less likely than non-Hispanic White men to get preventive screenings. 

Many studies emphasized sex or racial differences health. Leaving out an important piece of the male health dispar



EXTRA NOTES:

While healthcare is cited to account for only 10% of variation in individual health status, this number likely underestimates it’s impact among men who, in general, have a greater tendency to minimize health problems and often wait longer after symptom onset to seek care (CLICK), and are less likely to obtain preventive health screenings (CLICK) than women. Also, a recent report issued by the IOM estimates that 18,000 people die in this country every year because of lack of medical care.  Taken together, these findings suggest that male healthcare disparities warrant additional scientific attention even in an era of upstream thinking. AND this attention is especially warranted for African American men (CLICK) who are even less likely than non-Hispanic White men to get preventive screenings. 

It was clear to me when I started this work that many studies emphasized sex or racial differences in healthcare us. However, few studies empirically examined factors driving healthcare disparities among African American men (CLICK). The importance of filling this missing piece of the healthcare disparities puzzle became increasingly apparent as I sought to design interventions with this vulnerable population of men.
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Missing Pieces of the Male Mental
Health Disparities Puzzle

Limited focus on the role played by inequitable
distribution of power, opportunity, and social
determinants that uniguely compromise the mental
health of socially disadvantaged boys and men.
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There are some other important missing pieces of the male health inequities puzzle that need to be disclosed. The first is the tendency for most studies treat men only as the referent biological sex group and not as gendered social beings. Boys and men have been largely been presented as genderless. Also hard to overlook is that while their has been recognition of the male health paradox. It appears that even these presumed male social privileges are not equitably distributed across all groups of men. 

There must be some other psychosocial determinants at play….

What’s missing, and may be more important to behavioral health practitioners and policymakers is evidence that moves us beyond race/gender comparisons towards those that also include culture-specific determinants and their relative contributions to within-group differences in groups of males who are more socially vulnerable --- boys and men of color. 


Re-framing Mental Health Disparities in

Boys and Men
Key Assumptions & Approaches

» Risk for health disparities form in
childhood and can continue as
boys and men age.

» While genetics and individual health
behaviors are important, disparities
are primarily determined by the
social conditions in which people
are born, grow, live, work, and age.

Context
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Health disparities also:
Are timed and sequenced
Emerge often at critical developmental turning points and sensitive periods
Result from a combination of biological, social, psychological, behavioral, and social exposures



@Re-framing Mental Health Disparities in
Boys and Men

Stress as a Fundamental Cause

Stress is a cross-cutting social exposure
at the epicenter of male health
behavior and core driver of health
disparities in boys and men.

™ Stress effects on health occur directly
through physiological pathways and
indirectly through health behaviors and
practices (Wenzel et al., 2002; Williams,
2003).

Violence
Masculinities
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We view stress as a cross-cutting social exposure at the epicenter of male health behavior and core driver of the outcomes associated with health disparities in vulnerable boys and men.



- Re-framing Mental Health Disparities In

Boys and Men
Why Masculinities Matter

» Pressure to “be a man about it” impacts
men’s risk-taking and stress response.

» Men are socialized to value the display of
physical/mental toughness.
»“Boys Don’t Cry”
» “Take It Like a Man”

» Men with more rigid definitions of masculinity
also report more substance use.
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But racialized stress may make its greatest impact when it is appraised and deemed significant or meaningful.

And men and boys appraise stress using a gendered lens. 

It is well known that conceptualizations and/or beliefs about what it means to men plays a critical role in both health behavioral risk-taking and stress response.

Men and boys can place a high value on displaying stoicism in the face of stress and can use health behaviors as a way to demonstrate masculinity.


. Re-framing Mental Health Disparities In
Boys and Men

Defining Masculinities

Masculinity refers

» Multidimensional, plural, and situational.
to shared cultural

» Precarious (l.e., it must be fought for

expectations or and won) and failure-prone.
standards about » Socially constructed and not rooted in
how males should biology or personality characteristics.\
behave.

(Levant & Richmond, 2006)
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There is more than one way to display masculinity. Better to use the term masculinities. Not who boys and men are but what they do


=
Why Focus on Socially Disadvantaged

Boys and Men?

Health disparities are even more
pronounced among groups of boys
and men who have not had full and
equitable access to opportunities
for securing socioeconomic power
and stability even in contrast to other
males in the U.S.
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But even as we broaden the aperture, we have to also acknowledge that health disadvantages/disparities are more even more pronounced among groups  of boys and men at the margins of society.


Defining Socially Disadvantaged Boys
and Men

Socially disadvantaged boys and men are in a more
precarious social position because they are marginalized In
one social identity domain (e.g., race/ethnicity and sexual
orientation) and presumed to be privileged in another

(e.g., gender).
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We argue in that health disparities work needs to focus on vulnerable boys men who are marginalized in one social identity domain and presumed to be privileged in another.


Why Focus on Racial/Ethnic Minority Mal

Higher Suicide Rates among American Indians and Alaska Native

Some of the highest suicide rates
IN our country are among
American Indian/Alaska Native
males.

Rate of Suicide by Race/Ethnicity, United States
2000-2013
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Another glaring indicator of the behavioral health vulnerability among boys and men of color are the higher rates of suicide among American Indians and Alaska Natives. These rates are highest among American Indian/Alaska Native males/ 


In 2013, the rate of suicide among American Indians/Alaska Natives was 18.27 per 100,000 and among whites it was 17.05. In contrast, the suicide rate among Asian/Pacific Islanders was 6.15; the rate for blacks was 5.62; and the rate among Hispanics was 5.30. 


=

Why Focus on Racial/Ethnic Minority Mal

Recent Increases in Suicide Rates among 5 to 11 year-old Black
@ e JAMA Network

From: Suicide Trends Among Elementary School-Aged Children in the United States From 1993 to 2012
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And even more compelling recent data suggests that Black boys have been stolen by coincident increases in suicide..

Suicide Rates Among White and Black Boys Aged 5 to 11 Years in the United States Between 1993 to 1997 and 2008 to 2012In black boys, the suicide rate increased between 1993 to 1997 and 2008 to 2012 (incidence rate ratio [IRR] = 1.26; 95% CI, 1.07-1.47), whereas suicide rates in white boys decreased during this period (IRR = 0.85; 95% CI, 0.78-0.93). In 1993 to 1997, the IRR of suicide between black and white boys was 0.91 (95% CI, 0.57-1.47). In 2008 to 2012, the IRR of suicide between black and white boys was 2.65 (95% CI, 1.77-3.96).




Why Focus on Racial/Ethnic Minority Male

Opioid Crisis Largely Overlooked in Black and Hispanic Men

» Steepest escalation in drug

overdose deaths occurred "Whlle overdose death rates are
among non-Hispanic Blacks highest among non-Hispanic
(particularly those between the whites, the increase among

ages of 45-64). African-Americans and Hispanics

IS alarming and deserves greater

» From 2012 to 2015, cocaine public health attention.”

overdose deaths were almost
as common in black men as
prescription opioid deaths in -Dr. Brandon Marshall, Brown University

white men.
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Overdose Deaths in Non-Hispanic Black, Hispanic, and Non-Hispanic White Persons,
2000-2015. Ann Intern Med.
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Wide Empathy Gaps in Trauma Recognition and Response among Racial and Ethnic Minority Men





Why Focus on Sexual Minority Boys and
Heightened Risk of Bullying & Harassment Associated with Substa

It is estimated that
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Sexual minority boys and men are
more likely to experience mental
health problems than

heterosexual males (Lick, 2013).

Sexual minority boys and men are
heightened risk for substance
use, abuse, and dependence.

Sexual minority boys and men are
also victims of hate crimes that

Increase risk for substance use
and abuse.
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Public Policy Recommendations

» Leverage policy opportunities to expand programs that can
assist boys and men who are re-entering communities from
prisons and jails. This includes providing masculinity- and
trauma- informed care and services while incarcerated and after
release.

» Harness existing policy opportunities (e.g., Medicaid expansion)
to expand behavioral health care access and coverage for
boys and men.

» Redress child welfare/support programs to support father
Involvement in socioemotional development of non-
residential children.
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Practice, Training, & Education
Recommendations

» Provide training to psychologists and other healthcare
providers working with racial/ethnic and sexual
minority males to ensure that they are highly competent
and skilled in gendered approaches to care delivery.

» Incorporate comprehensive assessments that include
screening for physical, medical, and mental health
concerns during primary healthcare visits.

» Provide implicit bias and trauma detection training for
early childhood and secondary educators working with
racial/ethnic and sexual minority males.
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Presenter
Presentation Notes
‘flipping the primary care clinic’ to enhance male-centered depression screening and offer visits during nontraditional times (weekends and evenings).


Final Thoughts

Focusing on eliminating men’s
mental health disparities is not a
Zero-sum proposition.

Men’s mental health disparities
have significant familial and
Intergenerational impacts.
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Contact Information

Wizdom Powell PhD, MPH
Director, Health Disparities Institute
University of Connecticut Health
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