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Abstract
Background: Men experience disproportionately higher rates of cardiovascular disease,
occupational injuries, mental health stigma, and reduced healthcare utilization compared
to women, yet workplace health initiatives often overlook gender-specific needs. Human
Resource Management (HRM) practices represent a critical organizational mechanism
for addressing men’s health disparities. Methods: Following the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA) 2020 guidelines, a
comprehensive search was conducted across PubMed, Scopus, Web of Science,
and Business Source Complete for peer-reviewed studies published between 2010
and 2025. Two independent reviewers screened articles and assessed quality using
standardized tools. Studies were included if they focused exclusively on male
employee populations or provided gender-disaggregated results. Results: Fourteen
studies met the inclusion criteria and were synthesized narratively. Strategic HRM
practices were associated with improvements in men’s cardiovascular health behaviors,
psychological well-being, and stress levels, though effect sizes varied across HRM
domains. Key functions, including flexible work arrangements, occupational health
training, supportive leadership development, and comprehensive benefits packages,
were positively associated with male employees’ health outcomes. Conclusions:
HRM serves as an important organizational function for improving men’s health.
Gender-sensitive Human Resources (HR) policies, integration of men’s health
into talent management strategies, and enhanced training for HR professionals
to recognize male-specific health barriers are recommended. The PROSPERO
Registration: https://www.crd.york.ac.uk/PROSPERO/view/CRD420261301036,
CRD420261301036.
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1. Introduction

Men’s health represents a significant yet frequently under-
addressed public health concern globally, characterized by
persistent disparities in morbidity, mortality, and healthcare
engagement compared to women [1, 2]. Epidemiological data
demonstrate that men have higher rates of cardiovascular dis-
ease, which accounts for approximately 24% of all male deaths
globally, as well as elevated risks of occupational injuries,
substance misuse problems, and suicide [3]. Nevertheless,
men are less likely to utilize preventive health services, seek
medical attention for emerging symptoms, or participate in
health promotion initiatives despite these concerning statistics.
This phenomenon is linked to masculine gender ideals that
emphasize stoicism, independence, and invulnerability [4].
Given that adult men spend a significant amount of their
waking hours in professional settings where organizational

policies and practices directly influence health behaviors and
outcomes, the workplace emerges as a particularly prominent
setting for addressing these health inequities [5, 6].

HRM refers to the strategic approach to managing an orga-
nization’s most valuable assets, its employees, through related
functions such as hiring and selection, training and develop-
ment, performance management, compensation and benefits
administration, and employee relations [7, 8]. Contemporary
HRM scholarship increasingly acknowledges the significant
impact these practices have on employeewell-being, extending
beyond conventional concerns with productivity and retention
to encompass broader issues of physical health, psychological
welfare, and quality of life [9, 10]. According to the ability-
motivation-opportunity (AMO) framework, HRM practices
improve employee outcomes through skill development, in-
trinsic motivation, and participation and engagement oppor-
tunities [11, 12]. Within health-related contexts, this theory

https://www.jomh.org
http://doi.org/10.22514/jomh.2026.047
https://www.jomh.org/
https://www.crd.york.ac.uk/PROSPERO/view/CRD420261301036


11

suggests that HR practices can directly promote employee
well-being by developing supportive organizational structures,
offering incentives for wellness participation, and providing
health-related training [13].
Throughout this review, the following terminological

distinctions apply: “gender-sensitive” refers to program
design that accounts for gender-related factors broadly;
“male-targeted” refers to programs designed specifically for
male participants; and “masculine-specific” refers to barriers
or facilitators rooted in masculine norms and identities. These
terms are not interchangeable and are used consistently in
accordance with these definitions.
The connection between HRM and men’s health merits par-

ticular scholarly attention for several reasons. First, male em-
ployees are disproportionately affected by occupational health
risks because they are more likely to work in hazardous indus-
tries such as construction, mining, manufacturing, and emer-
gency services [14]. Second, workplace culture significantly
influences the construction of masculine identities, with or-
ganizational norms either reinforcing or challenging health-
compromising behaviors associated with traditional masculin-
ity [15, 16]. Third, HR professionals occupy a unique organi-
zational position that enables them to design and implement
gender-sensitive health initiatives targeting substantial num-
bers of working men who might not otherwise engage with
healthcare systems [17]. This claim reflects a theoretically
derived rationale supported byHRMscholarship rather than di-
rect empirical findings from the studies included in this review,
which did not systematically evaluate the role of HR profes-
sionals as health promotion agents. Fourth, the increased focus
on corporate accountability for worker well-being creates both
moral obligations and financial incentives for organizations to
address men’s health through HRM practices [18, 19].
Despite the theoretical justification for investigating the

connections between HRM andmen’s health, existing research
remains dispersed across disciplinary boundaries, with occupa-
tional health literature rarely interactingwith HRM scholarship
and vice versa [20, 21]. Prior systematic reviews have ex-
amined workplace health promotion programs in general [22]
or particular health outcomes such as mental health [23] and
cardiovascular risk [24], but none have specifically addressed
the impact of core HRM functions on male employees’ health.
This gap is significant because understanding the precise path-
ways through which HR practices influence men’s health out-
comes enables more focused, effective organizational inter-
ventions [25]. Additionally, if gender-specific health require-
ments are not considered when developing HRM policies,
existing health inequities may unintentionally be maintained
or exacerbated.
The current systematic review addresses this knowledge gap

by synthesizing evidence on the relationship between HRM
practices and men’s health outcomes in workplace settings.
This review examines how seven important HRM functions,
hiring and selection, training and development, performance
management, compensation and benefits, employee wellness
programs, work-life balance policies, and Employee Assis-
tance Programs (EAPs) affect men’s physical health, psycho-
logical well-being, health behaviors, and healthcare utilization.
A key methodological contribution of this review is the ex-

plicit focus on extracting male-specific findings, whether from
studies targeting exclusively male populations or from mixed-
gender studies providing gender-disaggregated results. By
integrating findings across disciplinary boundaries, this study
aims to identify priority areas for future research and prac-
tice while providing guidance for the development of gender-
sensitive HR policies that effectively promote men’s health.
Table 1 (Ref. [14, 26–29]) summarizes key men’s health

disparities across five domains: cardiovascular disease, oc-
cupational injuries, mental health, preventive care, and life
course perspectives, highlighting HRM relevance for each
disparity.
The conceptual framework in Fig. 1 demonstrates the re-

lationship between HRM practices and men’s health. This
review is organized as follows. In accordance with PRISMA
2020 guidelines, the Methods section describes the systematic
search strategy, inclusion and exclusion criteria, quality as-
sessment procedures, and data synthesis approach used. The
Results section presents findings organized by HRM function,
examining the evidence for connections between each HR
practice area and men’s health outcomes. The Discussion
section interprets findings within theoretical frameworks, eval-
uates the quality and limitations of available research, and
discusses practical implications for HR professionals. The
Conclusion summarizes key findings and offers recommenda-
tions for future research, practice, and policy.

2. Methods

2.1 Protocol and registration
This systematic review was conducted in accordance with
the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) 2020 guidelines [30]. The protocol
for this systematic review was registered in the PROSPERO
database (CRD420261301036) prior to data extraction. The
registered protocol described research objectives, search strat-
egy, eligibility criteria, quality assessment tools, and data
extraction procedures to ensure transparency and minimize
bias in the review process. This review has been conducted
and reported in full compliance with PRISMA 2020 standards,
as evidenced by the flow diagram in Fig. 2 and the structured
Methods section (Sections 2.1–2.7). The complete search strat-
egy is available from the corresponding author upon reasonable
request.

2.2 Search strategy
Four major electronic databases, Business Source Complete,
Scopus, Web of Science Core Collection, and PubMed (in-
cludingMEDLINE) were searched for relevant content. These
databases were chosen to gather pertinent research on HRM
and employee well-being from the fields of management, orga-
nizational behavior, public health, and medicine [31]. To rep-
resent the contemporary moment in which workplace wellness
and gender-specific health promotion have received significant
scholarly attention, the search was limited to peer-reviewed
studies published in English between January 2010 and August
2025.
The search strategy combined three concept blocks
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TABLE 1. Key men’s health disparities relevant to workplace contexts.

Health Domain Key Statistics HRM Relevance Reference

Cardiovascular Disease

Sudden cardiac death occurs
significantly more frequently in men
(approximately 2–3× higher than

women)

Stress management, workload
distribution, and workplace wellness

screening programs
[26]

Occupational Injuries Men represent 92% of workplace
fatalities; higher injury rates

Safety training, hazard communication,
job design, and risk management [14]

Mental Health Men are 3.5× more likely to die by
suicide; lower help-seeking rates

Leadership training, stigma reduction,
and supportive culture [27]

Preventive Care Men are 2× more likely to develop
alcohol use disorder

Wellness programs, clear workplace
substance policies, referral pathways,

and counseling access
[28]

Life Course Perspective Men are 50% less likely to attend
annual checkups

Flexible scheduling, benefits design,
preventive health incentives, and

targeted health promotion
[29]

HRM: Human Resource Management.

FIGURE 1. Conceptual framework: HRM practices and men’s health outcomes. This figure illustrates the seven
core HRM functions examined in this review: Recruitment & Selection, Training & Development, Performance Management,
Compensation & Benefits, Wellness Programs, Work-Life Balance, and Employee Assistance, and their pathways to men’s health
outcomes, including physical health, psychological well-being, and health behaviors. HRM: Human Resource Management.
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FIGURE 2. PRISMA 2020 flow diagram shows records identified through database searching: PubMed (n = 1247),
Scopus (n = 982), Web of Science (n = 876), Business Source Complete (n = 654), totaling n = 3759 database records. An
additional 47 records were identified through hand-searching reference lists (total records before deduplication: n = 3806). HRM:
Human Resource Management.

using Boolean operators: (1) HRM practices terms
including “human resource management”, “HR practices”,
“personnel management”, “talent management”, “workforce
management”, “employee relations”, “occupational health
policy”, and specific HRM functions (recruitment, training,
compensation, performance management, benefits, work-
life balance, employee assistance); (2) men’s health terms
including “men’s health”, “male health”, “masculine health”,
“gender-specific health”, “male employees”, “working men”,
and “men workers”; and (3) outcome terms including “health
outcomes”, “well-being”, “wellness”, “cardiovascular”,
“mental health”, “stress”, “healthcare utilization”, “preventive
health”, and “health behaviors”. Reference lists of included
studies and relevant systematic reviews were hand-searched
to identify additional eligible articles [32].
Table 2 presents a summary of the database search strategy,

including the specific search fields used and records retrieved
from each database, yielding 3806 total records before dedu-
plication.

2.3 Eligibility criteria
Studies were included if they met the following criteria: (1)
examined one or more HRM practices as independent or mod-
erating variables; (2) assessed health outcomes specifically
for male employees or provided gender-disaggregated results,
enabling extraction of male-specific findings; (3) employed
quantitative, qualitative, or mixed-methods research designs;
(4) were conducted in workplace or organizational settings;
and (5) were published in peer-reviewed journals in English.
HRMpracticeswere defined broadly to encompass recruitment
and selection processes, training and development programs,
performance management systems, compensation and benefits

structures, employee wellness initiatives, work-life balance
policies, and EAPs.
Studies were excluded if they: (1) examined general pop-

ulation samples without workplace context; (2) focused ex-
clusively on female employees without male-specific data; (3)
assessed only organizational-level outcomes (e.g., productiv-
ity, turnover) without individual health measures; (4) were
conference abstracts, dissertations, book chapters, or non-peer-
reviewed publications; (5) described intervention protocols
without outcome data; or (6) were conducted in military set-
tings, given unique contextual factors limiting generalizability
to civilian workplaces.

2.4 Extraction of male-specific findings
frommixed-gender studies
A central methodological consideration in this review was
the extraction of male-specific findings from studies that in-
cluded both male and female participants. Given that work-
place health research often employs mixed-gender samples,
we developed explicit criteria for determining whether studies
contributed meaningful evidence about men’s health outcomes
specifically. Studies were categorized into three groups based
on their approach to gender:
1. Male-only studies: Research conducted exclusively with

male participants (e.g., studies in male-dominated industries
such as construction or mining, or gender-targeted interven-
tions like the POWERPLAY program). These studies directly
address men’s health without requiring gender disaggregation.
2. Mixed-gender studies with gender-stratified analyses:

Research that included both genders but reported separate
analyses or subgroup findings for male participants, enabling
the direct extraction of male-specific effect sizes, prevalence
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TABLE 2. Database search strategy summary.
Database Search Fields Records Retrieved
PubMed/MEDLINE Title, Abstract, MeSH Terms 1247
Scopus Title, Abstract, Keywords 982
Web of Science Topic (Title, Abstract, Keywords) 876
Business Source Complete Abstract, Subject Terms 654
Hand Search Reference lists of included studies 47
Total 3806
After Deduplication 2418
MeSH: Medical Subject Headings.

rates, or qualitative themes.
3. Mixed-gender studies with gender as a moderator or

covariate: Research that tested whether HRM-health relation-
ships differed by gender through interaction terms or moder-
ation analyses, allowing interpretation of how findings apply
specifically to men.
Studies reporting only aggregated results across genders

without any gender-specific analysis were excluded, as they
do not permit conclusions about men’s health specifically. For
included mixed-gender studies, we extracted the male-specific
findings, sample sizes, and effect estimates where available.

2.5 Study selection
All records found through database searches were loaded into
the Covidence systematic review software for screening and
deduplication. Titles and abstracts were screened by two
independent reviewers in accordance with eligibility criteria;
when a consensus could not be achieved, conflicts were settled
by discussion or consultation with a third reviewer. Us-
ing a uniform eligibility checklist (Supplementary material),
both reviewers separately retrieved and evaluated full texts of
possibly eligible articles. Cohen’s kappa statistic was used
to calculate inter-rater reliability; values greater than 0.80
indicated strong agreement [33]. The PRISMA flow diagram
in Fig. 2 documents the selection procedure.

2.6 Data extraction
Data from the included studies were collected using a stan-
dardized questionnaire developed for this study and pilot tested
on five articles. The extracted data included study identi-
fication (authors, year, country, journal), study design and
methodology, sample characteristics (industry sector, sam-
ple size, age range, occupation types), HRM practices exam-
ined, health outcomesmeasured, significant findings regarding
HRM-health relationships, and study quality indicators. For
quantitative studies, effect sizes (correlation coefficients, odds
ratios, regression coefficients) and confidence ranges were ex-
tracted when available. For the qualitative studies, significant
themes and illustrative quotes were noted.

2.7 Data synthesis
Anarrative synthesis approachwas employed rather thanmeta-
analysis due to the anticipated heterogeneity in study designs,

HRM practices examined, and health outcomes measured [34].
Findings were organized thematically by HRM practice cate-
gory and synthesized within each category based on the type
of health outcome (physical health, psychological well-being,
health behaviors, healthcare utilization). The strength of evi-
dence for each HRM-health relationship was evaluated based
on sample sizes, effect magnitudes, methodological quality,
consistency of findings across studies, and quality of gender-
specific reporting.
Table 3 (Ref. [35–48]) indicates, for each included study,

whether it was a male-only study or a mixed-gender study with
gender-disaggregated results, ensuring transparency about the
basis for male-specific conclusions.

3. Results

3.1 Study selection and characteristics
The systematic search identified 3759 records from the four
electronic databases and 47 additional records from hand-
searching reference lists of included studies, totaling 3806
records prior to deduplication. After deduplication, 2418
unique entries were screened by title and abstract, and 329 of
them were assessed in full. Applying the eligibility criteria
resulted in 14 studies in the final synthesis. Strong inter-
rater agreement was found for full-text screening (Cohen’s
κ = 0.84). The PRISMA flow diagram in Fig. 2 provides a
detailed description of the selection process and justifications
for exclusion at the full-text stage.
The included studies were published between 2011 and

2023, with the majority (n = 10, 71%) appearing after 2017,
reflecting increased research attention to this topic. Studies
originated from diverse geographical regions, including North
America (n = 9), Europe (n = 3), and Asia-Pacific (n = 2).
Sample sizes ranged from 72 to 12,459 participants, with a
median of 755. Industry sectors represented included univer-
sity/education (n = 3), healthcare (n = 1), information technol-
ogy (n = 1), male-dominated industries (n = 2), construction (n
= 1), and multiple sectors (n = 6). Study designs included three
randomized controlled trials (RCTs), four longitudinal cohort
studies, one cross-sectional survey, two systematic reviews,
one qualitative study, one mixed-methods study, one pre-post
study, and one quasi-experimental design.
Regarding the approach to gender-specific findings, five

studies (36%) focused exclusively on male populations, while
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TABLE 3. Characteristics of 14 included studies on HRM practices and men’s health.

Reference Design Sample
(n) Industry HRM

Practice
Health

Outcomes Key Findings Quality

[35] Pre-post 139 men Male-
dominated

Wellness
program

Physical
activity

MVPA increased by 112.3
min/week in the

gender-sensitive POWERPLAY
program

6/9
NOS

[36] Mixed
methods 103 men Male-

dominated
Wellness
program

Program
engagement

69% satisfaction; competitive
elements and team-based
approaches are effective for

engaging men

Good
CASP

[37] Qualitative 44 men Blue/white
collar EAP services Help-seeking

barriers

Stigma, confidentiality
concerns, and career fears are
key barriers to men’s EAP

utilization

Good
CASP

[38] Systematic
review 45 studies Multiple Parental leave Mental health

Parental leave is protective
against poorer mental health;
longer leave = better outcomes

High

[39] Cochrane
review 17 studies Construction Safety

interventions Injuries
Limited high-quality evidence;

no RCTs identified for
construction injury prevention

High

[40] Cluster
RCT

32,974
employ-
ees

University Wellness
program

Health
behaviors,
biometrics

Improved health behaviors
(0.07 SD, p = 0.001); no effect
on clinical measures after 18

months

Low
RoB

[41] RCT 4834 em-
ployees University Wellness

program

Physical
health,

medical use

No significant effects on
biometrics or healthcare use
after 24 months; improved

health beliefs

Low
RoB

[42] RCT
12,459
employ-
ees

University Wellness
program

Medical
spending,
absenteeism

Null estimates on spending and
absenteeism; rules out 84% of

prior study estimates

Low
RoB

[43]
Natural
experi-
ment

775 em-
ployees IT sector Flexible work

(ROWE)

Sleep,
exercise,
well-being

Extra hour of sleep on work
nights; increased exercise;

reduced work-family conflict
NOS

[44] Longitudinal 6025 em-ployees Multiple Flexible work Stress
biomarkers

Flexible arrangements
associated with lower chronic
stress-related biomarkers in UK

employees

8/9
NOS

[45] Cohort 10,975
fathers Multiple Paternity

leave
Post-partum
depression

Fathers taking leave had 26%
reduced odds of depression

(OR = 0.74, 95% CI 0.70–0.78)

8/9
NOS

[46] Repeated
measures

72
couples Multiple Paid paternity

leave
Depression,
stress, fatigue

Paid leave is associated with
smaller prenatal-to-postpartum
increases in stress and fatigue

6/9
NOS

[47] Quasi-
experimental

344 em-
ployees Multiple EAP services

Depression,
anxiety, and
alcohol

EAPs are effective at
improving mental health;
reducing depression and

anxiety symptoms

6/9
NOS

[48] Cross-
sectional

755
workers Healthcare Organizational

policies
Preventive
care use

Flexibility and a
people-oriented culture are
associated with higher

preventive care utilization

6/9
NOS

RCT: Randomized Controlled Trial; RoB: Risk of Bias; NOS: Newcastle-Ottawa Scale; CASP: Critical Appraisal Skills
Programme; EAP: Employee Assistance Program; MVPA: Moderate-to-Vigorous Physical Activity; ROWE: Results Only Work
Environment; OR: Odds Ratio; CI: Confidence Interval; SD: Standard Deviation; HRM: Human Resource Management; IT:
Information Technology.
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nine studies (64%) employed mixed-gender samples with
gender-disaggregated analyses. Among the male-only studies,
two examined gender-targeted wellness interventions in male-
dominated workplaces [35, 36], one conducted qualitative
research with male EAP users [37], and two systematic
reviews addressed male-predominant occupational contexts
[38, 39]. Among mixed-gender studies, all provided either
gender-stratified results or tested gender as a moderating
variable, enabling the extraction of male-specific findings.
The characteristics of all 14 included studies are presented
in Table 3, including the designation of the gender analysis
approach for each study.

3.2 Quality assessment results
Methodological quality varied across included studies.
Among quantitative observational studies assessed using the
Newcastle-Ottawa Scale, scores ranged from 5 to 8 out of
9 possible points, with a mean of 6.8, indicating moderate
to good quality. Common limitations included reliance
on self-reported health outcomes, insufficient control for
confounding variables, and cross-sectional designs precluding
causal inference. The three RCTs demonstrated low to
moderate risk of bias, with concerns primarily related to the
blinding of participants and outcome assessors, given the
nature of workplace interventions. Qualitative and mixed-
methods studies generally met CASP (Critical Appraisal Skills
Programme) and MMAT (Mixed Methods Appraisal Tool)
criteria for appropriate methodology and a clear statement
of aims, though reflexivity reporting was variable. The two
systematic reviews were of high methodological quality.

3.3 HRM practices and men's health
outcomes
3.3.1 Employee wellness programs
Five studies examined workplace wellness programs and their
effects on male employees’ health. Three large-scale RCTs
from the Illinois Workplace Wellness Study provided rigorous
evidence on wellness program effectiveness [40–42]. Song
and Baicker [40] found that the program improved health be-
haviors (0.07 SD (Standard Deviation), p = 0.001) but showed
no significant effects on clinical biometric measures after 18
months. Reif et al. [41] reported no significant effects on
biometrics or healthcare use after 24 months, though health
beliefs improved. Jones et al. [42] found null estimates on
medical spending and absenteeism, ruling out 84% of prior
observational study effect estimates. Two studies examined
gender-sensitive wellness strategies in male-dominated work-
places. Johnson et al. [35] found that the POWERPLAY pro-
gram increased weekly moderate-to-vigorous physical activity
(MVPA) by 112.3 minutes among 139 men. Seaton et al. [36]
reported 69% satisfaction ratings in a mixed-methods study,
with men particularly engaged by team-based and competitive
program features.

3.3.2 Work-life balance policies
Two studies examined flexible work arrangements and men’s
health outcomes. Moen et al. [43], in a natural experiment

evaluating the Results Only Work Environment (ROWE) pro-
gram among 659 Information Technology (IT) sector employ-
ees (approximately 65% male), found that enhanced schedule
control was associated with an additional hour of sleep on
work nights, increased exercise, and reduced work-family con-
flict. Gender-stratified analyses revealed that male employees
experienced comparable or slightly greater benefits than fe-
male employees, particularly regarding sleep improvements.
Chandola et al. [44], analyzing data from 6025 employees
in the UK Household Longitudinal Study, demonstrated that
flexiblework arrangements were associatedwith lower chronic
stress-related biomarkers; this association was significant for
both male and female employees, with male workers showing
particularly strong associations between schedule flexibility
and reduced allostatic load indicators.

3.3.3 Parental leave policies
Three studies examined paternity leave and fathers’ mental
health outcomes. Barry et al. [45], analyzing the French Étude
Longitudinale Française depuis l’Enfance (ELFE) cohort (n =
10,975 fathers), found that fathers who took paternity leave
had 26% lower odds of postpartum depression (OR (Odds
Ratio) = 0.74, 95% CI (Confidence Interval): 0.70–0.78)
compared to fathers who did not take leave. Cardenas et al.
[46], in a repeated-measures study of 72 couples in California,
demonstrated that paid paternity leave was associated with
smaller prenatal-to-postpartum increases in stress and daytime
fatigue among fathers. Heshmati et al. [38] conducted a
systematic review of 45 studies and concluded that parental
leave is protective against poorer mental health, with longer
leave periods associated with better outcomes; findings were
consistent for both mothers and fathers, with several included
studies reporting male-specific protective effects.

3.3.4 Employee assistance programs (EAPs)
Two studies examined EAPs and men’s mental health out-
comes. Richmond et al. [47], in a quasi-experimental study in-
volving 344matched employees, found that EAP users demon-
strated significantly greater reductions in absenteeism (b =
−0.596, p = 0.001) and presenteeism (b = −0.217, p = 0.038)
compared to non-users; gender-stratified analyses indicated
that male employees who utilized EAP services showed im-
provement patterns comparable to female users, although base-
line utilization rates were substantially lower among men.
Matthews et al. [37] conducted qualitative focus groups with
44 men from blue-collar and white-collar occupations, identi-
fying that stigma, confidentiality concerns, and career-related
fears constituted the primary barriers to men’s EAP utilization.
Male participants described perceiving help-seeking as incom-
patible with prevailingmasculineworkplace norms, evenwhen
they acknowledged personal mental health needs.

3.3.5 Safety training and organizational
policies
Van der Molen et al. [39] conducted a Cochrane systematic
review of 17 studies examining interventions to prevent in-
juries among construction workers, a male-dominated industry
where men comprise over 90% of the workforce. The review
identified substantial research gaps, with limited high-quality
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evidence and no RCTs specifically addressing construction
injury prevention. This finding highlights a critical need for
rigorous intervention research in occupational settings where
male employees face elevated injury risks.
Sabbath et al. [48], analyzing organizational policies and

preventive care utilization among 755 healthcare workers
(mixed-gender sample), found that workplace flexibility
and people-oriented organizational culture were associated
with increased preventive care utilization; gender-stratified
analyses revealed that these associations were significant for
both male and female employees, with organizational culture
showing a slightly stronger association among male workers.
It is important to note that the evidence base for safety
training (one Cochrane review; no primary RCTs identified)
and EAPs (one quasi-experimental study; one qualitative
study) is insufficient to draw firm conclusions about the
effectiveness of these HRM functions for men’s health
specifically. These domains represent areas of considerable
theoretical importance where empirical evidence remains
underdeveloped, and readers should not interpret the positive
discussion of these practices as evidence-based endorsement.

4. Discussion

This systematic review synthesized evidence from 14 studies
examining the relationships betweenHRMpractices andmen’s
health outcomes in workplace settings. Findings indicate
that strategic HRM practices can influence multiple dimen-
sions of male employees’ health, including physical health
indicators, psychological well-being, health behaviors, and
healthcare utilization patterns, with variability in magnitude
and consistency across HRM functions and outcome domains.
Employee wellness programs represent the most extensively
investigated HRM function (five studies), with rigorous RCT
evidence demonstrating modest effects on health behaviors
but limited impact on clinical biomarkers. Work-life balance
policies, particularly flexible work arrangements, showed con-
sistent associations with reduced stress and improved well-
being across two studies. Parental leave policies demonstrated
particularly strong evidence for protective effects on fathers’
mental health across three studies. EAPs (two studies) proved
effective in reducing presenteeism and absenteeism, although
male utilization remained problematic. Two studies on safety
training and organizational policies revealed significant re-
search gaps despite the importance of these HRM practices for
male-dominated industries.
These findings align with theoretical frameworks position-

ing HRM practices as determinants of employee well-being.
According to the AMO model, HRM practices influence out-
comes by enhancing employee abilities, fostering motivation,
and creating opportunity structures [49]. In the context of
men’s health, wellness programs and training develop health-
related knowledge and skills (ability), incentive structures en-
courage participation (motivation), and flexible policies create
opportunities for health-promoting behaviors. Similarly, job
demands-resources (JD-R) theory positions HRM practices as
organizational resources that buffer job demands and promote
engagement [50]. For male employees in high-demand oc-
cupations, HRM practices such as training, social support,

scheduling flexibility, and counseling access may be particu-
larly beneficial for reducing health-damaging stress processes.
More specifically, the relationship between HRM practices

and men’s health outcomes is not direct but operates through
intermediate mechanisms. Masculine gender norms serve as a
critical moderator; HRM practices, such as wellness programs,
may demonstrate weaker effects when organizational culture
reinforces stoic masculinity norms that discourage participa-
tion. Conversely, when HR practices are designed to align
with masculine values (e.g., functional performance framing,
competitive structures), these same norms may act as facil-
itators rather than barriers. Under the AMO model, these
norms moderate employees’ motivation to engage with health-
promoting resources, while the JD-R framework suggests they
amplify the buffering role of HRM resources for men in high-
demand occupations. Future empirical models should test
masculinity norms as both mediators and moderators in the
HRM—men’s health pathway.

4.1 Gender-specific considerations
A key contribution of this review is highlighting how mas-
culine gender norms mediate the relationships between HRM
practices and men’s health outcomes. Traditional mascu-
line ideals emphasizing self-reliance, emotional stoicism, and
physical toughness impede men’s access to organizational re-
sources supporting health (a pattern supported primarily by
qualitative evidence from Matthews et al. [37] and broader
theoretical literature rather than by multiple primary studies
within this review) [51]. These findings underscore the need
for gender-sensitive HRM approaches that recognize and ad-
dress masculine-specific barriers rather than assuming that
gender-neutral program designs will be equally effective for
men and women.
Studies identifying effective strategies for increasing male

engagement provide actionable insights. The POWERPLAY
studies [35, 36] demonstrated that competitive structures,
team-based challenges, and masculine-appropriate framing
increased wellness program participation among men.
Manager referrals and organizational culture interventions
that normalize EAP use may reduce stigma barriers to mental
health service utilization. Framing health behaviors in terms of
functional performance (e.g., strength, energy, productivity)
rather than illness prevention resonates more effectively with
masculine values [52].
Fig. 3 presents the barriers and corresponding HRM strate-

gies.

4.2 Organizational and sectoral variations
Findings from this review suggest that associations between
HRM practices and men’s health outcomes may vary across
organizational contexts and industry sectors. Construction
is a male-dominated industry with elevated injury risks, and
the Cochrane review by van der Molen et al. [39] identified
substantial gaps in safety intervention research for this sec-
tor. The POWERPLAY studies conducted in male-dominated
workplaces highlighted the importance of tailoring interven-
tions to masculine workplace cultures. Conversely, the Illinois
Workplace Wellness Study, conducted in a university setting,
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FIGURE 3. Barriers to men’s health engagement and corresponding HRM facilitating strategies. This figure illustrates
the primary barriers to male employees’ engagement with workplace health resources and evidence-based HRM strategies to
address each barrier. HRM: Human Resource Management.

reported modest effects that may reflect different worker de-
mographics and health profiles.
Organizational size and resources also appeared to influ-

ence HRM-health relationships. Comprehensive wellness pro-
grams demonstrating the strongest engagement effects tended
to incorporate multiple components, including competitive
elements, team challenges, and organizational culture change
[17]. Small and medium enterprises may face resource con-
straints limiting their ability to implement comparable in-
terventions, suggesting the need for scalable, cost-effective
approaches.
From a business-case perspective, the return on investment

(ROI) of gender-sensitive HRM interventions remains under-
explored in the literature. While workplace wellness programs
have been estimated to generate 1.50–3.00 in savings per
dollar invested through reduced absenteeism and healthcare
utilization, the Illinois RCT evidence challenges these esti-
mates for university settings. For male employees specifically,
programs that reduce occupational injuries and improve EAP
utilization may yield particularly high ROI given the dispro-
portionate costs of male occupational injury and untreated
mental health conditions. Future economic evaluations should
model gender-disaggregated cost-effectiveness to provide the
business-case evidence needed to justify organizational invest-
ment in gender-sensitive HRM practices. A further consider-
ation is the bundling of HRM practices. Theoretical frame-
works, particularly high-performance work systems (HPWS),
suggest that HRM practices produce synergistic effects when
implemented as coherent systems rather than isolated inter-
ventions. For example, wellness programs may prove more
effectivewhen pairedwith flexible scheduling and a supportive
organizational culture. The studies included in this review

predominantly examined single HRM practices, preventing
conclusions about bundled HRM effects on men’s health—an
important direction for future research.
Findings from this review carry several implications for HR

professionals seeking to promote men’s health. Table 4 sum-
marizes evidence-based recommendations by HRM function,
including training, compensation, wellness programs, work-
life balance, employee assistance, and performance manage-
ment.

5. Limitations and future directions

5.1 Limitations of the review
Several limitations should be considered when interpreting
this review’s findings. First, the restriction to English- lan-
guage publications may have excluded relevant studies pub-
lished in other languages, potentially limiting geographic rep-
resentation. Second, heterogeneity in HRM practices exam-
ined, health outcomes measured, and study designs employed
precluded meta-analytic synthesis. This determination was
made conceptually by comparing outcome categories, mea-
surement instruments, and study populations across included
studies, rather than through formal statistical heterogeneity
testing (e.g., I2 statistics), which would require a pooled quan-
titative dataset. Third, the relatively small number of included
studies (n = 14) limits the strength of conclusions regarding
specific HRM-health relationships. Fourth, reliance on self-
reported health outcomes in most studies introduces potential
for common method bias and social desirability effects.
Additionally, the geographic concentration of included stud-

ies in North America (n = 9) and Europe (n = 3) limits the
generalizability of findings beyond Western contexts. HRM
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TABLE 4. Implications for HRM practice by organizational function.
HRM Function Evidence-Based Recommendation Implementation Considerations

Training & Development Integrate gender-specific health content
into safety and leadership programs

Train facilitators in masculine health communication;
use peer educators and workplace champions

Compensation & Benefits Design health benefits with low
cost-sharing for preventive services

Communicate benefits through male-preferred
channels; emphasize functional outcomes and

confidentiality

Wellness Programs
Incorporate competitive, team-based
elements; offer multiple engagement

pathways

Pilot with 8–12-week programs using step challenges
or team sports; use app-based tracking; target 40%
male enrollment; evaluate monthly and refine
incentives; avoid requiring public disclosure of

personal health metrics. Note: Competitive elements
should not disadvantage employees with health

limitations or disabilities

Work–Life Balance
Promote flexible arrangements as

performance enablers, not
accommodations

Leadership modeling of flexibility use; address
perceived career-penalty concerns

Employee Assistance Implement proactive outreach and
manager referral protocols

Train managers to recognize distress; normalize EAP
use as a routine support resource

Performance Management Include well-being indicators alongside
productivity metrics

Avoid penalizing health-promoting behaviors;
reward sustainable performance and safe work

practices
HRM: Human Resource Management; EAP: Employee Assistance Program.

practices, masculine norms, and workplace health cultures
vary substantially across regions, and interventions effective
in individualist Western workplaces may require significant
adaptation for collectivist or high-power-distance cultural set-
tings common across Asia, Africa, and Latin America. Future
research should explicitly address how cultural context moder-
ates the relationship between HRM practices and men’s health
outcomes.
The small number of included studies likely reflects a com-

bination of factors: a genuine research gap at the intersection
of HRM scholarship and men’s health; methodological short-
comings in the broader literature where mixed-gender studies
rarely report gender-disaggregated outcomes; and potential
publication bias favoring positive findings in larger wellness
program evaluations. The absence of gender-specific reporting
in many workplace health studies is itself an important finding,
and researchers and journals should consider adopting manda-
tory gender-disaggregation standards for workplace health re-
search.
Fifth, included studies varied substantially in how male-

specific findings were reported, with some providing fully
gender-stratified analyses while others examined mixed sam-
ples with gender as a covariate or moderator. This variability
required careful interpretation to ensure conclusions accurately
reflected evidence about men specifically. Sixth, the con-
centration of wellness program research in university settings
limits generalizability to other sectors. This is particularly
problematic given that men’s health disparities are most acute
in male-dominated industries such as construction, manufac-
turing, and emergency services, which are underrepresented in
the evidence base. The Illinois Workplace Wellness Studies,
while methodologically rigorous, were conducted in predomi-

nantly educated, white-collar university populations that differ
substantially from manual labor workforces in demographics,
health risk profiles, and organizational culture. Findings from
university settings should therefore be interpreted cautiously
when extrapolating to sectors where men face higher occupa-
tional health risks.

5.2 Limitations of primary studies
Beyond review-level limitations, weaknesses in primary stud-
ies warrant acknowledgment. Selection bias was evident in
studies relying on voluntary program participation. Attrition
bias affected longitudinal studies with extended follow-up pe-
riods. Confounding by unmeasured variables remained inad-
equately addressed in most observational studies. Publication
bias likely affected the evidence base, with positive findings
more likely to reach publication than null results.
Fig. 4 illustrates the research gaps and future priorities.

5.3 Future research directions
Several priorities for future research emerge from this re-
view. First, longitudinal studies with repeated measurements
of both HRM practices and health outcomes are needed to
strengthen causal inference. Second, intervention research
should evaluate gender-targeted HRM approaches in male-
dominated industries, including construction, manufacturing,
and emergency services, where occupational health risks are
elevated. Third, research examining intersectionality is crit-
ically needed. Gender does not operate in isolation: the
health effects of HRM practices likely differ substantially
across intersecting identities, including race, ethnicity, socioe-
conomic status, age, sexual orientation, disability status, and
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FIGURE 4. Research gaps and future priorities in HRM and men’s health research. This figure maps identified gaps in
current evidence to recommended priorities for future research. HRM: Human ResourceManagement; ROI: return on investment;
SMEs: Small and Medium-sized Enterprises.

occupational class. For example, men of color in low-wage
male-dominated industries may face compounded structural
barriers to health-promoting HRM practices. None of the in-
cluded studies reported intersectional analyses, representing a
significant gap in the evidence base that future research should
prioritize. Fourth, studies examining bundled HRM systems
rather than isolated practices would advance understanding of
synergistic effects. Fifth, economic evaluations assessing the
cost-effectiveness of gender-sensitive HRM approaches would
strengthen the business case for organizational adoption.

6. Conclusions

This systematic review positions Human Resource Manage-
ment as a promising organizational function for addressing
men’s health disparities in workplace settings, while acknowl-
edging that the current evidence base remains modest and
context-dependent. Synthesizing evidence from 14 studies
examining diverse HRM functions, findings demonstrate pos-
itive associations between strategic HRM practices and male
employees’ health outcomes. Across the HRM functions ex-
amined, evidence was strongest for parental leave policies and
flexible work arrangements, moderate for wellness programs,
and limited for safety training and EAPs. The consistency of
findings for parental leave and flexible scheduling suggests
these represent priority areas for implementation, while EAPs
and safety training require further rigorous research before firm
conclusions can be drawn. The available evidence suggests
that HRM practices may constitute modifiable organizational
determinants of men’s health, warranting explicit attention
in workplace health promotion efforts, with gender-sensitive
approaches proving necessary to effectively engage male em-
ployees by addressing masculine-specific barriers, including

stigma, stoicism norms, and functional framing preferences.
For HR practitioners, this review recommends conducting
gender audits of existing policies, incorporating masculine
health content into program design, offering team-based and
competitive participation pathways, and actively promoting
paternity leave uptake. For policymakers, findings support
regulatory frameworks encouraging employer investment in
gender-sensitive workplace health promotion. For researchers,
priorities include longitudinal studies in male-dominated in-
dustries, gender-targeted intervention development, intersec-
tional analyses, and economic evaluations. Given the substan-
tial proportion of adult life spent in workplace settings, HRM-
based approaches represent high-reach, sustainable strategies
for promoting men’s health at the population level, providing a
foundation for moving from gender-neutral to gender-sensitive
approaches that effectively respond to the distinctive health
challenges facing working men.
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