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Introduction

Is the health of men important?

This may seem like a rather fundamental question to ask at the beginning of a review of policy 

and progress in male health across eleven countries. On one level, the answer is bound to be 

“yes”. Of course the health of every individual man everywhere in the world matters to him and 

to the people who care about him. The evidence about whether men’s health is important to 

politicians and health planners however, is rather less convincing. Campaigners for better male 

health from three continents report in this paper that, despite enormous progress in public 

health and the sophistication of modern treament approaches, men consistently suffer more 

serious illness than women and die at an earlier age.

Does the very consistency of these patterns suggest though, that poorer health in men is inevi-

table. Is it a simple matter of biology?

In fact, the biological arguments are much less important than they first appear. There is 

very significant variation in male/female comparitive mortality rates between one country 

and another. Female life expectancy in the Russian Federation is more than 13 years greater 

that male life expectancy; in the Netherlands the difference is only a little over four years. 

Biology alone cannot explain this. The scientific consensus tends to be that inherent differences 

between men and women are at most only partly responsible for the discrepancies in morbidity 

and mortality rates1.

Comparing male health with female health is crucial to our debate because it brings into focus 

those factors that are different for men. But if we put male/female comparisons to one side for 

a moment, it can be seen that male life expectancy also varies considerably between different 

groups of men within as well as between countries. Indeed male life expectancy varies within 

even very small geographical areas. In England for example, it is often pointed out that for each 

station east from central London on the city’s underground railway system, male life expectancy 

falls by nearly a year; a man born in the affluent heart of the city, in Westminster, can expect 

almost to reach the age of 79; a man born a few miles away in Canning Town in East London will 

not live to see 73. Similar variations in mortality rates can be seen within cities and between re-

gions throughout the world.

David Wilkins
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We can easily see therefore that both the sex-comparative data and the data that compares 

groups of men suggest that non-biological factors are extremely important determinants of 

male mortality and morbidity. Since non-biological factors are not fixed - that is to say that they 

are capable of change in response to external intervention - it is consequently safe to conclude 

that vast and untold numbers of men around the world are dying earlier than they need. Given 

the political will to address this issue, both sexes could enjoy better health and a longer life even 

while the differences in outcome between men and women are being tackled.

But don’t most of the authors writing in this report also acknowledge that men take less ef-

fective care of their personal health? That men tend to use health services less frequently?  

That men are believed to delay seeking help until later in the development of symptoms? 

Doesn’t that make it men’s own fault that their health is often so poor, regardless of where in 

the world they live?

It is certainly true that men, by and large, tend to be less knowledgeable about personal health 

than women and that they are less likely to seek help from medical practitioners. It is also true 

that men take more “health risks” than women, whether those are direct physical risks such as 

working in more dangerous professions or driving at higher speeds, or “lifestyle” risks like be-

ing more likely to drink alcohol to excess or to eat a less healthy diet. It is remarkable indeed, 

how entirely consistently these patterns of behaviour are reported by the authors in this paper, 

despite their describing countries with wide social and cultural differences.

Does this mean though, that men deserve poorer health and an earlier death?

Surely not.

If poorer use of services was an underlying cause of poorer health in a particular minority ethnic 

community, the political consensus in most countries covered in this report would be that the 

existing services were failing that community. Most nations with a developed understanding of 

health inequalities accept that health systems sometimes need to take account of differences 

between population groups in order to achieve fairer outcomes. There is no logical reason why 

gender differences in health outcome should not be treated in the same way.

If this is so obvious, why do our authors - from countries as culturally varied and geographically 

distant from each other as Malaysia and Denmark, New Zealand and Canada – report similar 

difficulties in persuading governments to pay particular attention to the health of men?

One reason is the one we have just considered - the idea that the problem lies with men them-

selves. This may lead to the regrettable political view that it is up to men to change, not services. 

This is a fallacious argument that fails to acknowledge men’s poorer health as the inequality 

that it is. Furthermore, as our authors report, cultural pressures and social expectations make 

help-seeking very difficult for men all over the world. If men are to change, we must accept that 

whole societies must change. Some may argue that would be desirable - but the only realistic 

view to take is that change on that scale is not going to happen in the foreseeable future.
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Another reason is the sheer familiarity of the differences between the sexes. Politicians and 

clinicians may have simply become so used to men dying sooner than women that they have 

ceased to wonder why it happens. This perception may be reinforced by the fact that – as we 

have seen – there are some potential biological explanations for some of the differences.  

This may lead people to regard men’s greater burden of premature disease and death as “natural”.

Finally, there is the persistence of the view that gender inequalities only affect women.

It should be made clear at this point that there are no negative views about women or women’s 

organisations to be found in this report. Nowhere does anyone take issue with the view that 

women are seriously disadvantaged in many areas of life in many countries. Several authors 

indeed, acknowledge a debt to women’s organisations, who have led the way on social change 

in recent decades. Unfortunately however, the widespread association of the very word “gen-

der” solely with the concerns of women is extremely unhelpful. The chapter on “Gender Equity” 

in Closing the gap in a generation2, the World Health Organisation’s important recent report on 

the need for worldwide action to address health inequalties, does not contain a single sentence 

about male health. The opening paragraph illustrates the point very effectively:

Gender inequities are pervasive in all societies. Gender biases in power, resources, entitle-
ments, norms and values and in the organization of services are unfair. They are also ineffective 
and inefficient. Gender inequities damage the health of millions of girls and women . . . . . 

What progress is being made?

The following definition of a male health issue has been proposed:

A male health issue is one that arises from physiological, psychological, so-

cial, cultural or environmental factors that have a specific impact on boys or 

men and/or necessitates male-specific actions to achieve improvements in 

health or well-being at either individual or population level3.

This definition acknowledges that there are more factors at play than the biological; that the 

health of men and boys cannot be divorced either from prevailing notions of masculinity or from 

the influences of the wider world of (for example) work or relationships. By stressing however, 

that one of the defining characteristics of a male health issue is that “male-specific” actions 

are needed to bring about an improvement, the definition also recognises the crucial point that 

services will need to differ by gender in their design and content. In other words, that the onus 

is on policy-makers to take the initiative if they are serious about improving male health.
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This report contains some examples of countries where governments have taken exactly this 

kind of positive action. At the same time it contains a greater number of examples of coun-

tries where non-governmental organisations are still pressing their political leaders to begin to 

tackle the issue. In the absence of a political response, these non-governmental organisations 

are themselves often delivering programmes that target men’s poorer health.

Although some of our authors are frustrated at the lack of progress, it is nonetheless positive 

that the issue is being discussed, at least to some extent, in all the countries described in this 

report. Of course this is to be expected; the eleven countries featured are all known to have ac-

tivist organisations campaigning for change. It is entirely possible that there has been good - or 

even greater - progress in other countries but that this has not come to the attention of the edi-

tors. It is perhaps more likely however, that that the majority of the world’s nations have not yet 

begun to consider strategies to improve the health of men.

Where there has been sufficient progress to have resulted in government activity, that activity 

tends to fall into one of two categories.

The first is politically-led activity directly intended to improve male health by the development 

of dedicated policy and/or investment in health programmes targeted at men. Very strong ex-

amples of this can be seen in the reports from Australia and Ireland. Ireland has recently seen 

the publication of what is believed to be the world’s first national policy intended to improve the 

health of men. Australia has a long track record of activity on men’s health both at the level of 

community activism and at the level of government (both national and regional). It is not sur-

prising therefore that progress there has been good. At time of writing, Australia is also devel-

oping a national policy for men’s health and has appointed a group of “Men’s Health Ambassa-

dors” to inform government thinking and galvanise public opinion.

Initiatives at this level are very much to be welcomed and are a tribute to the campaigning work 

of men’s health organisations as well as to the foresight of the governments concerned. A prob-

lem with actions of this kind though is that they may be vulnerable to political change which has 

the potential to bring them to an end before they can become fully established. A clear exam-

ple of this can be seen in the report from New Zealand where, in 2008, as a consequence of a 

change of government, the demise of a dedicated investment programme occurred within just 

a few months of its announcement.

The second category of progress has been in those countries where an emphasis on gender 

equality in social policy overall has opened the door to arguments that men’s poorer health 

outcomes should be addressed within this context. Examples of progress here include Eng-

land & Wales, Scotland and Norway. This route is probably available in a good number of other 

nations too - at least in theory. The difficulty lies in shifting the obstructive public and political 

view that we have already described – the idea that “gender inequality” is a problem that affects 

only women. It can be difficult to instigate a constructive debate on this issue and even more so 
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to achieve a workable understanding. The argument runs the risk of alienating politicians who 

adhere to the view that men can never be seen as disadvantaged. It may also be perceived as 

diminishing the importance of those aspects of life where women do suffer discrimination and 

discrimination. In fact, an emphasis on gender-sensitivity in health and healthcare provision 

has the potential greatly to benefit both sexes.

Highlighting progress in the countries mentioned above should not be taken to imply that there 

has been no progress in others. Canada, for example, has identified gender equity as one of the 

primary goals of health policy and has established a research institute specifically to explore 

the relationship between gender and health. In the USA significant political influence has been 

achieved at both state and national level, and the Men’s Health Network has an important co-or-

dinating role. In Malaysia, a broad commitment has been given by government to work towards 

a national policy on men’s health, and programmes of activity have been iniated by both gov-

ernment and the voluntary sector. In Denmark and Switzerland, government initiatives in spe-

cific areas of provision (e.g. support for fathers) have taken account of the health needs of men.  

All of the countries in this report organise activities during International Men’s Health Week in 

June each year – a common thread that links activists around the world.

The final chapter in this report gives an overview of the situation across the European Union, par-

ticularly from the point of view of political activity at the European Commission. This chapter help-

fully unravels the complex range of health policy and guidance at EU level and picks out the areas 

that are most relevant for understanding the potential for more concerted action to improve the 

health of men and boys. The European Men’s Health Forum (EMHF) supports a network of activist 

organisations including some in countries not covered by this report. One of the most influential 

initiatives of the EMHF has been the Vienna Declaration on the Health of Men and Boys4. The Dec-

laration was launched in 2005 an now has over 500 key signatories from 48 countries.

The Declaration calls on “the EU, national governments, providers of health services and other 

relevant bodies” to:

 Ô Recognise men’s health as a distinct and important issue 

 Ô Develop a better understanding of men’s attitudes to health

 Ô Invest in “male sensitive” approaches to providing healthcare

 Ô Initiate work on health for boys and young men in school and community settings

 Ô Develop co-ordinated health and social policies that promote men’s health. 

Although the international debate has moved on since the Declaration was published, these 

ideas still have very significant weight. It is interesting and encouraging to note the unanimity of 

the authors in this report in continuing to endorse them as the potential building blocks of pol-

icy - despite the political and cultural diversity of the countries they describe. This augurs well 

for the future development of a “movement” for men’s health that has international authority.
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It remains only for me to encourage readers to look at all the chapters in this report. The strength 

of this paper is in the diversity of the contributions. We have used the same format for each chap-

ter so that it should be possible to make direct comparison between countries in relation to:

 Ô The current state of men’s health

 Ô The response of government

 Ô The authors’ sense of what the future holds

Please bear in mind incidentally, that not all the authors have English as their first language. 

The particular gratitude of the editors is expressed to those authors who had to contend not only 

with the tight word limit but also with the difficulties of translation.

Information about the authors is given at the end of each chapter as are the web addresses of 

national men’s health organisations where those exist. It is hoped that this report will form the 

beginning of a historical record and – apart from its general interest – will be of particular use to 

colleagues hoping to develop activism on men’s health in countries where none presently exists.
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Men’s health in Australia
Anthony Brown and John Macdonald

The current state of men’s health in Australia
The popular image of the bronzed Aussie springs to mind 

when people talk about Australian men. Fit and healthy, 

a man who likes to work and play hard, and who perhaps 

drinks too much with his “mates” (close friends).

Like most stereotypes there is some truth in this im-

age, Australian men are not, however, an homogenous 

group. As famed as Australia is for its sportsmen, it is 

also the home of the largest gay and lesbian parade 

and party in the world (the Sydney Gay and Lesbian 

Mardi Gras), over 25% of the population were born in 

another country, and up to 5% of the population are In-

digenous Australians.

The recently released discussion papers for the Na-

tional Men’s Health Policy make the situation of men’s 

health clear1:

While overall there has been an increase in life 
expectancy for all Australians over the past century, 
rates of mortality among men are still higher than 
mortality among women, and have not improved to 
the same degree as mortality among women.

At all ages men experience higher mortality rates than 

women in suicide, accidents and injury. As men age they 

have higher mortality rates than women for cancers, 

diabetes mellitus, and diseases of the circulatory 

system. For men the highest proportion of total disease 

burden attributed to determinants of health in 2003 were 

tobacco smoking (9.6%), high blood pressure (7.8%), 

overweight/obesity (7.7%), high blood cholesterol (6.6%), 

physical inactivity (6.4%) and alcohol (3.8%).

Aboriginal and Torres Strait Islander men have by far 

the worse health outcomes of any sub-population in 

Australian. Aboriginal and Torres Strait Islander men 

have a life expectance of almost 20 years less than non-

Indigenous men. More than half (53%) of the deaths of 

Indigenous men were of men aged less than 50 years, 

compared to non-Indigenous Australian men most of 

whom (75%) die at more than 65 years of age1.

Members of the Richmond Men’s Shed, with NSW Minister for Fair 
Trading, Linda Burnie and Anthony Brown at the Richmond Men’s 
Shed, Richmond, NSW Australia. 

The Richmond Men’s Shed is the ‘classic’ Australian men’s shed 
where men, mostly retired men, come together and share skills and 
knowledge around metal and/or wood work. This shed has a focus on 
bicycle repair and recycling.
Photo courtesy of the Hawkesbury Gazette, Richmond, NSW, 
Australia”.
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them social support. Government policy should support 

and not control this type of community movement.

Policies are only words but they influence the way we 

think about boys’ and men’s health and what services 

we do or do not provide for them. The state of Indig-

enous men’s health is worst of all in Australia; their 

life expectancy is in the mid fifties, to our shame as a 

nation, and although non-Indigenous men do not face 

the same challenges as Aboriginal men, their state of 

health illustrates well that health is embedded in the 

social circumstances of all our lives, not just in “mas-

culinity”. Five men a day kill themselves in our coun-

try and one woman. Men die several years younger 

than women. Men benefit less from doctors’ services 

and from community health services than do women.  

As an Australian psychologist famously said, when ques-

tioning the those who explained men not using a help 

line as being due to their “masculinity”: “If I have a party 

and people don’t come, shouldn’t I be asking: what is 

wrong with the party? Not what is wrong with those who 

don’t come?” This perspective should lead us to think 

differently and plan differently for men’s health, indeed 

to make health services more men friendly. 

During International Men’s Health Week in 2008, the 

Commonwealth Minister for Health, Nicola Roxon, an-

nounced that the Australian Government would develop 

a National Men’s Health Policy. The discussion paper 

that followed this announcement indicated a signifi-

cant move forward from the discourse of ten years ago.  

The discussion paper highlights the importance of the 

social determinants of health, how we need to under-

stand the context of men’s lives if we ever hope to im-

prove their health, as well as a commitment to ‘male 

friendly’ health services3. This is not only an acknow-

ledgement that barriers exist for men in accessing health 

services (it is not just a case of “men not taking care of 

themselves”); it is also an acknowledgement of those 

many health and community services in Australia who 

for years have been attracting men, in some cases hav-

ing to turn men away because they are oversubscribed.

Australia is a Federation of 6 states and 2 territories. In 

addition to the National (Commonwealth) government, 

each state and territory has its own government and 

parliament; giving Australia a total of 9 Ministers for 

Health and 9 Health Departments. In general, the 

Commonwealth Government sets overall health policy 

and funds the states and territories. The states and 

territories in turn are responsible for providing direct 

health services (such as hospitals and community 

health). The Commonwealth provides funding to General 

Practitioners under the Medicare scheme. There is also 

a strong private health care sector of hospitals and 

clinics paralleling the public system.

National Men’s Health Policy
In 1999 the then Commonwealth Minster for Health 

announced a men’s health policy. This policy never 

eventuated, due mainly to a change of government. 

This may have been for the best, for the conventional 

wisdom and overwhelming attitudes to men’s health 

at the time attributed men’s poor health to men - 

“men don’t go to the doctor” they say – “that’s men’s 

problem”. “Men drink too much, don’t exercise enough.  

Are too violent” . . . etc. Given the growth internationally 

of the importance of the social determinants of different 

populations’ health status, behaviour and needs, and 

the call for evidence- based policies, such negative 

stereotyping has no legitimacy at all.

In the last decade there has been a lot of talk about 

“masculinity” as the major problem facing men’s 

health. This approach has allowed us as a country to 

turn our attention away from social, economic and po-

litical issues which can and do affect men’s health. It 

also hampers our efforts to support men positively, 

whether boys at school, young fathers struggling to 

work for their families, gay men seeking their right-

ful place, separated dads, immigrant men trying to 

find a new identity here, older men facing retirement.  

One of the success stories of men’s health in Australia 

has been the Sheds Movement2 – at its best a grass-root 

movement, building on men’s strengths and offering 

The response of the Australian government

Men’s health in Australia
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New South Wales Policy
In 1999 New South Wales (NSW) became the first, and 

to date only, Australian state or territory to adapt a 

men’s health policy. The authors have not been able to 

locate men’s health policy anywhere in the world that 

pre-dates Moving Forward in Men’s Health.

At a time when the Commonwealth and other com-

mentators where focusing on masculinity and “men 

behaving badly” as way to explain men’s health, Mov-

ing Forward in Men’s Health developed a framework 

for working with men that was ahead of its time.  

The policy affirmed the importance of men’s health as an 

issue and committed the NSW Government to improving 

men’s health and to target those men in the community 

who are most in need. It recognised both the importance 

of the social determinants of men’s health and need to 

develop partnerships with government and non-Govern-

ment agencies outside of health services7.

The policy has five Key Focus Areas8:

 Ô Making Health Services More Accessible and Ap-
propriate to Men

 Ô Developing Supportive and Health Environments

 Ô Improving Collaboration and Coordination of 
Services

 Ô Research and Information

 Ô Workforce Development and Training

The policy allowed NSW Health to increase the range and 

scope of services to men. It attempted to put structures 

in place to ensure the success of each Key Focus Area, 

including the appointment of Men’s Health Officers in 

each local Area Health Service and the establishment 

of the Men’s Health Information and Resource Centre, 

University of Western Sydney.

While there were many projects initiated from Moving 
Forward in Men’s Health, they are mostly isolated services 

started and continued with the good will and passion of 

local individuals. The policy alone was not able to secure 

an integrated, permanent structure for the planning and 

delivery of men’s health projects in NSW.

Being “men friendly” means taking a “strength-based 

approach” to working with men and boys4. 

Such services deliver effect care to men by:

 Ô using positive and appropriate language when 
working with men

 Ô creating an respectful environment

 Ô ensuring a model of service provision that meets 
men’s needs and ways of communicating 

Australian commentators have also called for policy 

development that takes into account men’s existing and 

knowledge of health5 and health seeking behaviours6.

As part of the announcement of a National Men’s Health 

Policy, the Minister also announced the appointment of 

Men’s Health Ambassadors, to promote the policy process 

and to feed back suggestions and ideas to government. 

The second author of this paper is one such ambassador.

Consultations for the National Men’s Health Policy are 

currently being held around Australia. With at least 

2 taking place in each state and territory, including 

a national Men’s health Summit in Canberra on 18 

March 2009. Policy discussion papers and information 

about the consultations can be downloaded from:  

www.health.gov.au/menshealthpolicy

Senate Select Committee into Men’s Health
In November 2008 the Australian Senate formed a Select 

Committee to enquiry into the state of men’s health in 

Australia and to look at levels of funding and support 

offered by Australian governments. This process is 

separate to the development of the National Men’s 

Health Policy as described above. At date of writing 

the enquiry is still accepting written submissions, and 

hearings are expected to be held around the country 

before the tabling of their Select Committee’s report 

by 30 May 2009.

More information on the Senate Select Committee, in-

cluding copies of already received submissions, can be 

obtained from: www.aph.gov.au/Senate/committee/

menshealth_ctte/index.htm 



16

Following on from these principles are five key priori-

ties that aim to promote:

 Ô More accessible and appropriate  
health care for men

 Ô More cancer awareness, less cancer

 Ô Less obesity, less smoking, less risky drinking and 
less unsafe sex

 Ô Better mental health and wellbeing

 Ô Better prepared, more involved fathers

In December 2008 NSW Health released a discussion 

paper on creating an Action Plan on Men’s Health in 

NSW9. The aim of the action plan is to ensure that con-

sideration of men’s and boys’ health issues are incor-

porated into the planning and delivery of all health 

services across the state. 

The Men’s Health Action Plan is past on three principles:

 Ô Equity in health outcomes;

 Ô A focus on health needs of men across  
the life course; and

 Ô A focus on health promotion and prevention.

The future for male health in Australia
Despite the commitment to the social determinants 

of men’s and boys’ health spelled out in the Common-

wealth Government’s discussion papers, there appears 

to be a growing emphasis on behaviourism, a “men be-

having badly” approach to men’s health. Current govern-

ment priorities of reducing smoking, unhealthy drinking 

and obesity risk overshadowing the social determinants 

of health. There is a risk that men will be targeted in 

these campaigns without an attempt to understand the 

social and economic factors linked to these behaviours. 

There is a danger that the men’s health policy will sink 

into somewhat reductionist health education strategy, 

rather than attempting to understand and change the 

underlying social factors behind these behaviours. This 

despite another document of the government released 

this year10 which acknowledges:

Some groups have increased risk of disease because 

of social, cultural socio-economic or other factors e.g. 

from place of residence, economic resources, employ-

ment status, skills, lower levels of education language, 

cultural barriers and lifestyles. These factors can 

make it hard to make changes or adhere to advice on 

diet, smoking, drinking and other lifestyle behaviours. 

For instance, some people can find it hard to adopt a 

healthy diet because it can be more expensive than one 

based on foods that are high in fat, sugar and salt

A successful men’s health policy must be evidence 

based, with a broader focus than just “masculinity” 

and “men behaving badly”. It needs to understand the 

socially constructed differences between men and 

women, and the impact this has on health, but to go 

beyond that to understanding of men’s and boy’s social 

needs and how these impact on health11.

Improvements in men’s health have for too long been 

dependent on the passion and drive of isolated indi-

viduals. A men’s health policy, for any level of govern-

ment, will only succeed if there are accompanying re-

sources, money and a dedicated infrastructure. 

Australia has indeed been at the forefront of many initi-

atives in men’s health. It remains to be seen if the posi-

tive steps made so far can be sustained.

In February 2009 a consultation was convened by MHIRC in partnership with NSW Health, with key men’s health 

organisations. NSW Health is considering the outcomes of this consultation, together with individual submissions 

received. The final NSW Men’s Health Action Plan is expected to be released mid 2009, hopefully during Interna-

tional Men’s Health Week in June.

Men’s health in Australia

Addendum: The Australian Senate Select Committee on Men’s Health has just released its report which 

can be downloaded from www.aph.gov.au/senate/committee/menshealth_ctte/report/index.htm
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masculinities shift the policy terrain around health 

as a field of equitable social citizenship. In this 

broad context, men’s health as a field of research 

and study is still relatively nascent in Canada. Yet, it 

is increasingly important to gain a clearer picture of 

how gender, specifically masculinity, intersects with 

constructions of the ‘healthy male citizen’, under 

the directives of neo-liberal health and state welfare 

policies that seek to intervene on the behalf of men 

and their health careers.

In general, men’s health is a neglected political and pol-

icy topic in much of Canada. For the most part, govern-

ments have ignored men’s health as a specific issue. 

When men’s health concerns are addressed, it tends to 

be driven by city or regional health authorities because 

of local concerns (as opposed to provincial or federal 

policies). Some local, community-based organizations 

have been created in the past. The Toronto Men’s Health 

Network is perhaps the most notable, being based 

in Canada’s largest and most ethnically diverse city.  

Established in 1999, it disbanded in approximately 

2007 due to an inability to achieve enough funding to 

support itself and the projects it wished to conduct.  

A similar attempt to create a Canadian Men’s Health 

Network has been stalled since 20052. 

Men’s health in Canada
Dr. Steve Robertson, Dr. Blye Frank, Dr. Donald R. McCreary,  

Dr. John L. Oliffe, Dr. Gilles Tremblay, Ted Naylor, Melanie Phillips

The current state of men’s health in Canada
Canada is the second largest country in the world, and 

comprises 10 provinces and 3 territories. Historically, there 

are three main cultural groups in Canada: First Nations & 

Inuit (about 2% of the population), Francophones (about 

20% of the population concentrated mostly in Quebec 

Province) and Anglophones. However, Canada is truly 

a multicultural nation, with a large degree of racial and 

ethnic diversity throughout the country. Responsibility 

for the health of Canadians is split between two federal 

agencies (Health Canada and the Public Health Agency 

of Canada) and the provinces. The roles of the two federal 

agencies are focused mostly on health prevention and 

treatment issues that affect all Canadians. The provinces 

are responsible for the delivery of primary, secondary, 

and tertiary health care services. Given that each province 

has a slightly different approach to health care, there are 

important discrepancies between them, especially in 

their approaches to topics such as men’s health. 

In Canada, the 1990s was characterised by a 

contentious period of restructuring state social 

provisions, marked particularly by issues of gender1. 

This state and social policy re-structuring has 

rejuvenated debates about the role of state policy 

vis-à-vis the market and traditional welfare state 

provisions. Equity and gender pervade these 

debates, as evolving definitions of femininities and 
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A summary of men’s health statistics in Canada reveals on-going gaps in current health policy initiatives, and also 

highlights the continued need for analyses and health policy that can address the complex intersections of men’s 

health across class, culture, socio-economic status, immigration, and visible minority status: 

 Ô Canadian men lead in 14 of the 15 primary causes 
of death, including cancer and heart disease3.

 Ô Men with the same social disadvantages as women 
experience poorer health outcomes in relation 
to mortality, disability, chronic illness, and injury 
rates4.

 Ô Controlling for the greater life expectancy of 
women, men are 39% more likely to die from dia-
betes, 84% from arterial diseases, 78% from heart 
disease5.

 Ô Men are 29% more likely to be diagnosed with can-
cer and 52% more likely to die as a result6,7.

 Ô Men are twice as likely to die from unintentional 
injuries and 7 times from HIV5.

 Ô The cancer most likely to kill men between the 
ages of 15 and 30 is testicular cancer, but most 
physicians don’t talk to boys about testicular 
self-examination7.

 Ô 4 out of 5 suicides among young people in Canada 
are committed by men, despite men’s lower re-
ported rates of depression6.

 Ô First Nation men living on reserves die an average 
of 5 yrs younger than those living off reserve; 8.9 yrs 
younger than Canadian men in general8.

 Ô The life expectancy of gay men is 20 to 30 yrs 
shorter than that of heterosexual men9.

The response of the Canadian government
Yet, lack of a specific political and policy focus on men’s 

health does not imply a complete lack of any and all 

activity. Canada has identified gender equity as one of 

the primary goals of health policy. In 1995, the “Federal 

Plan for Gender Equality”10 was designed as a means 

to advance gender equality within the Canadian con-

text. One of the primary ways successive governments 

have addressed the gender divide in rates of morbidity 

and mortality between men and women is via research 

initiatives. Health Canada and the Canadian Institutes 

for Health Research (CIHR) implemented gender and 

sex based analysis (GBA) guidelines to encourage 

researchers to formally describe the effects of gender 

and sex on health and illness11,12. The primary goal of 

GBA in Canada is to positively impact the health out-

comes and quality of care received by boys and girls, 

men and women, by developing gender-sensitive health 

promotion programs, procedures and practices13. 

Additionally, CIHR established the Institute of Gender 

and Health to focus on developing empirical foundations 

about the connections between gender and sex, health 

and illness, and thereby improve population-health out-

comes14. Initially, these plans were developed to en-

hance inclusiveness for researching women’s health 

issues. However, as gender based research efforts ad-

vance, there has been more attention paid to the health 

consequences of male gender roles among men who are 

members of dominant and marginalized groups15. 

Some Provincial governments have developed educa-

tion campaigns to increase the awareness of specific 

men’s health issues. Men’s mental health issues have 

received attention due men’s high suicide rates (e.g., 

Government of Nova Scotia – Men/ Depression: https://

gov.ns.ca/health/mhs/depression/men.asp) and atten-

tion has been paid to providing information about men’s 

Men’s health in Canada
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exercise and diet (www.ottawa.ca/residents/health/

adults/mens_health_en.html#P23_1687) and Health 

Canada offers an online resource detailing various 

men’s health issues (www.hc-sc.gc.ca/hl-vs/jfy-spv/

men-hommes-eng.php). In Quebec, interest in men’s 

health began in the late 1970s when a small group, 

named HomInfo, created a journal about men’s issues. 

In the 1990s, specifi c interest emerged around suicide 

prevention, domestic violence and drug and alcohol 

abuse16,17,18,19 and between 1999-2001, a suicide pre-

vention campaign, “demander de l’aide, c’est fort” (it is 

strong to ask for help), focused on men. Meanwhile, the 

provincial Ministry of Health and Social Services com-

missioned a large scale analysis of men’s health20. This 

paralleled a similar study on women’s health and re-

cruited a task force that reported to the government in 

200421. Despite this interest in men’s health in Quebec, 

except the newly funded research team “Masculinités 

& Société”, there is no specifi c men’s health group or 

men’s health program, and most recommendations 

from Rondeau et al.’s report have not been enacted.

The focus on the biological differences between men 

and women have manifested most often as sex-specifi c 

cancers of the reproductive systems (i.e., cervical, pros-

tate, breast, testicular). There has been pressure, for ex-

ample, to increase rates of screening for prostate can-

cer, despite the scientifi c debate about the effi cacy of 

such screening22 As such, screening programs have not 

engaged governmental policy support but remain a fo-

cus of community-based men’s health interest groups, 

including the Canadian Prostate Cancer Network, which 

aims to increase public awareness and availability of 

prostate cancer screening (www.cpcn.org/).

In Canada, as elsewhere, efforts to increase awareness 

and access to men’s health services has lacked the fo-

cused direction and momentum found in the women’s 

health movement in the 1970s and 1980s. Approaches 

to address men’s health have therefore tended to de-

velop as an adjunct to wider gender initiatives that 

originally had the health of women as the main focus, 

or in a piecemeal way where enthusiastic individuals in 

practice and policy settings have driven the issue for-

ward. Furthermore, the development of male specifi c 

health policies remains controversial and efforts must 

be undertaken to ensure that campaigns for men’s and 

women’s health are not drawn into a competing victims 

discourse with one another as they lobby for limited 

monies from health care budgets23.

“You have to be strong to ask for help” a 
poster to help prevent suicide. 
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implementation within neo-liberal political structures 

(see also24). In this context, it seems likely that reviewing 

how GBA is implemented, and developing a ‘Men’s 

Health Strategy’ that compliments the current ‘Women’s 

Health Strategy’, would be a positive step forward.

Others countries have recognized the challenges for 

practitioners trying to develop men’s health services 

work where there is a limited evidence base or where 

access to existing evidence is restricted. It would be 

useful therefore to emulate models developed else-

where that enable practitioners to share resources and 

experiences and that can and do act to influence pol-

icy making to promote the health of men. Men’s Health 

Forums and Networks have been established in other 

countries, often with government support, to serve 

such a purpose. A vital next step for coordinating and 

guiding research, policy and practice in men’s health 

across Canada would be Federal Government support 

for the development of a Men’s Health Forum/Network 

that can work alongside some of the strong women’s 

health organizations in the country.

Canada has a long-standing history of being a leader in 

the field of public health and health promotion research, 

policy and practice. The fact that it is the birthplace of 

“The Ottawa Charter for Health Promotion” is evidence 

of that. It is all the more surprising therefore that the 

specific issue of promoting men’s health has remained 

almost silent within this national context. Patterns 

of male mortality and morbidity are similar to other 

developed countries with comparable socio-economic 

profiles that have not remained silent about this issue. 

A recent CIHR-IGH commitment to funding specific boys’ 

and men’s health research is timely and will hopefully 

remain a priority within future funding competitions. 

Thought needs to be given to how promoting men’s 

health might be handled at a policy level. The current 

commitment to GBA suggests that Canada favours a 

‘gender mainstreaming’ approach. Yet, presently, there 

seems to be only small pockets of application of GBA 

to assure gender sensitive health service provision 

in addressing men’s health. As implied earlier, it is 

possible that such a policy approach is constrained in 

The future for male health in Canada

Men’s health in Canada
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Men’s health in Denmark
Svend Aage Madsen PhD

The current state of male health in Denmark
Although Denmark is a welfare society and a country 

with high standards in health and gender equality, life 

expectancy for Danish men is among the lowest in the 

European Union (EU) at 78.3 years. Danish men are 

number sixteen of twenty. 

Smoking among Danish men seems to be the most 

important factor behind this. Historically and culturally 

the attitudes to all kind of health and especially men’s 

health has been very laissez-faire and against any kind 

of restrictions in Denmark. Furthermore Danish men 

have lower all-cancer survival than countries with 

similar national expenditure on health. The 5-year 

survival rate for prostate cancer among Danish men is 

only 47% compared with 75% in Europe as a whole.

When you look at healthy life years at 50 years of age 

for the same 25 European countries however, Denmark 

is in first place with 23.6 years. 

When it comes to men’s use of health care system it has 

been established that Danish men fall significantly be-

hind women in using GPs and other primary healthcare 

services. Danish men hospital patients seem to want the 

disease and health services to take up only a small part 

of their daily life and identity yet they occupy most of the 

beds in hospitals. This point to a need for developing a 

better understanding of gender differences in patients’ 

health psychologies. The development of more ‘male-

sensitive’ health services should be a central issue in the 

education of health professionals in Denmark.

These issues have been some of the most important in 

recent years - and these are some of the issues that the 

Danish Men’s Health Society has worked with during 

these years, especially during the national Men’s Health 

Week (MHW), which is the most important yearly activity.  

Presentation of the 2005 Men’s Health Prize; a well established activ-
ity of the Danish Men’s Health Week. 

The theme of the week was men and sexuality. The prize was given 
by Else Smidt (right), head of prevention at the National Board of 
Health to Kristian Ditlev Jensen (left) for his famous autobiography 
about sexually abused boys.
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Danish MHW focuses on themes, and in previous years Danish MHW has covered:

 Ô Men’s health in general (2003)

 Ô Men’s health and physical condition (2004)

 Ô Mens’ sexual health (2005)

 Ô Men’s mental well-being (2006)

 Ô Male sensitive communication and education in 
health settings (2007)

 Ô Men’s health and the workplace (2008)

 Ô Men and cancer (2009)

The main objective of MHW is to raise awareness about 

specifi c issues affecting men, and to improve the health 

and well being of boys and men. Health services have 

been slow to recognise particular issues affecting men 

in relation to health. These issues include men’s in-

creased risk of developing poor health because of risk-

taking lifestyles; delay in diagnosis due to men’s late 

presentation to health services; and men’s reluctance 

to take appropriate care of themselves and to access 

support services once diagnosed.

During MHW there are plenty of opportunities for orga-

nisations and charities to join in as active partners by 

organising local events, providing information packs 

and by reviews or press coverage in local magazines. 

The co-ordination group provides a framework for the 

week and the activities.

The following organisations have been part of the 

organisation group through the years: the Danish 

National Board of Health; the Ministry for Equalities; 

Danish Nurses Organisation; United Federation of 

Danish Workers; the Danish Metalworkers’ Union; the 

Danish Healthy Cities (municipalities and counties) 

Network; the Danish Mental Health Fund; the 

Copenhagen University Hospital Rigshospitalet; PROPA 

(the Prostate Cancer Patient Organisation); the Danish 

Cancer Society; the Danish Family Planning Association; 

the Confederation of Danish Industry; and Men’s Health 

Society Denmark. Several local and other organisations 

also support MHW.

Support for the week has been expressed by the Dan-

ish minister of Health, the Danish minister of Equal-

ities, the Director-General of the Danish National 

Board of Health and Chief Medical Offi cer, and several 

members of Parliament.

The response of the 
Danish government

This book ‘Know Your Body, Man!’ written by fi ve health specialists who are also members of the Danish Men’s 
Health Society was the number one bestseller in Denmark for several weeks when it was published in 2006.

Men’s health in Denmark

Although support has been expressed by leading poli-

ticians, even the Minister of Health has addressed and 

supportet Men’s Health Week in Denmark, no special 

initiatives or health regulations or laws have been es-

tablished in order to take special action related to 

men’s health. The reason for this is more lack of in-

terest and conservatism among health professionals 

than resistance from politicians. This is very much due 

to a refusal to accept gender as an important issue in 

health politics among medical staff.
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The future for male health in Denmark

However there are areas showing progress in men’s 

health. This is especially related to the laws and regu-

lations and health services for men as fathers. In that 

matter there has been a positive development, and it 

seems that men’s participation in at the birth, parental 

leave (many places there are two to three months pa-

rental leave with full salary for men), and caring for their 

small children has a positive impact on men’s health 

What we would like to see happen is the development 

of a much bigger awareness on men’s health in public, 

political, and health opinion. This seems to be the way 

to make changes in men’s health behaviours and in 

health services for men. With the inclusion of The Dan-

ish Healthy Cities Network, which is a network of mu-

nicipalities and counties, in the group of organisations 

behind Men’s Health Week there are very good pros-

pects for changes in the development of health promo-

tion policies and activities in municipalities and coun-

ties and in promoting public health.

This might have an important impact on the lifestyle of 

Danish men, which is in imperative need of improve-

ment in several areas, especially in the areas of smok-

ing, alcohol drinking, and physical activity.

and health behaviours. This is probably due to the fact 

that men will have more contact with and get more ac-

customed to making use of health services. Further-

more the men’s taking active part in childcare seems to 

prevent divorces and it has been established that divorce 

is a threat to several aspects of a man’s health. Finally it 

seems that being engaged in parenthood also increases 

a man’s taking care of his health and wellbeing.

An important way to achieve the goals of better cir-

cumstances for men’s health is the educational pro-

grammes of all health professionals. There is a need 

to include all kind of gender aspects, and not the least 

men’s health issues. There is progress in this area with 

well established educational programmes for both 

GPs and nurses, while hospital physicians have not yet 

shown any interest in such education.

Besides this there is an urgent need for improving the 

cancer prevention, detection, and treatment for men in 

Denmark. In this area there are no positive develop-

ments for the time being but it is hoped that the Men’s 

Health Week 2009 in Denmark, which has ‘Men and 

Cancer’ as focus will have a positive influence on that. 
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Men’s health  
in England & Wales
David Wilkins

The current state of male health in England & Wales
To some extent the history of progress in male health in 

England & Wales is also the history of the Men’s Health 

Forum (MHF), the group founded by the Royal College 

of Nursing in 1994 to campaign for better health for 

men and boys. The MHF has held a unique position at 

the centre of developments, particularly since it became 

an independent charity in 2001. Since then the MHF has 

managed several important research projects; held 

more than twenty national conferences and seminars; 

published a similar number of reports and policy pa-

pers; produced a wide range of health education mate-

rials; and generated substantial media debate. Perhaps 

most importantly, the MHF has also lobbied politicians, 

policy-makers and planners in favour of services which 

take better account of men’s health needs.

Ten years ago, the idea of an organisation dedicated 

to better health for men and boys was still a novelty.  

Our issue was an invisible one. Yet, as in most other de-

veloped countries, men in England & Wales live shorter 

lives than women (77.2 years compared to 81.5 years). 

At all ages men are more likely to suffer from almost 

all forms of serious illness and injury (for example, inci-

dence of the ten most common cancers that affect both 

sexes is almost twice as high in men). Men are also more 

likely to develop most forms of serious illness earlier in 

the lifespan (for example men aged 50 – 54 are five times 

more likely to die of coronary heart disease). Many “life-

style” health risks are greater in men too (for example 

almost two thirds of men are overweight compared with 

just over half of women).

Poorer health and lower life expectancy may seem 

as inevitable a consequence of being male as hav-

ing a larger shoe size.  But this need not be the case.  

It is not possible to explore fully all the arguments here, 

but there is no convincing explanation for the extent of 

men’s poorer health in England & Wales apart from the 

historical failure of UK health policy to recognise and 

tackle the problem. This is ironic in one sense since, 

prior to the foundation of the UK’s publicly funded Na-

tional Health Service (NHS) in 1948, priority in health 

care was often given to men - and perhaps the only way 

to understand this issue fully is to consider it within the 

context of long term political and social change.

Like many other countries, England & Wales saw a 

groundswell of activism from women’s organisations 

during the twentieth century. The pioneers of this 

movement suceeded, in 1928, in finally achieving the 

vote for all women. Feminist objectives in the later 

decades of the century focused most strongly on mat-

ters of economic status and political representation but 

also included demands for health care more sensitive 

to the needs of women. Overall, women’s activism has 

succeeded in bringing about the acceptance by most 

people and most institutions, that discrimination on 

the grounds of gender is unacceptable. This has been 

a significant political achievement and is arguably the 

most important social advance of the last century.
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The historical association with women’s activism how-

ever has meant that in many contexts, the term “gen-

der” is often seen as as synonymous with “women” or 

“women’s”. It can be difficult to see that gender ine-

qualities also sometimes affect men and boys. Health 

is the most significant case in point. Between the foun-

dation of the NHS and the turn of the 21st century, 

there had been only sporadic recognition of the evi-

dence that, as we have seen, it is male health that is 

much more commonly the poorer. This basic truth is 

of course at the centre of the present wave of inter-

national interest in the links between masculinity and 

health, of which this review is a part.

In setting the scene like this, it is also important also 

to note that the “movement” for better male health 

in England & Wales has largely been led by men and 

women with a professional or academic interest in the 

issue. These people have tended to be driven by profes-

sional concern. In other words, the campaign for bet-

ter male health has differed fundamentally from the 

activism on women’s health, which was essentially a 

“grass roots” or “consumer” movement. Interestingly, 

the fact that this has been the case may in itself reflect 

some of the central themes believed to underpin men’s 

poorer health – that men tend to be less interested 

than women in personal health issues, and less likely 

to engage with community processes built around mu-

tual support.

The fact that the interest in better male health has de-

veloped in this way has had both advantages and dis-

advantages. The MHF has always believed that the best 

way to address the health needs of men is to position the 

issue where it properly belongs - within the debate about 

gender equalities. This ensures that there is common 

ground with women’s organisations, enables considera-

tion of overlapping equality issues, and provides a strong 

platform for the political argument. This approach – as 

we shall see later – has been crucial to the significant 

progress in the past two or three years in particular.  

An essay explaining why the differences in health status 

between men and women (whether to the disadvantage 

of either sex) should properly be regarded as a health in-

equality forms the introduction to a report published by 

the Department of Health in England in 20081.

Health check and shave!

Men’s health in England & Wales
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The response of the government in England & Wales
In 2003, the MHF published a policy paper, “Getting 

It Sorted”, (GIS) outlining the major male health is-

sues and calling for a co-ordinated response from 

the UK government2. Although well received by 

health professionals and academics, GIS had disap-

pointingly little impact on health policy at either na-

tional or local level.  Over the next three years, the 

MHF published papers on several specific aspects 

of men’s health including men’s sexual health, over-

weight in men, and cancer in men. Also during this 

period, National Men’s Health Week (NMHW) be-

came an established fixture on the “health events 

calendar” with well over 1500 small local events 

taking place each year throughout England & Wales.

The growing success of NMHW confirmed the exist-

ence of a reasonably-sized base among health work-

ers and other professionals (e.g. teachers and youth 

workers) who recognised the need to take better 

account of male health need.  There was also sub-

stantial demand for places at MHF conferences and 

seminars. Other indicators of the gradual increase 

in public and professional interest included steady 

sales of the MHF’s series of men’s health manu-

als and high levels of traffic at the MHF’s consumer 

website, malehealth.co.uk. Especially encourag-

ing was the greater willingness of funding bodies 

to support research projects in the field. This latter 

included government funding of an important two 

year project aimed at increasing uptake of chlamy-

dia screening by young men, the findings from which 

were to become an important influence on future 

planning in this area of NHS provision. This period 

also saw greater interest from politicians; the MHF 

met on a number of occasions with health ministers 

in the Labour administration who were interested in 

being briefed on issues relating to the health of men.

Perhaps the most notable single development of this pe-

riod however, was the establishment in 2004 of the UK’s 

(and the world’s) first specialist academic department, 

the Centre for Men’s Health at Leeds Metropolitan Uni-

versity, under the leadership of Professor Alan White, 

a long-time advocate for better male health. Other in-

dividuals whose historical contribution should be re-

corded here include Dr Ian Banks, founder of the MHF, 

who had, for many years, been making the men’s health 

case through medical organisations and the media, and 

Peter Baker, another established campaigner who had 

been appointed Director of the MHF in 2001.

Most observers would probably agree though, that the 

crucial turning point for men’s health in the UK was not 

the result of activity in the field of health at all. It came 

in April 2006, when the Equality Act 2006 became law.  

This new legislation prohibited sex discrimation in the 

performance of public functions and created a duty on all 

public bodies (i.e. not just health bodies) actively to pro-

mote equality of opportunity between men and women.

There is not space here to describe the detailed provi-

sions of the Equality Act but the MHF, recognising its 

potential importance, had been an enthusiastic sup-

porter of the draft legislation as it has progressed 

through parliament. This support was welcomed by 

government departments keen to demonstrate that, 

although the primary political impetus was to build 

on the progress since the 1970s in achieving greater 

equality for women, there were benefits for both sexes 

in the new law. Crucially, the government made it clear 

that the legislation was intended not only to achieve 

cultural change in the planning of services but also to 

change outcomes where those were unequal. This is of 

central importance, since, in the field of health specifi-

cally, outcomes are inarguably poorer for men.
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This is not to say that the Equality Act has been a magic 

wand. Rather it has given a solid base in law for the ar-

guments that the wisest advocates of better male health 

were already making. It has also created a climate in 

which health planners and policy makers are more will-

ing to listen. The result has been a noticeable increase in 

the rate of progress and a sense that the improvements 

that are now steadily accruing are more likely to be lasting.  

Having said this, it should be added that the Equality Act 

would not have been anywhere near as useful to men’s 

health campaigners if it had not come at a time when there 

had already been several years of hard work and aware-

ness-raising about men’s health (not just by the MHF but 

by the many other activist individuals and groups within the 

NHS and elsewhere). If there had not been such a frame-

work in place then the Equality Act might have been noth-

ing more than an opportunity un-noticed and un-taken.

Men’s health in England & Wales

Delegates arrive at a national conference in 
London to discuss male obesity.

Instead, and as a direct consequence of policy-makers thinking in a more concentrated way about gender inequalites,  

England & Wales have seen specific account taken of male health at the highest possible level. It is not possible to list all the 

relevant national and local policy initiatives here but some important examples are as follows: 

The Cancer Reform Strategy3 (the national ten year plan 

for cancer services) contains a specific commitment to 

tackle poorer outcomes in men; the National Chlamy-

dia Screening Programme has published a detailed 

strategy and work programme for increasing male up-

take of screening4; the national plan for the future of 

pharmacy services recommends a focus on men5; and 

the National Institute for Mental Health in England has 

commissioned the MHF to undertake a review of the key 

issues in men’s mental health. Furthermore the Depart-

ment of Health’s own guidance to the Equality Act6 includes 

a strong emphasis on men’s health needs and behaviours.   

The important Department of Health report on gender 

differences in the use of primary care services was men-

tioned earlier in this chapter. 



A panel of speakers discusses obesity in 
men at a national conference in London.
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The future for male health in England & Wales
It is of the highest importance to recognise that improve-

ments in health at population level often take decades to 

achieve. The first step has been to recognise that men’s 

poorer health is an issue of inequality directly related to 

the way services are provided. It should consequently be 

taken as seriously as the other, more familiar, mark-

ers of inequality such as racial origin and social class. 

The next step may be to think about whether it is possi-

ble to help men, especially perhaps men from the most 

deprived backgrounds, to take better care of their own 

health. This would certainly require a long term commit-

ment to the support and education of future generations 

while they are still at school.

One might always wish for more and faster progress 

of course but in an enormously encouraging devel-

opment, the MHF has recently (March, 2009) been 

awarded formal “Stategic Partner” status by the De-

partment of Health. This new initiative involves govern-

ment “working together” with total of eleven non-gov-

ernmental organisations “to improve knowledge and 

skill”. The Department of Health promises that Stra-

tegic Partners will be “at the heart of shaping policy . . 

. . and contributing to improving health and well-being 

outcomes for individuals and communities.” 

The new NHS constitution, published in February 2009 

also augurs well for future progress on men’s health. It 

acknowledges unequivocally that the NHS:

. . . . has a wider social duty to promote equality 
through the services it provides and to pay par-
ticular attention to groups or sections of society 
where improvements in health and life expect-
ancy are not keeping pace with the rest of the 
population.

Although men make up (almost) half the population 

and are not therefore the kind of “minority” group 

that we normally associate with needing “particular 

attention”, there is no doubt that this clearly identi-

fied “social duty” is applicable. Overall therefore, the 

present situation in for male health England & Wales 

seems a positive one and, with good management 

and a little bit of luck, promises to remain so for the 

foreseeable future.
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Men’s health in Ireland
Dr Noel Richardson and Dr Paula Carroll

The current state of male health in Ireland
There has been an upsurge of interest and activity in 

the area of men’s health in Ireland over the past decade 

that has revolved around research, advocacy work and 

a variety of grass-roots work in both the statutory and 

voluntary sectors. What has arguably been the most 

significant development, however, has been the recent 

publication of a national men’s health policy1. The pub-

lication of the policy in January 2009 followed a com-

mitment, as set out in the National Health Strategy2, 

to develop a national policy for men’s health. An in-

creased focus in recent years on the statistics for men 

in relation to life expectancy, mortality and morbidity3-5 

provided a strong impetus and mandate for men to be 

identified for the first time at a national health strategy 

level, as a specific population group for the strategic 

planning of health. With Ireland being the first country 

to publish a national men’s health policy, it is impor-

tant to document the evolution of men’s health onto the 

policy agenda in Ireland. This chapter will focus on the 

key issues that led to the development and publication 

of the policy. It will describe the methodologies and key 

principles used for policy development and reflect on 

some of the opportunities and challenges in terms of 

making the policy succeed.

There has been a growing concern in western countries 

in recent years about the burden of ill-health experi-

enced by men. In Ireland, male life expectancy is lower 

than that of women (almost 5 years)6 and men have 

higher death rates than women for most of the leading 

causes of death and at all ages7-9 A more careful ex-

amination of aggregated data reveals substantial dif-

ferences between different categories of men, particu-

larly in relation to age7-9 and socio-economic status3. 

Compared to men in the highest occupational classes, 

men from the lower occupational classes have poorer 

health outcomes and experience significantly higher 

mortality rates3. Young men (15-24 years) are a par-

ticularly high risk group7-9, with suicide being the prin-

cipal cause of death among this group. It is also well 

recognised in Ireland5 and internationally10-11 that men 

are often reluctant to seek help and continue to present 

(too) late in the course of an illness.

There has also, in recent years, been an increased fo-

cus on gender in the context of men’s health. Whilst 

in the past, the focus on gender and health in Ireland 

has tended to be synonymous with women’s health12, 

the significance of gendered health practices (partic-

ularly gendered patterns of help-seeking), have more 

recently come to the forefront in the context of men5,13. 

This reflects more deep-rooted and widespread changes 

that have occurred in gender relations. In Ireland, as in 

other developed countries, the challenge to the posi-

tion of men in gender relations has resulted in impor-

tant changes in work practices, more ‘democratic family 

structures’14 and the continued blurring between more 

traditional male and female roles. Not all men in Ireland 

benefited from unprecedented economic boom during 
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the 1990s15. Increasing economic disparity between the 

rich and poor coincided with rapid social change. The 

disintegration of rural communities has resulted in 

isolation, difficulties with access to services and spe-

cific adverse consequences for the mental health of ru-

ral men16. Such changes have occurred against a back-

drop in Ireland of an increasing shift towards secular-

isation and individualism17. With the recent downturn 

in the economy in Ireland, labour market vulnerability 

and lack of security of job tenure are increasingly asso-

ciated with poverty and social exclusion, and are issues 

that are now beginning to have a much greater bearing 

on men’s health than before15.

A number of important and specific developments 

occurred in the area of men’s health in Ireland prior to 

the publication of the policy that provided a momentum 

and a stable platform from which the policy evolved.  

The Health Services in Ireland (Health Service Executive - 

HSE) funded two men’s health research initiatives5,13 

that informed the development of the policy.  

The HSE was also instrumental in developing a number 

of regional men’s health strategies18-20, and funded 

a number of community development related health 

projects throughout the country. It also co-funds both the 

Men’s Development Network (www.mens-network.net) 

which supports men affected by marginalisation via 

community based initiatives, and the Gay Men’s Health 

Project in Dublin, which provides a wide range of clinical, 

outreach and counselling services for gay and bisexual 

men. The Irish Cancer Society has conducted innovative 

campaigns directed at increasing awareness and early 

detection of cancers among men. The Crisis Pregnancy 

Agency has funded a number of research initiatives with 

a focus on men, including, barriers relating to men’s use 

of sexual health services21, and men’s experience of sex, 

contraception and crisis pregnancy22. The Family Support 

Agency at the Department of Social and Family Affairs 

has also funded research on policy and practice issues 

in relation to vulnerable fathers23. The Men’s Health 

Forum in Ireland (www.mhfi.org) has been engaged in 

men’s health work at an advocacy level since 2002, and, 

in January 2004, launched a comprehensive report on 

men’s health statistics in Ireland3. The Institute of Public 

Health’s recent publication of an ‘All-Ireland Men’s Health 

Directory’24 provides a very worthwhile database of activity 

in the area of men’s health on the island of Ireland. Other 

organisations such as ‘AMEN’ and ‘Parental Equality’ 

provide support for male victims of domestic violence, 

and separated or divorced fathers respectively

In summary therefore, the increased attention on 

men’s ill-health together with significant changes 

and challenges to more traditional male roles and to 

men’s sense of place in Irish society, provide an impor-

tant backdrop to the development of men’s health at a 

policy level in Ireland. The momentum towards policy 

development was reinforced by a broad range of grass 

roots men’s health work across a number of different 

sectors. The following section will outline the response 

of the Irish government to men’s health, and, in par-

ticular, will chart the key methodologies and principles 

used for policy development. 

Men’s health in Ireland

The response of the Irish government

It was against the background of the issues highlighted 

in the previous section, that the Department of Health 

and Children in Ireland made a commitment in 2001 

to develop ‘national policy for men’s health and health 

promotion’1. This section will present a brief over-

view of the methodologies used and the key principles 

that underpinned the development of a national men’s 

health policy in Ireland. 

The timeframe for the development of the policy is out-

lined in Table 1.
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Table 1 Key steps in the development of the national men’s health policy

National Health Strategy 20012 > The development of a national men’s health policy identified 

as a priority

Research commissioned to inform 

the development of a policy

> Jan 2002- Dec 2004 

Men’s Health Report “Getting Inside Men’s Health”5

National Conference > Dec 2004 

1st National Conference on Men’s Health

Expert Steering Group > Nov 2004 

Appointment of National Steering Committee

Nationwide Consultation      > Feb – Dec 2005 

National Men’s Health Days 

Hosted 7 Focus Groups 

Targeted and Public Call for Submissions

Review of Evidence > Feb 2005 – December 2006

Bilateral Meetings > January - August 2007 

Meetings with key stakeholders and other 

Government Departments

Implementation & Evaluation > Jan 2009 – Dec 2013

Following publication of a specifically commissioned 

men’s health research project5 at the first National 

Conference on Men’s Health, an expert Men’s Health 

Steering Group was convened to develop the national 

policy with representatives from across a range of 

government departments, statutory, community/

voluntary, advocacy and academic sectors. Under the 

terms of reference of the Steering Group, it was agreed 

that following an extensive nationwide consultation, 

both a Policy containing higher order recommendations 

and a specific Action Plan would be developed. Both the 

policy and action plan were to be evidence based and 

integrated into existing government policy.

The level of consultation engaged in for this policy was 

extensive, comprising four distinct phases with a strong 

focus on research. The framework adopted throughout 

each phase mirrored the five guiding principles of the 

Ottawa Charter25. These principles span the five areas 

in which the health of any individual may be affected 

and therefore allowed for the analysis of health needs, 

as well as structuring actions to meet those needs, 

with due regard to the broader determinants of health.

 Ô Phase 1 comprised six men’s health days that 
were held in strategic locations all over Ireland, 
and which consulted with all key stakeholders in 
the statutory, community and voluntary sectors. 

 Ô Phase 2 comprised the hosting of a series of “fo-
cus groups” (discussion groups held for research 
purposes) with subpopulations of men whose 
voices were not represented at the men’s health 
days. 

 Ô Phase 3 consisted of an invited (n=94) and public 
call for submissions through the National Press. 

Before embarking on the final phase of consultation, an 

extensive review of both the national and international lit-

erature on men’s health was conducted to establish the 

efficacy of translating the issues raised through the con-

sultation process into policy recommendations and ac-

tions. While the issues raised did guide the review of the 

literature, it was not solely limited to those issues. 



NR (Noel Richardson, MHFI) MH (Mary Harney, Minister for Health and 
Children) and PR (Paula Rankin, MHFI), attending MHFI conference on 
men and mental health in 2006.
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Other issues that emerged from the wider literature on 

men’s health were also considered for inclusion in this 

policy. This review also took cognisance of: the scope 

within existing policy documents to promote men’s 

health; the stakeholders who would commit to imple-

menting policy at various levels; the steps to be taken 

and the key actions needed to ensure the implementa-

tion of policy initiatives; and an anticipation of the pos-

sible barriers to developing and implementing a men’s 

health policy. 

 Ô Phase 4 consisted of bilateral meeting with key 
government departments to determine the key 
stakeholders who would agree and commit to the 
Recommendations and Actions that were con-
tained in the policy. Prior to these meetings, a 
draft policy and action plan was circulated to each 
government department in advance, with follow-up 
meetings being held with each department. 

A number of key theoretical and philosophical princi-

ples informed the development of the policy. The policy:

 Ô is firmly positioned within existing government 
policy (inter-sectoral/inter-departmental) and 
has invested in an extensive consultation process 
to develop strong partnerships with existing pol-
icy across a number of government departments 
places a firm focus on the gendered nature of key 
men’s health issues (e.g. alcohol, obesity, mental 
health, access to services) and promotes a “gen-
der-mainstreaming” approach to men’s health 

 Ô adopts a social determinants approach

 Ô targets interventions at both an individual and a 
population level

 Ô incorporates a community development approach

 Ô focuses on prevention as well as cure

 Ô adopts a strengths perspective

 Ô seeks to support men to become more active 

agents and advocates for their own health 

The dissemination of the policy has begun via a variety 

of media that include local and national media coverage 

at the time of the launch, online availability (www.

dohc.ie/publications/national_mens_health_policy.

html), the international men’s health fora network, 

and indeed through this and other publications.  

Follow-up briefings and workshops are planned with 

relevant government departments and key stakeholders.  

There is also ongoing training of health service providers, 

community workers and academics in the area of men’s 

health. The Implementation Group that is to be appointed 

to oversee the implementation and evaluation of the 

policy1, will be responsible for monitoring and evaluating 

the policy and aligning the policy implementation to 

ongoing research findings. Evaluation of the policy 

must give consideration to the collection of data that 

is aligned to the policy recommendations and actions. 

The Department of Health and Children in Ireland is to 

be tasked with co-ordinating the implementation of the 

policy at an inter-departmental level.

Men’s health in Ireland
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The publication of a national men’s health policy in 

the Ireland is a significant and important step in being 

the first national policy to provide a clear blueprint 

and an unequivocal evidence base for tackling men’s 

health. Undoubtedly, there will be much national and 

international interest in the progress of the policy in 

the years to come. Many challenges lie ahead in the 

implementation of this policy. Not least of these is the 

harsh economic climate in which the policy has been 

published and the reduction in public spending that is 

currently being implemented across all government 

departments. It is imperative therefore that the policy 

dovetails with existing policy across different government 

departments, and that all potential sources of funding 

and resources are targeted by focusing on collaboration 

and partnership in developing men’s health work. 

There is also the challenge of making an explicit case 

for men’s health as a productivity issue, by promoting a 

healthy male workforce as a more productive workforce. 

One of the key promotional and marketing challenges 

for men’s health policy in the future will be to reverse 

the paradigm that help-seeking is synonymous with 

weakness in men, and rather to portray good health 

maintenance and prompt help-seeking as being part 

and parcel of being a man26. The principal challenge 

involved in monitoring and evaluating the policy will be 

to apply a cost-benefit analysis that should highlight 

the value of early interventions and a more preventative 

‘upstream’ focus on men’s health. Finally, in the context 

of a gender relations approach to men’s health, there 

is the ongoing challenge of convincing all stakeholders 

that improving the health of men can have both direct 

and indirect benefits for women and children and for 

society as a whole. 

The future for male health in Ireland
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Men’s health in Malaysia
Hui Meng Tan, Seng Fah Tong, Wah Yun Low, Chirk Jenn Ng

The current state of male health in Malaysia
Men outperform women in the top 15 causes of death 

in nearly all countries in the world1. Men have more ac-

cumulated risk factors in all stages of life compared 

to women. Men’s risk taking behaviours, significantly 

more stressful environment in their everyday life, and 

aberrant treatment seeking behaviour contribute to a 

much higher accumulated risk of disease and poorer 

health than that for women2.      

In Malaysia, The Malaysian Society of Andrology and The 

Study of The Aging Male (MSASAM) which was founded 

in 1995 is the key non-governmental organisation (NGO) 

spearheading research and dissemination on men’s 

health issues in the country. The society has carried out 

3 major men’s health research projects in the Klang Val-

ley and the findings have been published extensively.

A recent randomised community-based study on men’s 

health in urban area, one of the projects conducted by 

MSASAM, revealed a worrying trend in men’s health 

status. This 2006 study which involved 1046 middle-

aged men (mean age of 56 years) showed that 66% were 

overweight and 70% smoked. A significant proportion 

(17 to 54%) had chronic medical conditions like diabe-

tes, hypertension and dyslipidaemia. A high proportion 

was unaware that they had these conditions. The study 

also revealed that two thirds of the respondents had 

erectile dysfunction (ED) while a significant proportion 

had moderate to severe lower urinary tract symptoms 

(LUTS) (29%) and low testosterone levels (19%)3. Other 

smaller community-based study in a northern state of 

Malaysia (Penang), involving 353 men, showed preva-

lence of prostate problems in 6.3% and ED in 45.9% of 

men aged more than 40 years old4.

The 2006 study confirmed the findings from another 

community study on men’s health in a highly devel-

oped region in Malaysia. This 2003 cross-sectional 

study on 351 men (response rate of 70%) above 50 

years of age (mean age of 58 ± 7 years), carried out 

in Klang Valley, revealed a high disease burden and 

poor health status5. There were 30.2% self reported 

hypertension, 21.4% self reported diabetes melli-

tus, 10.8% self reported coronary artery disease, 

79% of the men were overweight or obese, 34% 

consumed alcohol and 19.1% were smokers. There 

were similar prevalence of ED (69%), LUTS (29%) 

and total testosterone level ≤ 11.0 nmol/L(19.9%). 

Moreover, 11.1% had severe depression (Geriatric 

Depression Scoreof ≥ 10), 28.8% had a fasting blood 

sugar (FBS) ≥ 6.1mmol/L and 70.1% had total cho-

lesterol ≥ 5.2mmol/L5.  Further, based on the same 

data, Low et al6 examined the association between 

depression, erectile dysfunction (ED), and hormo-

nal status of men. Significant association was found 

between depression (GDS ≥ 5) and men with ED 

(p=0.014). Almost three quarters of men (73%) with 

low testosterone level (total testosterone ≤ 11.0 

nmol/L) had ED. Age and depression were predic-

tive of erectile function. It was concluded that de-

pression and ED should be screened for when either 

exists in the male patient and treatment directed 

accordingly6. In another sub-analysis, hypogonadal 

men compared to eugonadal men, had significantly 

poorer quality of life. Furthermore, 30% of the hy-

pogonadal men had mild to moderate depression 

and 9.4% had severe depression7.
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The negative impact of premature ejaculation (PE) has 

also been well-documented. The prevalence of PE was 

22.3% in an urban setting. PE was also found to be 

significantly associated with psychiatric morbidities, 

poorer sexual satisfaction, decreased sexual self-con-

fidence and avoidance of relationship8.

One of the pioneering works on men’s health, particu-

larly in the area of erectile dysfunction, was a qualitative 

study on the knowledge, perceptions and practices of ED 

carried out when sildenafil first came to the shores of 

Malaysia in 1998. It showed that there were differences 

and similarities between men and women in terms of 

their knowledge and perception of ED among various 

ethnic groups in the country. It also revealed that physi-

cians were reluctant to deal with their patients’ sexual 

issues due to the lack of knowledge or embarrassment. 

Nevertheless, there was also a strong indication that 

men preferred the doctor to initiate discussion on sexual 

issues related to medical conditions9.

In 2008, MSASAM conducted a qualitative research 

study to explore Malaysian men’s and women’s views 

on men’s health and their health-seeking behaviour10. 

A summary of the research findings is presented below: 

Generally, men saw the need to keep a balance between 

physical, mental, spiritual and social well-being. Many 

men knew what healthy life-style was. Their family and 

peer influence played a significant role in keeping them 

healthy. However, men faced health challenges, which 

included stress at work, inadequate time, inability to con-

trol their urge for unhealthy practices and inadequate 

knowledge on men’s health issues. Men were fearful of 

being diagnosed to have illness. They postponed their 

contacts with health care provider until occurrence of 

a health crisis, which was then served a powerful fac-

tor that pushed men to take their health more seriously. 

With regards to sex, some men thought it was more 

than just a relationship issue. It was an indicator for ill 

health. However, not all men would seek medical ad-

vice if they had sexual problems. Some wanted doctors 

to initiate the discussion on sexual health. Men wished 

for more information specific to men’s health problems 

and urged health care providers and government bodies 

took a more active role in promoting men’s health. They 

also wanted financial support from employers and gov-

ernment in promoting men’s health.

Women’s view on what constitutes healthy men, healthy 

life-styles and men’s challenges in keeping healthy were 

similar to men. Women thought some men were truly 

concerned about health while others could not care less. 

Women played a major role in their spouses’ health but 

some men were more readily influenced by their peers. 

Men’s health in Malaysia
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The response of the Malaysian government

In Malaysia, there is currently no concerted effort to 

tackle the problem of men’s health. A large proportion 

of men’s health promotion activities for the public have 

been initiated and carried out by NGOs, special inter-

ested groups, the media and governmental agencies 

like the Ministry of Health and the Ministry of Women, 

Family and Community Development.

In 2005, there was an attempt by the Ministry of 

Health to draft a men’s health policy. The Minister 

of Health in his opening address at the First Na-

tional Men’s Health and Aging Conference 2005 af-

firmed the importance of promoting men’s health in 

Malaysia11. However, for various reasons, the pol-

icy has yet to materialise. Nonetheless, the Minis-

try of Health, through its various departments, has 

been addressing many issues related to men such as 

non-communicable diseases and healthy lifestyles.  

The programmes addressing the issues above are 

targeting at the general population rather than 

men. An example is the Healthy Lifestyle Campaign 

started by the Division of Health Education in 199112. 

The campaign aimed at creating public awareness 

of cardiovascular diseases, prevention and con-

trol of AIDS/sexually transmitted infection, food hy-

giene, child health promotion, cancer and diabetes. 

Subsequently, it concentrated on improving health 

behaviours and emphasised lifelong health. The 

scope included healthy eating, physical fitness, 

safety and injury prevention, mental health, healthy 

family and healthy environment, smoking cessation, 

stress management and abstinence from alcohol. 

Between 2005 and 2007, the campaign had focused 

its activities on workplace where the main workforce 

was men. It cannot be denied that all these health 

campaigns touched on many issues related to men’s 

health; however, important factors underpinning 

men’s poor health such as unwillingness of men to 

engage in healthy lifestyle, appropriate health seek-

ing behaviour, accessibility to men’s health services, 

are not being addressed. 

With regards to service delivery, the Division of Fam-

ily and Health Development from Ministry of Health 

had established an objective to promote health for both 

women and men13. However, many activities in the past 

had prioritised women and child health due to high ma-

ternal and infant mortality, which has improved tremen-

dously over the years. Such programmes are not avail-

able for men. No doubt there are programmes that are 

related to men’s health such as health screening pro-

grammes for general population, smoking cessation 

Women thought that men’s poor healthy life-style was 

attributed to men’s laziness. Similarly, women thought 

men only pay more attention to health following incidence 

of health crisis. Men were unlikely to seek medical 

treatment because of the fear of knowing their illnesses 

and the masculinity factor in men. In contrast to men’s 

view, women thought they fared worse than men in terms of 

health. Sex was important for men and erectile dysfunction 

was an indicator of poor health. Women wanted more 

effort in dissemination of men’s health information through 

multiple routes of media and more compulsory medical 

check-ups in workplace. Women were generally better 

informed about health matters and hence could potentially 

help their spouses in improving their health status. 

The Malaysian experiences do indicate that denial, 

poor knowledge, work pressure and lack of preventive 

health measures are major contributors to the 

poor health status in the country. The findings also 

showed that women play a major role in the health 

and treatment seeking behaviour of their spouses.  

The pressure by, and concern of the family are key 

impetus for men to initiate preventive healthcare. 

Further, the study also showed that the women are 

more receptive and better equipped with health 

information and public awareness on men’s health. 

Therefore, public campaigns to improve men’s health 

should also be targetting at women, who will in turn 

reach out to their spouses and male family members. 
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The future for male health in Malaysia
Currently, the health status of Malaysia men is rather 

worrying. The prevalence of chronic diseases and 

health concerns like diabetes, cardiovascular diseases, 

smoking, obesity and overall metabolic syndrome is 

rising rapidly. The approach in men’s health in Malaysia 

is still predominantly organ-specific and fragmented; 

it falls under the responsibility of a variety of special-

ties and subspecialties. There is still considerable lack 

of awareness among the general public and healthcare 

professionals alike. There is also an absence of close 

collaboration across disciplines as well as governmen-

tal and non-governmental bodies in the approach to 

men’s health issues.

A multi-pronged and holistic strategy highlighting the 

prevailing men’s health status, emphasising the im-

portance of early preventive healthcare and the poten-

tial benefits of improving men’s health status, should 

be spearheaded by governmental and non-governmen-

tal bodies. These concerted efforts should target men 

across all ages including school children, teenagers, 

adult and older males. The importance of preventive 

health check and healthy lifestyle should be stressed 

to all men and their spouses and families. There is also 

a urgent need to develop an effective service delivery 

system sensitive to men’s needs.

The numerous research and educational activities of 

NGOs like the MSASAM should be encouraged, and 

supported. Findings from the local and global research 

work on men’s health should be disseminated to and 

utilized by the public, healthcare professionals and 

policy makers to inform healthcare decision making. 

Healthcare policies on men’s health, based on good 

local and international research encompassing physi-

cal, psychological and social dimensions, will certainly 

encourage men in Malaysia to seek early professional 

advice and treatment to improve both their quality and 

quantity of life. It will also help to create awareness of 

the concept of men’s health to the healthcare profes-

sionals and other stakeholders.

Men’s health in Malaysia

clinics, methadone clinics and occupational health clin-

ics; however, these are, again, targeting at the general 

population. In these screening programmes, men were 

screened at the health clinics for sexual and urological 

conditions by using self-administered questionnaires 

and several obstacles exist in the implementation of the 

screening programmes. There is a lack of opportunity to 

have an effective consultation with health care providers 

due to shortage of manpower and resources. 

The National Population and Family Development Board 

(NPFDB) under the Ministry of Women, Family and Com-

munity Development is also partly responsible for men’s 

health development in Malaysia. The objective of NPFDB 

is to contribute towards the development of quality pop-

ulation through strengthening and promotion of family 

well-being14. The promotion of men’s health, therefore, 

focuses on family development. To achieve this objec-

tive, NPFDP has developed services for reproductive and 

sexual health. Recently, men wellness screening pack-

age has been included as part of its service. These serv-

ices require men to attend their outpatient centres and 

NPFDB is striving to improve the awareness of and ac-

cessibility to these centres. 

To date, the government support for men’s health has 

been integrated into general health care delivery and 

appears somewhat fragmented. It is still very much 

disease-oriented rather than men-focussed. We need 

to develop a comprehensive men’s health policy which 

is both sensitive to men’s needs as well as addressing 

the health seeking behaviour of men. 
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Men’s health in New Zealand
Rhys Jones & Tim McCreanor

The current state of male health  
in Aotearoa/New Zealand

In Aotearoa/New Zealand men’s health has received 

relatively little attention as a public health issue per se. 

Issues of relevance to men’s health have largely been 

framed and considered in the context of other policy 

decisions. There has never been an overarching frame-

work or strategic approach from central government 

that provides guidance or consistency for decision 

making about issues that have particular implications 

for men’s health. It could therefore be argued that the 

development of men’s health policy and interventions 

has been somewhat ad hoc, resulting in a disjointed set 

of strategies and policies that has failed to comprehen-

sively address the broad range of issues facing men in 

relation to health. The recent development of the as-

pirational concept of health equity – the elimination of 

the social determinants of health disparities – should 

be a goal for all societies within a generation1.

As in many other countries, the development and main-

tenance of masculine identities in Aotearoa/New Zea-

land is strongly associated with problematic social en-

vironments that support unhealthy beliefs and behav-

iours2. For example local ideologies and practices mean 

that achieving the ideals of conventional masculinity 

requires an unwillingness to admit weakness or to ac-

cept help and a propensity towards risk-taking behav-

iour. The process of male socialisation and the socio-

cultural norms that underpin this process result in an 

adverse risk profile for men and subsequent poor health 

outcomes. Consequently, despite a more favourable dis-

tribution of the socioeconomic determinants of health, 

men have worse health on average than women.

Based on data from 2005–2007, life expectancy at birth 

was 78.1 years for males and 82.2 years for females 

in Aotearoa/New Zealand. Since the mid-1980s, gains 

in life expectancy have been greater for males (an in-

crease of 7.0 years) than for females (an increase of 

5.1 years), resulting in narrowing of the gender gap3. 
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In the most recent New Zealand Health Survey, men 

were more likely than women to be taking medication 

for high cholesterol (7.9% vs 5.7%), and to have diag-

nosed ischaemic heart disease (4.9% vs 3.1%), diabe-

tes (4.7% vs 3.7%) and gout (2.0% vs 0.2%). Men scored 

generally higher than women in terms of self-reported 

physical and mental health4.

There were no significant gender differences in prev-

alence of current smoking or frequency of smoking 

among New Zealand adults. Men were more likely than 

women to have had a drink containing alcohol in the 

previous 12 months (87.9% versus 80.8%), and were 

more than twice as likely as women to have a poten-

tially hazardous drinking pattern (27.6% versus 12.2%). 

Men were significantly more likely to report being regu-

larly physically active (at least 30 minutes of activity per 

day on five or more days of the last week) than women 

(55.%1 versus 47.9%)4.

There are differences between men and women in 

health service utilisation. Men (90.5%) were less likely 

than women (94.1%) to have a regular primary care 

provider that they go to first when feeling unwell or 

injured. Men were also significantly less likely than 

women to have seen a primary care doctor in the previ-

ous 12 months (76.6% vs 83.4%). There were no gender 

differences in emergency department use, but women 

(20.2%) were more likely than men (14.5%) to have 

used public hospital services in the past year4.

Men’s health in Aotearoa/New Zealand is character-

ised by stark inequalities by ethnicity and area-level 

socioeconomic deprivation. In 2000–2002, life expect-

ancy at birth was over eight years lower for Māori 

men than for non-Māori men (69.0 versus 77.2 years)5. 

For the period 2000-2004, the age-standardised mor-

tality rate for Māori males was approximately twice that 

of non-Māori males6. In 2000–2002, the life expectancy 

of males in the least socioeconomically deprived 10% 

of small areas in New Zealand was 8.9 years higher 

than that of males in the most deprived 10% of small 

areas (79.9 versus 71.0 years)3.

Recent papers7-10 note elevated rates of suicide, smok-

ing, sexually transmitted infections, mental health dis-

orders, eating disorders, alcohol-related harm and 

substance use problems among gay men, as well as 

issues with access to medical services. The national 

survey of the health and wellbeing of secondary school 

students11 shows higher levels of binge drinking, mar-

ijuana use, sexual activity and violence toward oth-

ers among male students, although there has been a 

steady decline on most of these indicators since the 

first survey in 2000.

Men’s health in Aotearoa/New Zealand
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The response of the New Zealand government
Until recently, men’s health had never been specifically 

considered by the New Zealand government as a policy 

issue of itself. Historically, the only noteworthy initia-

tive in this area was undertaken in 1995-96 by North 

Health, a Regional Health Authority (one of the coun-

try’s four health funding bodies in the mid-1990s)12. 

The project arose in response to Ministry of Health 

guidelines which identified particular groups of men 

with significant health needs. A discussion document 

was produced, which included recommendations about 

purchasing of health services, primary care service 

provision, health promotion and education including 

school-based programmes. Other possible actions in-

cluded establishing men’s needs assessment, market-

ing men’s health as a concept and health professional 

education. Following the release of the discussion doc-

ument a community consultation process was under-

taken, but its completion coincided with the disestab-

lishment of the Regional Health Authorities (including 

North Health). It has been surmised that the health 

system restructuring may have contributed to the de-

mise of this men’s health initiative13.

In 2008 the first major central government initiative to 

address men’s health emerged, in response to various 

calls for men’s health to be considered in its own right. 

This was taken on by then Associate Minister of Health, 

Damien O’Connor: men’s health became a new desig-

nation under the health portfolio and a funding com-

mitment of NZ$2.5 million was made. Proposed ini-

tiatives included setting up clinics in male-dominated 

workplaces, a social marketing campaign, fast-track-

ing a national screening programme for bowel cancer 

(which disproportionately affects men), and establish-

ing a Men’s Health Innovation Fund to be used for new 

and innovative approaches to improving men’s health.

With the change of government in late 2008, and in the 

face of the current global economic recession, a review of 

all government expenditure was initiated. It would appear 

that there is no longer any certainty about any funding 

committed to men’s health by the previous government 

that has not been spent or contracted. It is also our un-

derstanding that there is no ongoing men’s health policy 

work in the Ministry of Health at the time of writing.

The only specific pieces of information we could find 

on men’s health policy in Aotearoa/New Zealand from 

government ministries were the Men’s Health web-

site14 and a document from the Ministry of Youth Devel-

opment that focuses on strengths-based approaches 

to working with young men15. These are outlined below.
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Ministry of Health Men’s Health Website14

This government website outlines actions aimed at 

“encouraging men to be more aware of their health and 

to access healthcare”, carries links to “News and up-

dates” and details of a Men’s Health Innovations Fund, 

and includes a recent men’s health literature review, 

all of which are relevant to this summary.

 Ô Men’s Health Innovations Fund

The Men’s Health Innovations Fund was established in 

2008 to support community based men’s health initia-

tives. It provided approximately NZ$ 300,000 in funding 

for projects with new and innovative approaches to im-

proving men’s health. Fifty-three proposals were received 

covering a wide range of approaches to supporting men’s 

health, of  which 11 were funded.

 Ô Men’s health literature review

The review 13 notes that New Zealand men’s health 

literature spans only about two decades with most of it 

appearing in the last ten years. Materials reviewed cover 

biological difference, gender disparity, masculinity, 

health service accessibility and uptake. The importance 

of the social determinants of men’s health is reported 

as a significant theme in the literature emphasising the 

heterogeneity of the male population, particularly the 

impacts of ethnicity, class and age, and the effects of 

social policy (employment, education, housing, social 

welfare, and justice).

The issue of men’s under-utilisation of health services 

was a focus with debates over appropriate remedial 

actions canvassed in terms of system change versus 

person change options. The review concludes that 

research on all dimensions of men’s health is needed 

in order to improve understanding and design better 

policy and services.

Ministry of Youth Development Review15

This is a review of the research and best evidence 

in relation to strength-based and male-focused ap-

proaches, which is designed to inform the devel-

opment of policy and programmes for young men.  

It identifies a number of areas where the experiences, 

feelings and behaviours of young males differ from those 

of young females. It describes existing initiatives and pro-

vides recommendations about designing programmes to 

support the positive development of young men.

One possible factor underlying the lack of specific 

policy development for men’s health in Aotearoa/

New Zealand is that the observed gender inequalities 

in health may have not been considered to be ineq-

uitable. That is, while differences between men’s and 

women’s health have been extensively documented, 

they are not seen as being unfair. They have become 

normalised and are therefore not perceived as requir-

ing specific intervention13.

Men’s health in Aotearoa/New Zealand
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The future for male health in Aotearoa/New Zealand

In striving to improve male health in Aotearoa/New 

Zealand, one of the major challenges will be to adopt 

a broad approach that addresses the social and eco-

nomic determinants of health and inequalities. In a 

recent issue of the New Zealand Medical Journal, a 

viewpoint article16 and editorial17 provide important in-

sights into what is required to improve men’s health in 

Aotearoa/New Zealand. The focus of these commen-

taries is, however, largely on the health sector and 

health service interventions; it is essential that action 

is also taken in other sectors to address the wider so-

cial factors that influence male health. Policies and 

programmes must be developed with health equity as 

a cornerstone: interventions should first and foremost 

meet the needs of those men who currently experience 

the poorest health.

More research is required in order to understand the 

processes by which gender inequalities in health are 

created and maintained, and to build the evidence base 

for improving men’s health. Relatively little attention 

has been paid to understanding the lived realities of 

men, including how men conceptualise health, the ma-

jor factors that influence their health and how they re-

spond to health problems. One notable exception is a 

recent national study of the health of Māori men, which 

attempts to address this knowledge gap for this im-

portant sector of the male population18. As argued by 

Smith19 in the Australian context, more evidence is re-

quired about these “lay perspectives” of men’s health, 

and it is critical that this information is used to inform 

policy responses to improve the health status of men in 

Aotearoa/New Zealand.

In order to meaningfully address men’s health and re-

duce gender inequalities in health, it will be neces-

sary to fundamentally transform the nature of dom-

inant male identities, the processes of socialisation 

into these identities and the markers of masculinity. 

Such a culture change will realistically take genera-

tions to evolve, but without this as a foundation for 

change, any interventions designed to improve men’s 

health will represent mere tinkering at the margins. 

We believe that it is necessary to begin working with 

boys and young men to support the development of 

reflexive understandings of masculinity and male 

roles (especially in parenting) using the informed pro-

visions of the Youth Development Strategy Aotearoa20. 

This framework envisages a paradigm shift that sees 

young men (and women) as a resource to nurtured, 

rather than a problem to be solved or contained. The 

strategy seeks policy-led systemic change to develop 

youth strengths and produce opportunities for youth 

participation in all areas of life. It stresses the impor-

tance of quality relationships with parents, families, 

peers and community that can support every young 

man to reach his full potential. The goal of health eq-

uity 1 argues that similar policy-led developments to 

deal with the social determinants of health disparities 

should be initiated through consultative and partici-

patory processes, for men in general and for particu-

lar groups such as Maori and gay men8.
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Men’s health in Norway
Ulf Rikter-Svendsen

The current state of male health in Norway
Men between 15 and 40 years of age are rarely found 

as patients in the Norwegian health system unless they 

are the victim of an accident or have an acute illness.  

If they do come to the health system, it is often because 

they have been sent by their mother, sister, girlfriend 

or another woman. Do we have a health system that is 

not for men? Or do we have men who are not made to 

fit the Norwegian health system?

Men tend to differ from women in ways of communicating 

about health. Research findings and the experiences 

of health workers suggest that men and women have 

very different psycho-social approaches to the body 

and differ in the way they deal with health and illness.  

The most recent general practitioner survey shows that 

men use health services less than women. This applies 

both to general medicine and psychiatry. Studies also 

show that women are more satisfied with the health 

services than men are. To get the message about health 

across to men, it is therefore important to obtain more 

knowledge about how men deal with the body and health.

Women prevent health problems through a healthy life-

style and good health habits to a greater degree than 

men do. According to a comparison of men’s and wom-

en’s health in Norway1 there is reason to believe that 

the somewhat longer life expectancy of women is in 

part due to health habits.

Differences in health conditions between men and 

women are linked in large degree to differences in 

lifestyles and life habits. In 1999, a special committee 

published the first report on women’s health, point-

ing out the necessity of a special “women and gender 

perspective” in the health services. The report referred 

to measures aimed at improving the gender perspective. 

Available statistics show significant gender differences 

in the way individuals and physicians view the state of 

health in Norway today. There is still a close to five-year 

life-expectancy gap between men and women. The prin-

cipal challenges when it comes to equality within the 

health and care sector is to increase knowledge on gen-

der differences with respect to health and illness, and 

the health services, and to consider gender differences 

when deciding prevention and treatment measures.  

Efforts have been focused along two axes. One includes 

gender perspectives in all activities and research where 

this is relevant. The other focuses especially on ailments 

exclusive to men or women or illness that particularly 

impacts one gender, or where the one gender experi-

ences particular difficulties. 

The incidence of specific male diseases (particularly 

prostate or testicle cancer) is increasing, and men 

have a particularly high mortality rate due to accidents.  

Men are over-represented in suicide statistics, while 

men’s mental problems appear to be under-treated. 

Recent research shows that every fourth parent under-

going a break-up of a marriage or partnership goes on 

sick leave after the break-up. This affects many men.

Men’s life expectancy in Norway is unnecessarily low 

(77.7 years of age in 2004 compared to 82.5 years of age 

for women), and many men die too early from causes 

that might have been prevented. We also know that 

women report various health ailments and see a doc-

tor more often than men.
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The response of the Norwegian government
In December 2008, the Minister of Children and Equal-

ity published the world’s first parliamentary report on 

men, the male role and equality2. This report points out 

that equality traditionally has been synonymous with 

the struggle of women to achieve better conditions, 

but that a gender perspective on men is also necessary 

to maintain progress in the efforts to achieve equality. 

The report also states that one important goal is to ob-

tain knowledge-based material and data on men and 

the male role. One chapter in the report is dedicated to 

men’s lifestyle and health. 

Through this report the Norwegian authorities show 

that they are aware of the necessity to adopt a gender 

perspective on health and life quality. Thus the authori-

ties are aware that men and women have different ex-

periences of health and sickness, and that a masculin-

ity perspective is important in this context.

In the health and care sector, the authorities point out that 

the main challenge is to increase our knowledge on gen-

der differences relating to health, diseases and the health 

services. The Ministry of Health and Care Services has 

urged the regional health enterprises and the Directorate 

of Health to concentrate efforts on the development of 

health and care services with a gender perspective. 

By highlighting gender differences, the report states, 

we may attain better health in the population and im-

prove the quality of the health and care services. As 

crucial elements in these efforts, the Ministry high-

lights the following: 

 Ô Distributing health information that reaches both 
genders

 Ô School health service and health clinics for young 
persons that are just as attractive for boys as for 
girls

 Ô Gender perspectives to be embedded in health and 
care services and in research on health

 Ô Increasing our knowledge on gender differences 
when it comes to using the health services

 Ô Measures aimed at reducing the prevalence of sex-
ually transmitted infections 

The Government underlines that it is important to en-

sure that health information reaches both women and 

men. The report also states that in some cases, men 

and women should be provided with health informa-

tion that is adapted to each gender, just as other social 

background variables must be taken into consideration 

when developing communication measures and when 

patients encounter medical staff.

Men’s health in Norway
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With respect to school health services and health 

clinics for young persons, the Government calls for a 

deliberate strategy to focus on boys so they will find 

these services more attractive. The Ministry finds it 

important to make these services available at school 

and visible in the school environment, and also 

states that several information channels must be 

employed to make the services more easily accessi-

ble. Information on the internet may encourage boys 

to use these services more. The “Klara Klok” (Ask 

Abby) website is an example of this. Sending SMSs 

is another possible channel that is suggested. Public 

health nurses report that using mobile phones and 

SMSs gets more boys to initiate contact with them. 

Other important channels in addition to information 

given to school classes could be special groups for 

boys, and newsletters and information brochures fo-

cusing on boys. The Ministry encourages the local 

authorities to develop the school health service to 

make it just as attractive for boys as for girls. 

In the report to Parliament, the Ministry also points 

out the importance of measures aimed at reducing the 

prevalence of sexually transmitted infections (STIs). 

Work aimed at preventing STIs in particular and to im-

prove the sexual health of young boys and men in gen-

eral includes counselling, guidance and testing for STIs. 

The report also states that it is a very important task to 

get boys and men to care more about their own sexual 

health. In this context the Ministry also proposes the 

provision of information suited to the life experiences of 

boys and men. Studies show that boys know much less 

than girls about such crucial issues as sexual health. 

Boys also state that they want to obtain such knowledge, 

and that they would like to communicate with someone 

in the know when it comes to the problems they are fac-

ing. The Ministry states that the lack of adult men who 

can serve as mentors and advisers for young boys is a 

challenge. Health clinics for young persons are an arena 

dominated by women, both on the user and the health-

worker sides, the Ministry states.
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The arguments for focusing on men’s health and male 

specific diseases in relation to the health system may 

be summed up as follows:

 Ô Men’s life expectancy across the world, including 
in Norway, is unnecessarily low, and too many men 
die too early from causes that might have been 
prevented.

 Ô The number of diseases that are specific to men 
(particularly prostate and testiclular cancer) is ris-
ing rapidly.

 Ô Men have a particularly high rate of accidents and 
suicide, while men’s mental health problems ap-
pear to be under-treated.

 Ô The health service in Norway has been too slow 
when it comes to dealing with men’s gender-spe-

cific needs in relation to health and illness. 

A male perspective on health and quality of life will in-

crease equality, and will improve the living conditions 

and health of boys and men. The Norwegian authori-

ties have made a great step ahead in pointing out the 

necessity of specific focus on men’s quality of life, their 

health and male specific diseases and in identifying the 

need for a gender perspective that includes men.

However, just encouraging the local authorities to deal 

with the gender perspective on health is not enough. 

No concrete plans or measures for how to deal with the 

issue of men’s health is promoted.

The former Minister for Gender Equality, Karita 

Bekkemellem, initiated the “Men’s Panel” as a part of the 

work with the Report to Parliament No. 8 (2008-2009): 

About Men the Male Role and Equality. The panel was 

set up to discuss men’s role in a gender equality per-

spective in the public debate, and consisted of 30 men 

chosen for this purpose in particular. The “Men’s Panel” 

finalized their work with handing over to the Minister a 

conclusion note including more that 50 measures to be 

taken for including men in the gender equality work.

The following eight measures are highlighted from 

the “Men’s Panel” conclusion note, especially focus-

ing on men’s health. Reform – resource centre for 

men supports the need for improved knowledge about 

men’s health in Norway through: 

1. We urge the authorities to arrange for a public 
report on men and health, including a focus on 
men’s mental health. The reason why more men 
are put on full disability pensions than women 
must be examined in more detail. 

2. We urge the Government to increase funding 
of research on men’s health within a gender 
perspective.

3. General practitioners must be instructed to call 
in male patients for regular checkups. We need 
more testing and prevention of diseases that are 
specific for men, and more consultations on life-
style and life situations, where one special fo-
cus is on themes that are relevant to the phase 
of life in question, are needed. Focus on health, 
well-being and mental health is important dur-
ing such checkups.

4. We propose that the school health service 
should be improved and should have better in-
formation for boys. Awareness-raising activi-
ties are crucial in school when it comes to men 
and health, lifestyle and prevention. The school 
health service in primary/lower secondary 
school and upper secondary school is an essen-
tial arena for establishing good contact between 
men and the health service at an early age.

5. We need gender-specific low-threshold meas-
ures for men connected to health and quality of 
life with easy access and good information about 
them. Experience shows that men avail them-
selves of such programmes when they exist.

6. We call for a report on a life-phase-based re-
form of working hours which takes into consid-
eration the fact that parents of young children 
are under the greatest pressure when it comes 
to the balance between working life, home (care/
household) and leisure time.

7. Extensive information measures must be intro-
duced to inform about prostate cancer and the 
opportunity to take PSA tests.

8. A plan must be drawn up to raise the compe-
tence of all general practitioners when it comes 
to following up prostate-cancer patients.

The future for male health in Norway

Men’s health in Norway
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The reasons why Scotland’s health compares unfa-

vourably with the rest of the UK are complex. The Pub-

lic Health Institute of Scotland in 2001 concluded that 

deprivation could only account for 40% of the difference 

and that the remaining 60% described as the “Scottish 

effect” was possibly due to psychological factors par-

ticular to our nation.

The pressure our Scottish society exerts on men to 

conform to its expectations of masculinity plays a large 

part in shaping their health and well being. The desir-

able male ideals of being strong and independent run 

counter to seeking help from our health services to 

maintain a healthy lifestyle. 

Thankfully, this picture isn’t the whole story. Attitudes 

towards men’s health and work in the field of improving 

it are moving ahead at a very encouraging rate. Right 

across the medical and social sectors, we are making 

progress - rapidly in some areas, slowly but surely in 

others. Many committed individuals within the health 

service and the voluntary sector are working hard to 

get men thinking more about their health, and/or serv-

ice providers to target men more effectively.

There are a number of specific pieces of work in Scot-

land that are worth highlighting as examples of how 

imaginative and innovative approaches can help to im-

prove the health of men, through taking into account 

their specific needs, and what we already know about 

how men access services.

Men’s health in Scotland
Mark Ward

The current state of male health in Scotland
Here in Scotland men don’t have a great reputation for 

looking after their health, with an unhealthy diet and 

the love of few too many drams.

Research highlights the increase in male-specific can-

cers, and the growing prevalence of coronary heart dis-

ease, diabetes, and obesity. Male life expectancy is low, 

health service use is low, suicide rates among men are 

very high, violence between men and against women 

and children is common. In short the health and well 

being of the Scottish male could be much improved. 

 Ô Life expectancy for males, in Scotland , at 74.2 
years, is still 5 years less than for females; while, 
within Scotland itself, male life expectancy varies 
enormously: 66 years in the 10% most deprived 
areas whilst 79 years in the 10% least deprived.

 Ô Numbers of men in Scotland dying from alcohol 
related diseases are double those in England.

 Ô In Scotland as a whole, male suicide rates 
increased by 22% between 1989 and 2004, 
compared with a 6% increase in females while 3 
out of 4 suicides in Scotland are by men.

 Ô Over a 10 year period, since 1995, the incidence of 
prostate cancer rose by 14.3%. Currently, 2500 men 
are diagnosed as having prostate cancer each year 
in Scotland, of whom 750 to 800 die. 

 Ô It is generally accepted that men access health 
services differently from women, yet this is not 
always currently factored into the design of NHS 
services.

 Ô Violence remains a major issue for men in 
Scotland, both as victims and perpetrators.  
The social and personal costs of this are 
significant in terms of health and economics 
across our communities.
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The Camelon Men’s Health Clinic
The Camelon men’s health centre was Scotland’s 

first primary care nurse led service offering a range 

of services aimed entirely at improving the health of 

men. Since opening in September 2001, the Camelon 

Centre has offered comprehensive, individualised 

health assessments and health promotion activity 

designed specifically for men (www.emhf.org/re-

source_images/Camelon_Report_08_Scotland.pdf).

Previous attempts to develop Well-Man clinics were 

reviewed and it became clear that lack of engage-

ment with men and poor attendance were common 

problems that required to be overcome. With this in 

mind, the following emerged as the key principles 

for a new service aimed specifically for men: 

 Ô Evening availability – thus attracting working 
men who were unable to access conventional 
daytime services. 

 Ô Available on an appointment system to avoid the 
pit-falls of a drop-in service and also a more 
comprehensive engagement. 

 Ô Publicity of the service through traditional 
means, and invitations sent out from GP prac-
tices inviting men to attend. 

 Ô Advertising focus on “what men wanted” from 
a “health check”. The “men only” aspect of the 
centre is highlighted in the advertisements.

The service has proved popular with 3604 men 

having attended the service until August 2008. 

Having reached its seventh year the Men’s Health 

Service is now well established within NHS Forth 

Valley. It has proved effective in achieving its main 

target of engaging with men regarding their health. 

The service is providing services that will improve 

the health outcomes of local men and continues to 

lead the way in providing gender specific services 

for men. The convenient time of the service (in the 

evening out with normal working hours) has been 

cited as a major reason for attendance.

MHFS 10k for Men 
The Men’s Health Forum Scotland 10K for Men is the only 

running event exclusively for men in Scotland and was de-

vised to respond to the following aims:

 Ô To raise the profile of men’s health in Scotland

 Ô To provide a major focus for National Men’s Health Week

 Ô To raise awareness of Men’s Health Forum Scotland 

 Ô To engage men in Scotland of all ages and abilities 
in healthy activity

The 2006 event was highly successful, with more than 

1400 men taking part, aged from 15-77. We worked 

with more than thirty different partner organisations, 

and the MHFS 10k for Men has now become a major 

annual event with the capacity for growth year on year. 

It is intended that 5000 men will take part in 2009.

MHFS Men’s Jogging Network
To support the MHFS 10k for Men we have established 

a network of more than 30 men-only jogging groups 

supported by fully trained jog leaders. These groups 

are free to men of all ages and abilities and encourage 

men not only to take part in the MHFS 10k for Men, but 

perhaps more importantly to keep up healthy activity 

all year round with the support of peers.

Stop Violence Against Women
Men’s Health Forum Scotland have been involved in a 

range of conferences and campaigns to challenge male 

violence, particularly against women. We work closely 

with women’s organisations and government to encour-

age all men to challenge violence against women.

This work has included a major international conference 

hosted by Men’s Health Forum Scotland in partnership 

with Amnesty Scotland, local conferences examining 

best practice, and the initiation of a White Ribbon 

Campaign in Scotland.

We are currently developing a programme of work to sup-

port violent men to change their behaviour, and hope to es-

tablish this as a major project within our portfolio of work.

Men’s health in Scotland
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to increase understanding of the concept of gender 

as a social construct rather than a biological defini-

tion. Gender determines how we experience the world 

around us, how we relate to it, and how it impacts upon 

our health and lifestyle. These fundamental princi-

ples are experienced throughout life by both men and 

women, but in different ways. It is these differences 

which need to be recognised from the outset when de-

termining health policy and practice. A crucial element 

is that gender sensitive health policy on its own is not 

sufficient; a gender perspective supported by the GED 

must be brought to bear on other areas of policy de-

velopment such as education, social justice, housing, 

employment, poverty and equality, as all of these ulti-

mately have an impact on health.

An effective response to planning and delivering health 

care in its widest sense requires a robust and dynamic 

evidence base. We believe it should be a priority to 

ensure that this evidence base is developed in relation 

to gender specific research of the health experience 

of Scottish men and women. Effective responses to 

the needs associated with that experience can then 

be considered. 

One clear issue that will have a future impact on 

health services in Scotland is the increase in the 

male population over 60 years of age. This will have 

an impact on the nature of services required, and 

the resources that require to be made available.  

As treatments advance, there will be more men living 

longer with potentially increasing health needs to be 

met. This clearly has implications for service planning 

and delivery, particularly in relation to CHD, COPD, 

diabetes, cancer, obesity, and in particular male 

specific conditions such as prostate disease.

The response of the Scottish government
The establishment of a Scottish Parliament in 1999 

brought about fundamental changes in the political 

landscape in Scotland, and has presented many new 

and exciting opportunities. Not least of these has been 

the opportunity to engage directly with politicians, 

policy makers, and the parliamentary process. Men’s 

Health Forum Scotland works closely with the Scot-

tish Government and has seen real influence coming 

to bear on their approach to men’s health issues. How-

ever, much remains to be done and the struggle to keep 

men’s health on the political agenda is not always easy.

The single most significant change in relation to policy 

and service design to take place in Scotland in recent 

times has been the introduction of the Gender Equality 

Duty in 2007. This duty places a legal obligation on all 

public sector bodies including the NHS to take into ac-

count the specific needs of both men and women in the 

way they carry out their work. This includes the design 

and delivery of services. 

This new legislation means that for the first time there 

is an obligation on public bodies not only to take gender 

into account, but to publish Gender Equality Schemes 

which detail the actions they will undertake, and to re-

port on progress. We are already seeing the impact of 

this within the NHS with the establishment of a new di-

rectorate to support the NHS in Scotland in implement-

ing the Equality Duties in relation to gender, race, age, 

disability, faith and sexual orientation. Clearly men are 

affected across all these strands, and part of the work 

of Men’s Health Forum Scotland is to ensure that all 

men’s needs are taken into account in relation to both 

generic and gender-specific service provision.

In order for the GED to have the most positive im-

pact, there is a need develop closer links between pol-

icy makers and practitioners and to use these links 
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The future for male health in Scotland
As we look to the future, we believe it is vital that we 

develop in all areas of health care a recognition of the 

value of a social model of health, alongside a clinical 

approach. While effective and accessible clinical services 

are imperative, it is also essential that we recognise the 

other social determinants of health. As has been said 

many times, health is not just about the absence of 

disease, but about well being and the experience of the 

individual in relation the world around them. 

From a gender perspective, this is greatly influenced 

by the role of men in society and the family. We support 

work to examine how changes in Scottish society’s 

attitudes to gender and masculinity can be better 

understood and how we can support positive outcomes 

from the changing role of men. There is a need to 

examine how gender impacts on the development 

of individuals from an early age, and in turn how this 

impacts on health throughout life.

Public health policy in Scotland must recognise the 

value of health promotion as a vital aspect of health im-

provement. Effective health promotion forms an inte-

gral part of a gendered approach to health, and should 

be valued as such. In order for health promotion to 

have the fullest impact, it requires to be resourced and 

valued within the wider public health agenda.

Recent changes that have seen health promotion activity 

within Scottish Health Boards move to a community 

level within Community Health Partnerships may have 

advantages, but there is also a need to maintain a 

central focus and critical mass of expertise at a Health 

Board level. In specific areas, such as sexual health, it 

may not always be appropriate to coordinate resources 

at a local level.

Men’s health in Scotland remains a major challenge for 

Men’s Health Forum Scotland, the NHS, government 

and NGOs. Not least it is a vital issue for men them-

selves. Much has been done, but there is a long way to 

go to improve Scotland’s international standing in the 

league of men’s health outcomes.

There are real opportunities in relation to policy de-

velopment; our challenge is in maximising the impact 

these have on the lives of men in Scotland and ulti-

mately on Scotland as a nation.

Men’s health in Scotland



Launch of the 10km run by Scottish Health 
Minister Andy Kerr  (front row left) during 
Men’s Health Week.
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About the author

Men’s Health Forum Scotland (MHFS) is a charity registered in Scotland and exists to: 

 Ô ensure government policy supports the development of men’s health initiatives

 Ô support and resource the efforts of those working to improve men’s health 

 Ô share knowledge and information on what works 

 Ô challenge the social influences from, for example, the media and institutions that impact negatively on 
men’s health 

The main aim of Men’s Health Forum Scotland is to increase the capacity of men in Scotland to fulfil their 

potential, through exploration and development of new perspectives on masculinity, both by men themselves 

and in society as a whole.

Men’s Health Forum Scotland exists to promote men’s health and well-being in Scotland. It seeks to improve 

the quality of men’s lives through raising public, personal and policy awareness of men’s health and well-

being issues, challenging stereotypes and developing an understanding of men’s changing roles in society. 

Through an inclusive and co-operative approach, it wishes to identify and establish positive policies regarding 

men’s health and to foster communication and respect for and between men. The Men’s Health Forum Scot-

land equally recognises mutual benefit in working with women’s interests and concerns and works in partner-

ship with women’s health interests towards mainstreaming a gendered approach to health in Scotland. 

Mark Ward has been National Coordinator of Men’s Health Forum Scotland since June 2004. He has a back-

ground of working in sexual health promotion, with a particular interest in gay men’s work and HIV preven-

tion. Mark has played a leading role in the development of the organisation over the past five years, and has 

initiated a number of innovative projects with the support of a dedicated staff team and charity trustees.

Men’s Health Forum Scotland: www.mhfs.org.uk
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For several years, health reporting in Switzerland has 

explicitly taken notice of male health. Increasingly, a 

gender-related perspective is establishing itself on health 

problems and the related resources and skills, going 

further than purely presenting a gender comparison of 

health indicators. Male-specific health needs and health 

resources can be accessed in national gender-sensitive 

health reports by going to www.genderhealth.ch and 

then selecting Bundesamt für Gesundheit (Federal 

Office of Public Health). The Federal Office of Public 

Health is committed to non-discriminatory health policy.  

It has long been known that gender is a key factor in the 

development of human health and disease. The work of 

the Gender Health Project, in the Multisectoral Health 

Policy Division, contributes to improving and maintaining 

the health of women and men in Switzerland. Its goal is 

that the health needs, risks and resources of women and 

men should be considered systematically in all areas of 

health and in other areas of policy. The Gender Health 

Project is involved agenda-setting, transfer of information, 

coordination, prevention and the promotion of health. 

What is the situation for male health in Switzerland? 

Life expectancy for men in Switzerland is nearly 79 

years. The main causes of death are cardiovascular 

diseases and cancer. Men subjectively consider their 

state of health to be good, and this positive view is 

increasingly prevalent as household income goes up. 

Men die more frequently than women from accidents 

and suicide. Their behaviour as regards health is riskier 

Men’s health in Switzerland
René Setz

The current state of male health in Switzerland
than that of women (greater consumption of tobacco 

and alcohol, unhealthy food, more road accidents, 

higher rate of HIV/AIDS). As a result of people’s career 

choices, which are still highly gender-specific, men’s 

work often involves physical effort and exposure to 

noise, dirt, heat and stress. Such working conditions 

mean a high health risk. Men suffer from stress, 

mainly in connection with their gainful employment, 

and this stress is greater for men having a higher level 

of education and higher socio-professional status.  

Men and women are affected to different degrees by mental 

disorders, with men getting less frequent treatment 

for mental problems than women. In Switzerland, 

men generally ask for less medical care than women.  

As far as check-ups are concerned, men under 70 

receive less treatment than women. 

In the area of promoting health, over the period 2000-

2008, the RADIX foundation (the Swiss competence 

centre for the promotion of health and for prevention) 

ran the platform for male health, amongst other things 

under contract to the federal government. The focus 

of the work was to transfer information through pro-

posals for the training and further education of qual-

ified employees, advice for qualified employees on 

work with men that is specific for target groups, initia-

tion of pilot projects (www.gesunde-maenner.ch/html/

angebote.html) and in basic work (www.gesunde-

maenner.ch).
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The response of the Swiss government
Male health is a priority in prevention programmes at the 

national and cantonal levels, especially in the areas of pre-

venting AIDS/HIV and addiction. The male focus of the na-

tional HIV/AIDS programme 2004 - 2010 is reflected in the 

orientation of prevention towards target groups. The great-

est need for prevention, and the greatest potential for pre-

vention is among homosexual men, prisoners, intravenous 

drug users, migrants from countries with a high incidence 

of HIV/AIDS and their (male or female) sexual partners, 

(male or female) sex workers and between girlfriends and 

boyfriends. The number of HIV diagnoses has been con-

stantly decreasing in the case of heterosexual transmis-

sion, among migrants from countries where HIV/AIDS is 

prevalent and among intravenous drug users. However, 

the decrease in these groups is almost entirely offset by 

a new outbreak of the HIV epidemic among homosexuals, 

observed since 2003.

The third package of federal government measures to re-

duce the drug problem over the period 2005 - 2011 is based 

on the premise that work on addiction is more effective if 

not only the biological differences between genders is 

taken into account, but also the socio-cultural differences 

between genders. Gender-appropriate work on prevention 

and addiction attempts to deal equitably with the different 

needs and experience of men and women, and the realities 

of their lives, so it makes a substantial contribution to de-

veloping quality. We need to ensure that whatever is made 

available and the institutions involved are organised appro-

priately. Since the launching of this package of measures, 

a wide range of gender-related measures to prevent ad-

diction have started, contracted to the federal government, 

with male-specific concerns picked out as central themes 

(www.infodrog.ch/pages/de/them/gend) and (www.drug-

sandgender.ch). 

Non-governmental organisations and national foundations 

have also picked out the target groups boys and men, when 

focussing on the topic of gender. The UND technical office 

supports not only individual fathers but also employers and 

their male employees in making family and work compat-

ible, through proposals specific for men (www.und-on-

line.ch). Swiss Health Promotion has developed a project 

management tool to support qualified employees in gen-

der-sensitive work (www.quint-essenz.ch). 

In recent years, with a view to having a structural basis, 

professionals in different organisations involved in gender-

sensitive work have associated young men and men in net-

works on specific topics. These include in particular:

 Ô Netzwerk Schulische Bubenarbeit (Network of 
school-based boys’ work): Representatives of various 
institutions from the German-speaking part of Swit-
zerland united as an association, wishing to reinforce 
gender-related work with boys and youths in school 
– in teaching, projects, the school day and teacher-
training. (www.nwsb.ch)

 Ô IG Bubenarbeit Schweiz (Trade Union Swiss boys’ 
work): This interest-based association is a federation 
of qualified employees in the area of youth work and 
regularly organises conferences. (no homepage)

 Ô VäterNetz.CH (Swiss Network of Fathers): This is a 
platform for networking and mutual coordination of 
specialists in their work with fathers. In this work, 
VäterNetz.CH can act as the organiser, or launch 
projects. (www.vaeternetz.ch)

 Ô Arbeitskreis Männer und Gleichstellung (Working 
group for men and equality): This working group de-
votes itself to setting up interdisciplinary exchanges of 
research results and experience from projects in the 
areas of gender and men.  
(www.iamug.ch)

 Ô Männer.ch (Swiss men): This umbrella association of 
organisations of Swiss men and of fathers is an as-
sociation representing interest groups, acting at the 
federal level, and it sets the national agenda regard-
ing policy on topics related to men and fathers. Män-
ner.ch sees itself as the alliance partner in the asso-
ciation of players in society who are oriented towards 
cohesion and progressiveness. The objective is to 
implement a new policy on men including by lobbying 
from the male perspective. This is intended to make 
a contribution to equal opportunities useful in life 
and to gender democracy. (www.maenner.ch)

In order to make optimum use of the resources available 

in Switzerland to promote male health there is active inter-

disciplinary cooperation between organisations involved in 

health and in education and socio-political interest groups. 

Men’s health in Switzerland
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The future for male health in Switzerland
The 2006 Swiss national Gender Health Report and in 

particular the 2008 Focus Report on Gender and Health 

and various cantonal health reports show clearly where 

there is need for action and research in the area of male 

health. Specific prevention for men is required above all 

in the area of mental health (stress caused by working 

conditions detrimental to health, depression); violence 

(domestic and outside the home); accidents (road traffic); 

suicide (young and older men); and the consumption of 

tobacco and alcohol (men from lower social classes).

Thus the statement “for male health – see under 

various aspects of female health” no longer applies. 

Despite the deficiencies that exist, we have the 

basis for the promotion of male-specific health and 

prevention, but there is unfortunately a lack of the 

practical implementation that is needed. For this, we 

need to have consistent calls for and implementation 

of gender mainstreaming. Experts in the area of 

prevention and health promotion need simple access 

to tools and good practice proposals. The development 

of the RADIX’ “platform for male health” to a “platform 

for female and male health” among other things 

should ensure this access. Appropriate responsibility 

for this should be supported as broadly as possible.

About the author

RADIX is a private foundation that undertakes, contracts and develops proposals which contribute to improv-

ing individual competence in connection with health and disease, and to arranging people’s life, work and 

free time in ways that promote health. Therefore, RADIX is oriented to a policy enabling everyone to take re-

sponsibility for their own health, to be aware of possibilities in the area of health, and to arrange their lives, 

work and free time appropriately. RADIX is follows the principles of the Ottawa Charter for Health Promotion 

and its follow-up conferences.

René Setz has worked for RADIX since 2000. Coaching organisations and health professionals in their work 

with youngsters and men is one of his main duties. Besides that he has built up the health information plat-

tform www.gesunde-maenner.ch, which provides professionals with basic information on mens health and 

examples of good practice.  Currently René is involved in the founding of the Men’s Health Forum Switzerland.





MHN hosted a Free Health Screening called 
“Timeout for Veteran’s Health” in partner-
ship with the Washington Redskins at Fe-
dExField (football stadium) in the players 
locker room.  the event attracted over 700 
military veterans and their families.
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Men’s health in the USA
Scott T. Williams

The current state of male health in the USA
The situation for men’s health in the United States is dire:

 Ô Men are leading in 9 out of the top 10 causes of 
death (heart disease, cancer, COPD, suicide, etc.)

 Ô 1 in 2 men and 1 in 3 women in their lifetime will 
be diagnosed with cancer

 Ô The life expectancy gap between men and women 
has increased from one year in 1920 to 5.2 years 
in 2005.

 Ô Centers for Disease Control and Prevention (CDC) 
studies show that women are 100 percent more 
likely than men to visit a doctor for prevention.

While this health crisis is of particular concern to men, it 

is also a concern for women regarding their fathers, hus-

bands, sons, and brothers. According to the United States 

Census Bureau, the ratio of men to women in the early 

retirement years (age group 65-69) reduces to 85 men 

per 100 women. The growing disparity in this statistic 

suggests that among other factors, the declining health 

of men increases the risk of women entering retirement 

age as widows. According to the Administration on Ag-

ing, more than half of elderly widows now living in poverty 

were not poor before the death of their husbands.

Men’s health is a concern to Federal and State governments 

that absorb the enormous costs of premature death and 

disability, including the costs of caring for dependents 

left behind. Educating men, their families, and health 

care providers about the importance of early detection of 

male health issues (i.e. cardiovascular, mental, prostate 

heath, cancer [lung, prostate, skin, colorectal, testicular, 

and more], HIV/AIDS, osteoporosis, and other pertinent 

health issues) can result in reducing rates of mortality 

for male-specific diseases, as well as improve the health 

of America’s men and its overall economic well-being. 

Scientific studies have shown that regular medical ex-

ams, preventative screenings, regular exercise, and 

healthy eating habits can help save lives. Appropriate 

use of tests, such as prostate specific antigen (PSA) 

exams, blood pressure, blood sugar, lipid panel, and 

colorectal screenings, in conjunction with clinical ex-

ams and/or self-testing can result in the early detec-

tion of many problems and in increased survival rates. 

Men’s health is also major concern for employers in the 

United States, who often pay the high costs of medical 

care and lose the productivity of their employees due to 

absenteeism and presenteesim. 
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Also of concern is the physical, mental, and emotional 

well-being of our military men (and women) return-

ing from war zones, and our veterans. The suicide rate 

among Army soldiers reached its highest level in three 

decades in 2008. As a nation, the United States must 

pay better attention to their needs and the needs of 

their families.

The data and statistical information around men’s 

health issues reinforces the need for increased at-

tention, investment, and prioritization on the national 

level. Prostate cancer is the most frequently diagnosed 

cancer in the United States among men, accounting for 

25 percent of all male cancer cases, with African Amer-

ican men at highest risk. Over 185,000 men will be 

newly diagnosed with prostate cancer this year alone 

and almost 29,000 will die. Costs associated with pros-

tate cancer detection and treatments exceed $8 billion 

annually and represent 8% of cancer and 0.4% of all 

health related expenditures in the U.S. Prostate cancer 

rates increase sharply with age, resulting in 2/3 of the 

annual prostate cancer expenditures in the U.S. being 

paid for by Medicare.

Other men’s cancers do not fare much better:

 Ô It was estimated that in 2008, approximately 
115,000 men were diagnosed with lung cancer, and 
almost 91,000 of America’s men will have lost their 
lives due to lung cancer

 Ô It was estimated that in 2008, approximately 54,000 
men were diagnosed with colorectal cancer, and 
over 24,000 of America’s men will have lost their 
lives due to colorectal cancer

 Ô It was estimated that in 2008 over 8,000 men, ages 
15 to 40 were diagnosed with testicular cancer, and 
380 of these men will have lost their lives

On the cardiovascular health front, men and their fami-

lies face steep challenges:

 Ô Approximately one in three adult men have some 
form of cardiovascular disease. In 2004 cardiovascu-
lar disease caused the deaths of 410,628 males

 Ô Approximately 21 million Americans are living with 
diabetes, with men over age 20 making up more 
than half of those patients (nearly 1/3 of them do 
not know they have diabetes), and they are 30% 
more likely to die from the disease

 Ô People with diagnosed diabetes have medical ex-
penditures that are 2-3 times higher than patients 
without diabetes and the estimated cost of diabe-
tes in 2007 was $174 billion, including $116 billion 
in excess medical expenditures and $58 billion in 
reduced national productivity

 Ô Among men age 18 and older, 67 percent do not 
partake in regular leisure-time physical activity

It is important to note that men over past decades have 

shown poorer health outcomes than women across all 

racial and ethnic groups as well as socioeconomic sta-

tus.  This can be attributed to cultural attitudes that 

have been ingrained in American boys and men for 

decades. Men are taught at an early age to “suck it 

up” and that big boys don’t cry. When a boy is 5 years 

old and falls down and skins his knee, his mother tells 

him to shake it off – when he is 50 years old and having 

chest pain, he believes it is just indigestion but really it 

may be the first sign of a cardiac event.

In response to these alarming statistics and societal 

perceptions, Men’s Health Network (MHN) has taken 

the lead in laying the groundwork for favorable men’s 

health infrastructure and policies through the follow-

ing work and activities:

 Ô Congressional Men’s Health Caucus established 
within United States House of Representatives.

 Ô Men’s Health Network has worked with the United 
States Senate and House of Representatives to 
introduce legislation that would create an Office of 
Men’s Health (OMH) within the US Department of 
Health and Human Services. 

 Ô In 1993-94, MHN led efforts to pass legislation rec-
ognizing the week leading up to and ending on Fa-
ther’s Day as National Men’s Health Week. Men’s 
Health Network then worked closely with key in-
ternational men’s health organizations in estab-
lishing and recognizing International Men’s Health 
Week.

 Ô MHN works closely with U.S. State Governor’s is-
suing proclamations every June recognizing Men’s 
Health Week in their state.

 Ô MHN has worked with 7 State Legislatures on estab-
lishing Commissions of Men’s Health (for example: 
Georgia, Louisiana, Maryland, and more).

Men’s health in the USA
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As of yet, there has been no centralized national ef-

fort to coordinate fragmented men’s health aware-

ness, prevention, and research efforts on the regional, 

state, and local level. That role is currently being filled 

by Men’s Health Network. Exacerbating the problem is 

a lack of a concerted government effort to reach out to 

men and engage them in the healthcare system in the 

United States. 

Some obstacles to establishing a national men’s health 

policy movement have included:

 Ô Health entities and corporations not targeting men 
with health messages

 Ô Men not prioritizing their health because of work 
or other personal/family obligations

 Ô Advertising campaigns which target men to take 
risks (physical or sexual in nature) and “Eat Like a 
Man”

 Ô Only recently have women been targeted to ad-
vocate for improved men’s health, led by Men’s 
Health Network and Women Against Prostate 
Cancer

 Ô Unwillingness of men to historically address sen-
sitive issues within the media (impotence, inconti-
nence, infertility, etc.)

 Ô Lack of male celebrities and role models joining 
health oriented national media and educational 
campaigns

Despite this, through the efforts of Men’s Health Net-

work over the past 17 years, seeds and programs 

have begun to be established within federal health 

and related agencies to address the health of men 

and their families. MHN was able to work with several 

key members of the United States House of Repre-

sentatives to establish a Congressional Men’s Health 

Caucus whose primary purpose is to promote legis-

lation that will improve the health of men and their 

loved ones. The Caucus is focused on raising aware-

ness of men’s health issues, not the least of which is 

increasing the percentage of men who are screened 

for health related problems.

Other progress includes:

The Department of Defense (DOD) Prostate Cancer 

Research Program (PCRP) which was established in fiscal 

year 1997 by Joint Appropriations Conference Committee 

Report No. 104-863, provided $45M for prostate cancer 

research. The PCRP has built a multidisciplinary portfolio 

of innovative basic, translational, and clinical research 

that complements initiatives sponsored by other federal 

agencies. An important element in the PCRP is its 

partnership with consumer advocates, who, along with 

scientists and clinicians, participate during both levels 

of review. The success of the PCRP has encouraged 

Congress to appropriate additional funds each year since 

FY97, for a total of $810M through FY07. The PCRP has 

funded a total of 1,837 awards through FY07.

Men’s Health Network was encouraged by President 

Barak Obama’s speech on Father’s Day 2008 support-

ing the role of fathers in families, “Of all the rocks upon 

which we build our lives, we are reminded today that 

family is the most important. And we are called to rec-

ognize and honor how critical every father is to that 

foundation. They are teachers and coaches. They are 

mentors and role models. They are examples of suc-

cess and the men who constantly push us toward it.” 

We plan to work with the Obama Administration to re-

energize former President Bill Clinton’s original plat-

form on fatherhood. 

The passage of National Men’s Health Week in 1994. 

The purpose of National Men’s Health Week is to 

heighten the awareness of preventable health prob-

lems and encourage early detection and treatment of 

disease among men and boys. This week gives health 

care providers, public policy makers, the media, and 

individuals an opportunity to encourage men and boys 

to seek regular medical advice and early treatment for 

disease and injury. The response has been overwhelm-

ing with hundreds of awareness activities in the USA 

and around the globe.

The response of the US government



MHN providing free bladder cancer screenings 
for Firefighters.
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The future for male health in the USA
We would like to see the following happen:

 Ô Establishment of a Men’s Health Caucus within the 
American Public Health Association

 Ô Further exploration of gender differences in health 
and health outcomes through the Department of 
Health and Human Services, Office of Disease Pre-
vention and Health Promotion’s, Healthy People 
2020 objectives

 Ô Establishment of Commissions on Men’s Health in 
every U.S. state and territory

 Ô Non-residential parents would be allowed to claim 
their children for SCHIP and Medicaid program eligi-
bility purposes. Covering low-income parents (men 
and women) increases enrollment of eligible children 
giving them better access to healthcare and im-
proves their use of preventative health services. 

We believe that the following is going to happen:

 Ô Passage of legislation establishing an Office of 
Men’s Health within the U.S. Department of Health 
and Human Services (HHS), which would coordi-
nate national, state, and local activities, programs, 
and research within the men’s health field. Past 
language in Appropriations bills, inserted through 
the efforts of Men’s Health Network has encour-
aged the Secretary of HHS to do more on men’s 
health and/or “establish an office for men”. This 
office would mirror the work of the existing Office 
of Women’s Health, which has helped to save thou-
sands of women’s lives and has improved the lives 
of many more. An Office of Men’s Health would 
be a resource center for health information, best 
practices, messaging, and resources to reach men 
where they live, work, play, and pray. 

Men’s health in the USA

 Ô Encourage an awareness of men’s health needs;

 Ô Examine the causes for, and recommend solutions 
to low participation in medical care;

 Ô Develop strategies to lower the suicide rate among 
boys and men; and

 Ô Examine the causes of work site deaths and injuries 
and develop strategies to enhance work site safety.

Establishment of State Commissions on Men’s Health. The goals of the State Commissions on Men’s Health are to 

identify, assess, and develop strategies for men and boys, including community outreach activities, public-private 

partnerships, and coordination of community and state resources, to:
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The Vienna Declaration brings together 
politicians, health professionals, academics, 
patient organisations and health NGOs ….
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Men’s health in Europe: 
an overview
Erick Savoye

The current state of male health in Europe
In Europe, the main causes of death are cardiovascular dis-

eases, cancer and external causes of injury and poisoning 

for all of which the overall rate is much higher in men. 

In the 15-64 age group, men have four times the death 

rate due to an accident compared to women, with the 

majority of them related to transport. Higher rates of 

accidents (traffi c accidents, work-related accidents) and 

violence-related mortality in men are expected to be 

largely due to differences in gender norms about risk-

taking and social protection. Cardiovascular disease is 

the second most common cause of death in men after 

accidents. Death from cardiovascular disease seems to 

occur about 10 years earlier than in women, probably 

due to the lack of oestrogen protection. There are overall 

more men registered with cancer than women, and 

men have a lower survival rate than women for all non 

gender-specifi c cancers. Lung/bronchus cancer is the 

most common cause of cancer death in men. 

For men who survive up to 60, the gap in life expectancy, 

as compared to women, is much smaller than at birth 

but there is a growing problem of social isolation in older 

men as a result of changing patterns of marriage.

Although average life expectancies and quality of life 

have increased over the last sixty years, concerns 

have grown over health inequalities with the European 

region. According to the most recent Eurostat fi gures, 

the largest difference in life expectancy at birth between 

EU countries for women is eight years (Bulgaria 76.3, 

France 84.4) and for men it is 13 years (Latvia 65.4, 

Sweden 78.8). 



European Network meeting
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The “health gap” is characterised by much higher 

although decreasing mortality rates from cardio-

vascular diseases in Eastern European countries. 

In EU neighbouring countries such as Russia and 

Ukraine, the health status of the population is already 

critical for both men and women. It is set to worsen with 

the deepening of the current economic crisis. The report, 

Health inequalities: Europe in profile1 noted in particular 

that life expectancy in men in countries undergoing 

social and economic change drops dramatically as seen 

in the Eastern European countries since the collapse of 

the communist regime. The average life expectancy of 

a Russian man is currently 59. In Estonia and Latvia the 

death rate in men was over four and a half times that in 

women in the age groups 15-24 and 25-34 years 

National life expectancy figures can hide profound 

variations between groups of men at local level, even 

in countries reporting some of the longest average life 

expectancies in Europe. In the UK, men in the most 

deprived areas of Glasgow are only expected to live until 

54 (Carlton). This is 8 years less than the average life 

expectancy for men in India (62) and 28 years less than in 

the more affluent areas of the same city (82 in Lenzie)2. 

Men are less likely to make effective use of health 

services, which adds to their risk of premature death. 

This situation could be exacerbated by marked life-

style differences between countries (tobacco smok-

ing, diet and alcohol consumption) and by disparities 

in EU healthcare systems, not least in terms of avail-

ability and access to information, services and innova-

tive treatments.

Morbidity rates and rates of premature mortality are 

higher among those with lower levels of education, 

occupational class, or income. Such inequalities ex-

ist in all age groups and can be found for many spe-

cific causes of death, including cardiovascular disease, 

many cancers, and injuries. Across Europe as a whole, 

these inequalities are more marked among men than 

among women and, are calculated to represent a re-

duction in life expectancy at birth of 4-6 years among 

men, and 2-4 years among women3. 

In many Western European countries mortality differ-

ences between socio-economic groups widened during 

the last three decades of the 20th century. This is, at 

least partially, explained by as faster mortality decline 

in higher socio-economic groups who seem to have 

most benefited from improvements in cardiovascular 

disease prevention and treatment. 

Men’s health in Europe
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EU Competence in public health
In 1992, the Maastricht Treaty marked the recogni-
tion of a limited EU competence in ‘Public Health’. 
This was consolidated by the Amsterdam Treaty in 
1996 through its Art. 152 on ‘Public health’, which 
gave a supporting competence to the EU, includ-
ing the aim to ‘promote and protect EU citizens’ 
health’. With a clear reference to the cross-bor-
der dimension, the European Commission is able 
to take action to encourage and support Member 
State cooperation, but at the same time the specific 
reference to Member State competence to organise 
their own health-care systems (Art 152.7) sets the 
limits of EU involvement.
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The response of the EU
New EU health strategies are emerging that aim to 

incorporate a focus on gender-related issues. Given 

EU’s limited competence in the field of public health 

(see box), the European perspective should be con-

sidered alongside complementary policy measures 

taken by the governments of EU Member States.

Enabling Good Health for All, a reflection process for a 

new EU Health Strategy4 introduced the Commission’s 

focus on reducing health inequalities and drew the fol-

lowing observation from David Byrne, the then Com-

missioner for Health: “Life expectancy for men in the 

enlarged EU varies from 64 to 77 years, … Can we allow 

such inequalities in health status in the EU?”

This was followed by the Commission’s “roadmap” 

for equality between women and men recognising 

the gender dimension in health [COM(2006) 192] and 

in October 2007, by a new overarching health strat-

egy, Together for Health – A Strategic Approach for 

the EU 2008-20135 in which the reduction of health 

inequities is mentioned as a main priority including 

through targeted health promotion, and best practice 

exchange. In particular, mainstreaming of gender is-

sues in relation to health policy is to be undertaken 

with the aim of reducing health inequities related to 

gender, and the quality and comparability of gender 

specific health data is to be improved. 

The Council of Europe Recommendation of the Com-

mittee of Ministers to Member States on the inclusion 

of gender differences in health policy in January 2008 

[CM/Rec(2008)1] recommended that the governments 

of member states should:

 Ô “in the context of protection of human rights, make 
gender one of the priority areas of action in health 
through policies and strategies which address the 
specific health needs of men and women and that 
incorporate gender mainstreaming;

 Ô promote gender equality in each sector and 
function of the health system including actions 
related to health care, health promotion and 
disease prevention in an equitable manner;

 Ô consider issues related to the improvement of 
access and quality of health services as these 
relate to the specific and differing needs and 
situations of men and women;

 Ô develop and disseminate gender sensitive 
knowledge that allows evidence-based 
interventions through systematic collection of 
appropriate sex-disaggregated data, promotion of 
relevant research studies and gender analysis;

 Ô promote gender awareness and competency in the 
health sector and ensure balanced participation of 
women and men in the decision-making process; 
establish monitoring and evaluation frameworks on 
progress on gender mainstreaming in health policies;”
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For each of these areas, most recent initiatives to be 

reviewed include legislative texts (e.g. communications, 

recommendations, directives); the text of funding 

programmes; aims and activities of other EU initiatives 

such as platforms, working groups and awareness 

programmes. 

The text from the Council is not legally binding and enforceable. Most competence for action in the field of health is 

held by Member States (Art 152 Amsterdam Treaty)6 but the EU has the responsibility to undertake actions which 

complement the work done by Member States, for example in relation to reducing health inequalities. Neverthe-

less, the position of the Commission seems quite strong and suggests there may be provisions EU policy initiatives 

likely to benefit men’s health specifically.

The earlier overview of men’s health in Europe provides clues as to the policy areas with particular potential for 

improving men’s health.

MEN’S HEALTH DETERMINANT EU POLICY AREA

Accidents, Injury prevention Environment; Employment, Social Affairs and Equal 

Opportunities; Transport

Violence/homicides Employment, Social Affairs and Equal Opportunities; 

Justice, Freedom and Security

Specific disease, lifestyle conditions Public Health

Health inequalities Public Health: Employment, Social Affairs and Equal 

Opportunities; Regional Policy (health infrastruc-

ture, housing, etc); Research

Primary care delivery Public health (limited EU healthcare competence) 

Sports; Employment, …(Outreach health services)

Environment Public Health, Environment

Health literacy Public Health, Education & Culture

Health information Public Health, Enterprise and Industry (medicines)

Masculinities Research

This paper reviews EU public health policy only as 

defined by initiatives run by DG Sanco, the Commission 

Directorate for health and is limited to publicly available 

EU documentation.

Men’s health in Europe
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Financing
The Council of Ministers Recommendation, referred 

to earlier in this section, provides strong guidelines 

for the consideration of gender in health policy.  

This is reflected in two of the three main objectives 

of the second programme of Community action in the 

field of health (2008-13), the main financing mecha-

nism at Community level in the field of public health: 

 Ô To promote health, including the reduction of 
health inequalities (which includes action on 
health determinants, measures on the prevention 
of major diseases and reducing health inequalities 
across the EU). 

 Ô Health information and knowledge which includes 
action on health indicators and ways of dissemi-
nating information to citizens; focus on Community 
added-value action to exchange knowledge in ar-
eas such as gender issues.

In the 2008 and 2009 calls for grant application (pro-

posals and tenders), information should be included 

on the inclusion of considerations for gender and for 

health inequalities, particularly in the project’s im-

pact assessment. In a specific call for tender, im-

proving communication skills of health professionals 

in order to address the needs of patients is expected 

to take into consideration gender, age and other so-

cio-economic and cultural variables. However, no 

gender-related evaluation criteria could be identi-

fied for the granted projects.

Main diseases  
(Cancer, CVD, Mental health, sexual health)
Health Ministers of the European Union, unanimously 

adopted a Council Recommendation on Cancer 

Screening7 in December 2003 which sets out fundamental 

principles of best practice in early detection of cancer, 

and invited all Member States to take common action 

to implement national population-based screening 

programmes for breast, cervical and colorectal cancer. 

The Commission considered that current evidence 

regarding prostate cancer was insufficient to allow 

inclusion in this Recommendation. The development of 

European Guidelines for Quality Assurance in Colorectal 

Cancer Screening are expected to be published in 

2009 but so far they seem focused on harmonising the 

provision of secondary prevention with no regard for a 

likely gender imbalance in the uptake of these services.

Community action in the area of cardiovascular disease 

(CVD) tackles main determinants (nutrition/physical ac-

tivity, tobacco, alcohol) through regulations controlling 

availability and use, and a raft of initiatives aiming to fos-

ter information exchange, health promotion and preven-

tion. In the area of nutrition, the Commission issued a 

White Paper in 20078 which recognises children as the 

priority group without reference to the need for gen-

dered approach to implementation. In the work of the EU 

Platform for Action on Diet, Physical Activity and Health 

and of the High Level Group on Nutrition and Physical 

Activity, epidemiological background presentations are 

occasionally broken down by sex but no gender-based 

recommendations could be identified in any of their 

working papers. Note: the EU Strategy on nutrition in-

volves several sectors of the Commission from public 

health to agriculture, transport, education and sports.

Together for Mental Health and Well-being, a June 2008 

EU conference, established the European Pact for Mental 

Health and Well-being9. It recognised that mental disor-

ders are on the rise in the EU with men and women devel-

oping and exhibiting different symptoms. It also acknowl-

edges that suicide remains a major cause of death in the 

EU, 75% of fatalities being men. The Pact recommended 

that mental health and well-being of citizens and groups, 

including all age groups, different genders, ethnic origins 

and socio-economic groups, needs to be promoted based 

on targeted interventions that take into account and are 

sensitive to the diversity of the European population. The 

Commission organised a conference in Spring 2009 to 

explore the impact of gender on mental health. It is ex-

pected to inform a proposal for a Council Recommenda-

tion on Mental Health and Well-being later in the year.
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The workshop, Towards a European Strategy on Sexual 

Health for Young People - Realities, Gaps and Needs 

held in Brussels in May 2008 was organised by the EU’s 

Sexual Health Forum. By nature sexual health is an area 

naturally approached according to biological differences. 

A platform for action at European level is being formed 

(March 2009) hence recommendations from this group 

haven’t yet been indentified at the time of the review.

Socio-economic determinants 
In March 2006, an EU expert group on social determinants 

and health inequalities was established. The European 

Commission funded the Closing the Gap project, which 

concluded that “radical strengthening of policies and 

infrastructures” is needed. However, most gender-

based inequities reported affected women and little 

was said about men. The current health programme, 

Together for Health: Health Programme (2008-2013), 

mentioned previously, aims to support the development 

of strategies and measures on socio-economic health 

determinants and identifying health inequalities using 

data from the Community health information system. 

EMHF responded to the Commission’s consultation on 

the reduction of health inequalities but it is yet unknown 

whether inequalities relating to men’s health will be 

included within the scope of the Commission’s review.

Information provision
Health information to patients on pharmaceuticals was 

one of the themes of the Commission’s Pharmaceuti-

cal Forum, a body set up in 2005. Launched in March 

2009 its recommendations, particularly the set about 

accessibility and dissemination did explicitly appear to 

harness the benefits of gender differentiation. The fact 

that the dissemination of information is only consid-

ered within healthcare settings doesn’t appear to take 

account of men’s rarer contacts with the health system.

The Health-EU Portal aims to provide health informa-

tion across a wide range of topics and policies/decisions 

taken at European, national and international level.  

The Portal is also an important source of information 

for health professionals, administrations, policy mak-

ers and other stakeholders including the general public. 

Text and links provided in the men’s health section fall 

short of providing a meaningful description of and infor-

mation about men’s health issues

The Commission has so far funded two consecutive reports 

on the state of women’s health in Europe, the latest of 

which was published under the Austrian Presidency of the 

EU in 2006. The European Men’s Health Forum’s, Report 

on the State of Men’s Health in 17 European Countries11, 

Men’s health in Europe
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remains the only document of its kind up to now. Through 

a collaboration with the European Men’s Health Forum, 

the EU project EUGLOREH (March 2009)3 now gives the 

story of men’s health in Europe added visibility. EMHF 

remains hopeful that an EU-funded European men’s 

health report will be commissioned in 2009.

The EU project European Community Health Indicators 

(ECHI) aims to provide quality and comparable data for 

use by policy makers at national and EU levels. Indica-

tors are at the crossroads of policy questions and data 

sets. They are therefore expected to be broken down 

by sex but for the most part the data across main dis-

eases, health determinants and health interventions/

services is not currently disaggregated. Female spe-

cific interventions (cervical and breast cancer) are the 

only ones documented at present.

Tobacco, alcohol, drugs and substance misuse
The European Community is actively developing a 

comprehensive tobacco control policy, which is char-

acterised by control activities based on (2003-2004) 

legislative measures mainstreamed into a range of 

other Community policies (e.g. agricultural policy, 

taxation policy, development policy) and support for 

Europe-wide smoking prevention and cessation activi-

ties under the current health programme. However no 

gender considerations could be found in the key texts 

reviewed in the public health area.

In October 2006 the European Commission set out 

a strategy to support Member States in reducing 

alcohol-related harm12. The priorities identified in the 

Communication only implicitly targeted men through the 

reduction of injuries and deaths from alcohol-related road 

accidents; preventing harm among adults and reducing 

the negative impact on the workplace. Approaches 

recommended to increase awareness among EU citizens 

did not appear to consider gender explicitly.

The Commission funds the development of activities 

on drug treatment, prevention, treatment and harm re-

duction services and on drugs and prisons as foreseen 

by the EU Drugs Strategy 2005-2012. The second Pub-

lic Health Programme (2008-2013) supports actions 

on drug prevention in the strand “Promoting Health”.  

The majority of actions in this area tend to cater to 

men. A major 2008 European status report13 refers 

largely to gender-specific treatment and facilities to 

mean women, and particularly pregnant women.
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The future of men’s health policy in Europe
A political will to take account of gender as a health 

determinant in policy clearly exists at the highest lev-

els of EU institutions. However gender sensitiveness 

seems relatively absent from policy development and 

implementation.

Male/female breakdowns may appear in epidemiologi-

cal data underpinning EU policy planning, but their in-

terpretation from a gender perspective is seldom re-

flected in policy interventions. Initiatives to tackle 

health determinants provide major opportunities to 

take account of gender yet few explicitly do.

It appears that many gender-specific initiatives have 

been aiming at women rather than men and the term 

gender has often been used in reference to women.  

EU policy-makers have identified a number of priority 

population groups according to the vulnerability of their 

health, however men’s health has not been recognised 

as a particular area for public health concern so far.

However attempts to make an effective use of gender in 

health policy are becoming more frequent: the European 

Global Health Report has just outlined key men’s health 

issues in Europe; the EU PACT strategy currently aims to 

explore the gender aspects of EU mental health policy;  

and EU-funded projects are increasingly being con-

ducted with a gender perspective in mind (e.g. Value+).

Additional research in men’s health is urgently needed 

to support future health policy improvements and to 

accelerate the development of good practice across 

Europe. This could fall within the Commission’s 

mandate to foster and coordinate across Member States.  

It may  also be appropriate for the Commission to 

support the dissemination of existing men’s health 

expertise which, for historical reasons, remains largely 

concentrated among a few Member States.

EMHF will pursue its efforts to promote the Vienna 

Declaration and to advocate for men’s health as an area 

for public health concern. The forum aims progress 

this issue through debate with stakeholder groups, 

contributions to EU consultations and participation in 

relevant EU working groups. Long overlooked, men’s 

health now deserves our full attention.

Men’s health in Europe
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Is the health of men important?

This may seem like a rather fundamental question to ask at the beginning of a review of policy and progress 

in male health across eleven countries. On one level, the answer is bound to be “yes”. Of course the health 

of every individual man everywhere in the world matters to him and to the people who care about him.  

The evidence about whether men’s health is important to politicians and health planners however, is 

rather less convincing. Campaigners for better male health from three continents report in this paper that, 

despite enormous progress in public health and the sophistication of modern treament approaches, men 

consistently suffer more serious illness than women and die at an earlier age.
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