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Abstract. Men’s health has emerged as an important public con-
cern that may require new kinds of healthcare interventions and
increased resources. Considerable uncertainty and confusion sur-
round prevailing understandings of men’s health, particularly
those generated by media debate and public policy, and health
research has often operated on oversimplified assumptions about
men and masculinity. A more useful way of understanding men’s
health is to adopt a gender-relations approach. This means exam-
ining health concerns in the context of men’s and women’s inter-
actions with each other, and their positions in the larger, multidi-
mensional structure of gender relations. Such an approach raises
the issue of differences among men, which is a key issue in recent
research on masculinity and an important health issue. The gen-
der-relations approach offers new ways of addressing practical
issues of healthcare for men in college environments.
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n both North America and Australia, the phrases men’s
health and women’s health have gained widespread cur-
rency in popular magazines and in public health policy.
What these terms mean has been generally accepted as
simple and self-evident. Basically, the population is divided
into male and female members who experience specific
health concerns associated with their sex. However, this
self-evidence is an illusion. Closely examined, recent
debates around men’s and women’s health show little clari-
ty about the meaning of men’s health, in particular. In this
article, we examine the uncertain conception of men’s
health and propose that a gender-relations framework is
essential for both greater clarity and more effective action.
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Our discussion draws on a report on men’s health
research recently published in Australia, commissioned by
the Federal Government’s Department of Health.! This
study was part of a process of developing public policy
about men’s health in Australia. a recent development that
follows a sustained promotion of women’s health policy.
Although the specific material we use is mainly Australian,
it is clear that the issues are international. For example,
recent papers on “gender and health equity” produced from
workshops funded by the Swedish International Develop-
ment Agency and the Rockefeller Foundation and conduct-
ed at the Harvard Center for Population and Development
Studies suggest very similar public concerns in North
America and Europe.

We first discuss the emergence of a public debate about
men’s health. This debate has been substantially influenced
by a body of medical and epidemiologic research on men
and boys, which we describe. This research provides impor-
tant information, but it is also entangled in some quite seri-
ous analytical problems. We consider these problems and
outline a more adequate framework for the field. At the end
of the article, we suggest some implications for practice,
especially in college health services.

Men’s Health Discourse and Its Problems

Prevailing understandings of men’s health have been
greatly influenced by a way of talking about the issues that
we will call men’s health discourse. This discourse was her-
alded in Australia by the first National Men’s Health Con-
ference held in Melbourne with federal government support
in August 1995 (some 20 years after the Australian
women’s movement launched its first major national forum
on women'’s health). A range of government-funded initia-
tives has followed. The major ones have included a draft
national policy; a second national conference; a parliamen-
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tary investigation; and the development of task forces, advi-
sory groups, policy and strategy on men’s health in the
states of Western Australia, South Australia, Victoria, New
South Wales, and the Northern Territory. Modest health
department funding in several states has established a limit-
ed range of men’s health education and promotion services.
In a relatively short period, then, men’s health has appeared
on a variety of policy and service delivery agendas; this
activity in the realm of government has been vital to the
emergence of men’s health as a theme of public concern.

The provision of information and discussion of “men’s
health” in local, community-based settings have also been
important. Much of the drive has come from local men’s
groups and community service organizations, such as
Rotary and Apex. Private-sector men’s health services have
been another force active in the development and marketing
of programs to improve and promote men’s health. A key
feature of these programs is the promotion of group support
for personal change. Two of these programs have been espe-
cially popular—MENDS (Men Exploring New Directions
after Separation) focuses on men’s experience of separation
and relationship breakdown; “GutBusters,” which describes
itself as a “waist-loss program,” seeks to reduce men’s risk
of cardiovascular disease through abdominal weight loss.

Also important in creating a men’s health discourse has
been the heightened media interest in the issue. A wave of
mass media stories accompanied the first national confer-
ence, and more media attention has followed the major gov-
ernment initiatives.

Despite the rapid proliferation of men’s health discus-
sions, explicit definitions are difficult to find. As we have
already noted, the meaning of the term is often taken as self-
evident. In practice, the concept of men’s health in many
documents is constructed by a contrast with “women’s
health.” Women'’s health is generally understood in public
discussions as a sex-based aggregate of reproductive
pathologies (mainly breast and cervical cancer) and statisti-
cal indicators related to women’s mortality, morbidity, dis-
ability, and lifestyle practices. Men’s health is, correspond-
ingly, constituted by men’s diseases of the reproductive
organs (primarily prostate and testicular cancer) and by the
margins of difference between men’s and women’s rates of
death, disease, and so on.

The difference is typically characterized by men’s greater
premature mortality and higher death rates at all ages. These
are said to be associated with certain illness patterns, prin-
cipally men’s higher rates of heart disease and lung cancer.
But they are also associated with men’s greater rates of
physical injury, especially injuries sustained in the work-
place and in motor accidents.* Another widely cited differ-
ence is men’s lower rate of using health services. By com-
parison with women, men visit general practitioners’ and
specialists’ offices less frequently and spend less time in
hospitals, to which they are also admitted at lower rates.*

In prevailing men’s health discourse, this pattern of
health differences implies that men suffer a health disad-
vantage that is comparable to, if not greater than, women’s.
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Accordingly, the discourse evokes a strong sense of mutual
suffering and health disadvantage between the sexes. It also
suggests that men as a sex experience specific health diffi-
culties that require a sex-specific public response, such as
men’s health policies and services.

Nevertheless, there is some tension in this formulation.
Although all men might appear to be the subject of men’s
health discourse, the discourse also emphasizes some ways
in which men’s health disadvantage is not generalized
among men. Particular groups of men are often identified as
bearing a particular burden: indigenous men, men from
non-English speaking backgrounds, African American men
(in the United States), men with disabilities, gay men, men
of low socioeconomic status, and rural men. It is they who
account for most of the differences in men’s and women’s
health status and services. The implication here is that
social disadvantage produces the margins of difference
between men’s and women’s health patterns.

Understanding men’s health in this way poses a contra-
diction for the prevailing men’s health discourse. If it is the
social disadvantage of some men that produces the rates of
health differences between men and women, then to what
extent is “men’s health” sex-specific at all? Some
researchers have tried to answer this question by controlling
for level of disadvantage. The evidence suggests that
women with the same kinds of social disadvantage as men
generally disclose better health outcomes when measured in
terms of mortality, disability, chronic illness, and injury
rates.’ Accordingly, there must be something about “being a
man” involved in constituting the margins of difference in
health. Sometimes this is simply presumed to be biological,
sometimes it concerns what men do and what they have
been trained to do. Some public health documents, for
example, refer to men’s greater “risk-taking behavior” and
its links with “male socialization.” To date, however, public
health discourse around men’s health has provided little
elaboration of these terms.

So in the men’s health discourse, men’s health is the out-
come of some combination of social disadvantage and an
ill-defined state evoked by such phrases as “being a man.”
How such a combination works—that is, what social or his-
torical mechanisms have produced it—is neither examined
nor explained.

This is not to say that we lack scholarly discussions of the
social complexities involved in men’s health. On the con-
trary, some very sophisticated research deals with certain
issues in the field, such as the sexual practice of men in the
context of the HIV/AIDS epidemic.® In the United States, in
particular, an emergent scholarly “men’s health” discussion
indicates a vigorous sociological and psychological engage-
ment with the subject (see, for example, Courtenay’; Sabo
and Gordon®). However, public and media debates and offi-
cial policy-making have yet to incorporate (and in some
cases even to acknowledge) the understandings yielded by
this work.

Although common sense presumes a simple parallel be-
tween men’s health and women’s health, there is an impor-
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tant contrast between the prevailing men’s health approach
and the ways in which women’s health has come to be un-
derstood. From the outset of the women’s health movement
in the early 1970s, social and economic disadvantages were
recognized as creating more pressing health difficulties for
some women than for others.? This did not negate, however,
the existence of certain health concerns common to all
women. These were related mainly to the gendered organi-
zation and culture of health services, particularly with
respect to women'’s reproductive and emotional health.'” At
the heart of these services, according to women’s health pro-
ponents, was a hierarchy and power dynamic that served
medical interests first and foremost. Professional impera-
tives exerted a powerful influence in shaping these services
but so, too, did patriarchy, or men’s subordination of women.

From such a perspective, medical services were seen to
be male dominated. They were said to infantilize women
routinely, transforming them into objects of an invasive and
instrumental clinical practice. Doctor-patient interactions
were not characterized by mutuality and respect but by
domination and subordination. Medical encounters, accord-
ing to women’s health activists, did not simply reinforce the
generalized social phenomenon of men’s power over
women; they were an active force in its creation.'-'? It was
from within this context that women’s health discourse
argued that governments should develop specific women’s
health policies and sex-specific services.

Men’s health discourse, however, provides a much more
blurred rationale for developing a sex-specific public health
policy and services response for men. Its insistent concern
with the health differences between men and women seems
to require an approach in which men’s health is understood
in terms of the relations between the sexes. But men’s
health discourse has disclosed no such direction to date.
Indeed, at the policy level, “men’s health” is in a separate
box from “women’s health,” addressed in different policy
documents, and promoted by different bodies (eg, policy
committees). The fact that policy making is gender-segre-
gated must shape the ways that men’s health and women’s
health are presented in the public realm. Just as significant
is the type of research that policy makers have drawn on, to
which we now turn.

Men’s Health Research

The largest single body of research used in men’s health
discussions consists of quantitative studies of sex differ-
ences. The sheer volume and familiarity of this research
have helped make it easy to understand men’s health large-
ly in terms of margins of difference in rates of ill health
between the sexes. Some of the more excitable media com-
mentators who responded to the arrival of men’s health pol-
icy discourse in the mid-1990s interpreted the sex difference
research as evidence of a generalized men’s and boys’ health
“crisis.”!* [t was claimed that men’s health was worse than
women’s on all dimensions except sex-specific disorders.

In this genre of research, the same measures are applied
to the men and women (or to the boys and girls) of a group
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under study. The focus of interest is the margin of difference
between group averages or rates, such as the prevalence of
a disease, the frequency of a certain behavior, or a certain
cause of death. Whether the difference is worth discussing
is generally appraised by a test of statistical significance
(which, given certain assumptions, states the probability of
an observed difference emerging in the research by chance
alone). A huge volume of this kind of research can be found
in the life sciences and social sciences. It is technically
quite easy to do—given a measure of any human character-
istic, a mixed group, and a significance test.

In a sense, indeed, this type of research has become auto-
matic. Sex, understood as the biological factor that distin-
guishes female from male, is now a variable routinely in-
cluded in quantitative biomedical and social research. A
large volume of descriptive research routinely reports the
presence or absence of a sex difference in exactly the way
that it reports differences by age, skin color, country of ori-
gin, right- or left-handedness, or any other classification
within the group studied. This research approach reflects
the taken-for-granted popular belief that men and women
are simply distinct biological groups.'’ This distinction be-
tween the sexes is presumed to be so significant that a wide
array of health differences is expected to arise from it or in
association with it. Accordingly, any research finding about
the presence or absence of a sex difference is taken to have
a self-evident meaning. If there is any qualification or elab-
oration, then it is made only in relation to the orher variable
or variables being measured, not to the variable sex.

Information on health-related sex differences is widely
available, both in official statistics and in project-based
research. Official statistics are the bases for compilations
such as the massive study of health differentials in the Aus-
tralian population by Mathers,*'®-'* all volumes of which
start with a chapter on sex differences.

Difference statistics from such sources are widely cited
in discussions of men’s health. A good summary was pro-
vided at the first national men’s health conference.'” The
differences most widely noted are

* men’s greater mortality from heart disease;

» men’s shorter average expectation of life;

* men’s higher rates of injury from accidents, including
industrial and motor vehicle injury;

* men’s and boys’ higher suicide rates; and

* men’s higher rates of alcohol abuse.

These familiar examples by no means exhaust the re-
search literature. Sex differences have been examined on a
very wide range of health issues. They range from diet?*?
and weight-control practices®® to snake bites,” dog at-
tacks,? and infections from eating with chopsticks.?®

We need to be cautious about interpreting difference in
relation to men and women. A finding of sex difference
need not imply a difference between all men and all
women. In fact, it usually does not. Quite small differences
among a minority of the population may produce statisti-
cally significant differences in overall rates or averages. Not
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surprisingly (especially as results are simplified in the mass
media), even small differences in rates or averages are liable
to be misinterpreted as categorical differences between
women and men. People may draw large policy implica-
tions that are not warranted by the actual research.

Further, many studies searching for sex differences find
none. No difference is, in fact, the usual finding in research
on psychological characteristics of women and men—con-
trary to popular belief—and contrary to the expectations of
many of the researchers.?’-*® No difference is also the find-
ing in a good proportion of Australian research on health.
Mathers’s'? review of national statistics, though specifical-
ly looking for “differentials,” perforce also notes similari-
ties between women and men—for instance, in overall
health expectancies and rates of hospitalization apart from
pregnancy and childbirth. Specific studies have found no
sex difference (or sex differences so small as to be unim-
portant) on issues as diverse as teenage drug use,”® age-
related prevalence of leg ulcers,* knowledge about AIDS,*'
amblyopia,’> and compliance in asthma treatment.*
Because it is likely that there are many more findings of no
difference than ever get published, the issue of similariry
between men’s health and women’s health is problematic
when the very names of the fields, as well as the technique
of testing for significance, push us to look for difference.

On the research evidence, it is difficult to detect any “cri-
sis” in men’s health in countries like Australia, the United
States, and the countries of western Europe. The Australian
Institute of Health and Welfare observed that “Australia is
one of the healthiest countries in the world and the health of
Australians generally continues to improve.**?! This state-
ment is true for men as well as for women, measured by
such indicators as life expectancy. Among the middle-class
groups from whom the population of college students in
these countries is mainly recruited, overall health condi-
tions are, by almost any standard, good.

This is not to say that the men of these materially privi-
leged groups are free of problems in everyday living or are
ideally happy. Nor is it to deny that there are other groups
of men in serious health trouble. But the concept of a gen-
eral men’s health crisis seems remote from the facts.

It is not true that men’s health is worse than women’s
across the board. In some ways, men as a group are worse
off, as shown in the mortality statistics and in risk factors
such as being overweight, smoking, and drinking heavily.
But in other respects, men as a group are not worse off. In
many research reports, as we noted above, men and boys
have similar averages or rates to women and girls; in other
studies, men and boys have better averages or rates than
women and girls.

One of the major problems we find in sex-difference
studies is that whereas researchers examine contrasts
between the two groups, they rarely seek to discuss and
explain their findings by examining the links between them.
This is also apparent in other major bodies of research rele-
vant to the men’s health field. Such an approach is largely
related to-the commonsense understanding of men and
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women as groups constituted by biological difference
aJone. From such a perspective, any /inks thought signifi-
cant in explaining the differences between men and women
are most likely to be conceived in terms of the differences
in their reproductive biology.

By contrast, health differences research concerned with
other types of groupings (eg, occupational, ethnic, racial,
and age groups) has for some time addressed the links or
relations between groups that show different health out-
comes (eg, Evans et al®).

This analysis has often concerned living or working envi-
ronments, and has been expressed in terms of economic,
social, or cultural “factors” in health. Relevant research is
vast and diverse. Common to much of it is the idea that dif-
ferences associated with income, education, participation in
community activities, or English-language competence are,
themselves, indicators of underlying relationships between
groups. One of the best examples is research on social class
(eg, Marmot and Mustard*®), where the point that groups are
connected to each other by social power is particularly clear.

As we have noted, the prevailing approach in sex ditfer-
ence rescarch excludes any conception of men and women
as groups connected through specific social mechanisms
that may have relevance for health. This lack of interest in
the links between men and women is apparent in research
relevant to the men’s health field other than the “sex differ-
ence” research.

This is true, for instance, of both research on industrial
health and research on the health issues of specific popula-
tions of men. A research literature exists on the health of
such groups as indigenous men, homeless men, specific eth-
nic groups, older men, and boys. In Australia, this research
has been undertaken largely as focused studies of men with
very little reference to corresponding populations or groups
of women. Such research has disclosed considerable diver-
sity in the pattern of men’s health, but it seems to presume
a startling and unrealistic separateness between men’s
worlds and women’s worlds.

Similarly, the industrial health field consists mainly of
studies of injuries, diseases, and fatalities associated with
men’s labor. Within it, there is little questioning of the con-
nections between patterns of work injuries and the overrep-
resentation of men in the most hazardous industries and
occupations. At the same time, there is no questioning of the
exclusion or vast underrepresentation of women in large
areas of the workforce where occupational injuries and dis-
eases are most frequent. That is, the gender division of labor
in society is missed as a health issue. Although questions of
working-class daring and “machismo” have occasionally
been raised in relation to workplace injury, especially in the
building and construction industries, these have not been
explored in occupational health studies with reference to
any coherent knowledge about men and masculinity.

In identifying weaknesses in men’s health research, we
do not imply that men’s health concerns are a chimera. On
the contrary, the evidence is clear that significant health
issues are inherent in the positions of men (and women) in
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gender relations. To understand these issues, we need to
improve both the research and the conceptualization. We
need to examine differences, but we must also consistently
examine relationships. We need to consider not just broad
differences, but specific patterns of difference and similari-
ty, including patterns of difference and similarity within
genders as well as between them. Only in this way can we
move toward an understanding of the mechanisms underly-
ing health effects and identify the precise social location of
the problems.

A Gender-relations Approach to Health

A gender-relations approach to understanding men’s
health is informed by a social approach of the kind that
presently underpins the “new public health.” This is a move-
ment in health policy and practice that emphasizes how
people’s social environments shape their health and ill-
ness.’’*® A gender-relations approach is one that proposes
that men’s and women’s interactions with each other and
the circumstances under which they interact contribute sig-
nificantly to health opportunities and constraints.

Two important settings of gender interaction are work-
places and families. One of the major findings of research
on men’s and women'’s interactions at work and at home is
that men are able to participate more extensively in work-
place activity precisely because women undertake more
family and household responsibilities. Conversely,
women’s greater participation in domestic life depends on
men’s greater assumption of paid work responsibilities.’
Men's and women’s daily lives are inextricably intertwined.

The concept of gender is used in social analysis to refer
to this relational or interdependent character of men’s and
women’s everyday lives.*® An important principle of mod-
ern gender studies is that gender is impersonal as well as
personal (for instance, gender exists as broad institutional
and cultural patterns as well as in personality and intimate
relations). A second important principle is that gender rela-
tions are multidimensional. We may, for instance, discover
distinctive gender patterns in the division of labor, in power
relations and social authority, in emotional relations and
sexuality, and in communication and symbolism.

The concept of gender is an essential tool in understand-
ing many specific patterns of conduct and culture, such as
the “romance” pattern studied on American college cam-
puses by Holland and Eisenhart.*! It is used widely to inter-
pret a variety of research findings on sex differences, rang-
ing from divorce* to educational achievement.** But gender
also refers to important patterns of relationships among
men and among women. For instance, the distinction
between heterosexual and homosexual men is a gendered
pattern because it centers on the gendered object of sexual
desire. “Mothering” is a gendered pattern, related to the
gender division of labor in childcare and to cultural con-
ceptions of femininity. Relations between young men in a
fraternity or on a football team may center on shared under-
standings of masculinity.

Within health studies, the concept of gender helps people
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understand many patterns of sex difference. The well-
known finding that the association between marriage and
health among men is stronger than among women* is a
case in point. This only makes sense when we bring to mind
the overall pattern of care and division of labor in the gen-
der arrangements of contemporary society.

Similarly, the differences between men’s and women’s
rates of work-related injury, disability, and fatality are large-
ly attributable to the gendered organization of paid work.
Men’s greater access to employment, especially the greater
access of working-class men than women to trades and
laboring occupations, where working conditions are often
hazardous or polluted, is a major factor responsible for sex
differences in occupational health. Similarly, the gendered
organization of work clearly exerts an influence on the dif-
ferences in men’s and women’s rates of heart disease. Men,
rather than women, participate more frequently in hierar-
chically organized workplaces that are strongly associated
with coronary heart disease in predominantly English-
speaking societies, such as Australia, the United Kingdom,
and the United States.*

Women'’s greater involvement in the work of maintaining
households and caring for families, on the other hand,
appears to have conferred certain health benefits provided
women have been able to combine this with a certain
amount of part-time paid work. Recent findings from the
Australian longitudinal women’s health study demonstrate
that combining household and family responsibilities with
part-time employment is the most protective of women’s
health.* Combining full-time paid work, offering low-to-
modest incomes, with high levels of family responsibilities
appears not to confer the same level of health benefit. Such
a combination, in fact, positively damages women’s
health.* So, too, does combining full-time family responsi-
bilities and no paid work participation, although this com-
bination may not apply to affluent households.> !

In the area of mental health, women’s higher rates of anx-
iety, depression, and general emotional malaise are virtually
an international phenomenon.*** It appears that combining
family responsibilities with full-time, paid work is consider-
ably more likely to generate poor mental health outcomes
than combining them with part-time employment,*** unless
women find themselves in households where partners share
family and domestic responsibilities. In this very rare situa-
tion, according to large-scale US research, married women
and men who have full-time employment and who report
sharing child and household responsibilities disclose no dif-
ference in their rates of self-reported anxiety and depres-
sion.** As Ross and Mirowsky®' conclude in a further US
study on the social patterns of depression, the major expla-
nation for sex differences in this area is most likely to be “the
roles that men and women occupy in the family and the labor
market.” (p215) More recent work on depression suggests
that the lower rates among men may be an effect of report-
ing, but this may also be an effect of gender dynamics. Some
researchers suggest that disclosure of depression is strongly
associated with femininity, whereas “denial of depression is
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one of the means men use to demonstrate masculinities and
to avoid assignment to a lower status position relative to
women and other men.”’®!” A consequence of such denial
may be the expression of unhappiness in higher drug and
alcohol consumption.

The gender division of labor in caring for families and
supporting households may then be understood as making a
major contribution to sex differentials in health status. As
more than two decades of research have demonstrated, the
gendered organization of employment and household activ-
ity remains a major source of the disparity between men’s
and women’s income and social status and of more general
differences in social power. This gender arrangement also
appears to be a major contributor to men’s greater prema-
ture mortality and the chronic conditions associated with it,
especially for men employed in blue-collar jobs.

Gender relations are not confined to the division of labor;
men’s and women’s lives are closely intertwined in other
important dimensions.”” One is the realm of the emotions
and sexuality. This, too, is a broad field of social practice;
men and women do not confine their desires and sexual
encounters to the institution of heterosexual marriage. The
extent to which they “stray” from marriage in pursuing their
sexual and emotional pleasures, however, varies markedly
between men and women. Buyers of sexual services and
products are overwhelmingly men, and (according to US
research, at least) men are still more likely than women to
engage in extramarital sex.>> Within marital relationships,
men also appear to fare better in relation to sexual pleasure
and emotional satisfaction, a trend that goes hand-in-hand
with higher rates of coercive sex experienced by women.>
All of which implies that, broadly speaking, men and
women have not enjoyed equal opportunities for sexual and
emotional expression and participation.

Indeed, sex and desire have become fertile soil for the
growth of alienated, commercialized, or coercive relations
between men and women. Such a gendered organization of
emotional and sexual life suggests differences in opportuni-
ties for men and women to practice a diversity of bodily
appetites. It also provides a conceptual backdrop against
which sex differences across a range of health conditions
may be explored and explained. An obvious example is
men’s higher rates of sexually transmitted diseases. The
growth in concern with men’s sexual impotence, premature
ejaculation, and so on, and the rise of commercial sexual
clinics to address them, is a further example.

A further dimension of gender relations is that of sym-
bolic representation: how men and women are portrayed to
each other in language, fashion, print, and electronic media.
The symbolic realm of media imagery, where thinness for
women is consistently expressed as an ideal alongside a
broader range of weights for men, may be an important fac-
tor in producing sex differences in obesity and overweight,
as well as in frequency of anorexia nervosa. Conversely, the
symbolization of masculinity through muscle development
and prowess in body contact sports has health effects, such
as steroid abuse, strain, and injury in sport. This may be a
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particularly important issue for populations of young men,
such as those in college.

Another dimension of gender is the realm of social
power. How men and women interact in making decisions
in their everyday lives, with what outcomes and what
resources they have, is a potent force in relations between
the sexes. Men’s comparative exclusion from decision mak-
ing around the production of meals, for instance, may have
significant implications for diet-related health conditions
and processes. It may be a background issue in the con-
sumption of fatty and highly processed fast food by other-
wise knowledgeable young men. On the other hand,
women'’s relative lack of economic power may be an impor-
tant constraint on adequate housing, on adequate medical
care, and on adequate food and clothing for children in the
women'’s care.

A gender-relations approach to health, then, examines
how gender relations become embodied as diverse health
conditions—some of these men and women share, others
reflect differences. With this approach, we can understand
the margins of difference in men’s and women’s health out-
comes as the product of gender-structured conduct or prac-
tices; often complex combinations of practices related to the
different dimensions of gender—the division of labor, emo-
tions, symbolic representation, power and decision making.
Gender relations need not become directly embodied as
health conditions. They may be, and often are, lived out as
general body practices, some of which produce illness, dis-
ability, and premature mortality.

Patterns of Masculinity

A gender-relations approach has the further advantage
that it systematically raises the issue of differences among
men, a key issue in practical health work. One of the major
conclusions of the recent international research on mas-
culinity is that different groups of men are differently
placed in gender relations.® In any complex society or
institution, therefore, different masculinities are likely to
be produced-—and with them, different health practices and
health effects.

In most settings, there is a culturally dominant form that
researchers often call the hegemonic masculinity of that par-
ticular setting.>® Anthropology shows that the hegemonic
patterns of masculinity differ from one culture to another.
They may also differ between subcultures or between eth-
nic groups. as research in the contemporary United States
indicates.>® In contemporary mass society, nevertheless, a
great deal of common ground is created by mass media,
large-scale institutions, and economic structures. Therefore,
a familiar pattern of masculinity exists that is hegemonic in
the society as a whole. Highly visible examples are found in
commercial sport, the sporting hero being for many people
today the model of true manliness.

It is ironic, then, that many of the practices of elite sport
are actually hostile to the body’s health and well-being
the heavy stress that falls on young bodies, “playing hurt,”
on-field violence, and overtraining. More widely, the cul-
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ture of elite sport emphasizing competition, aggression, and
personal dominance over others is connected to health prob-
lems, such as violence (including sexual violence), steroid
abuse, and denial of vulnerability.*’

In other ways, too, hegemonic masculinity may be impli-
cated in health problems. A certain kind of masculine
camaraderie is a part of familiar patterns of alcohol abuse.
Displays of masculine toughness in response to challenges
are factors in certain patterns of violence, such as public
violence in bars.’® There is even a certain masculine sym-
bolism in diet, specifically a diet high in red meat (“feed the
man meat”) and low in fresh vegetables (“rabbit food”).
The attempt to show toughness or conceal vulnerability
may make men unwilling to seek help or reveal their prob-
lems. For instance, research on sexual interactions among
US college students® has found the men relatively unwill-
ing to discuss their sexual encounters with the women, dis-
close their sexual histories, or discuss their practice within
an encounter.

In this case, it is likely that the effects of hegemonic mas-
culinity, as a cultural ideal, spread far beyond the (possibly
small) group of men who consistently enact the full pattern.
In this sense, hegemonic masculinity is probably implicated
in the familiar problem of men’s pattern of contact with
health services. As we have already mentioned, it is a wide-
spread finding that men use general practitioners’ services
less frequently than women. When they do seek primary
healthcare, they are more likely than women to focus on
physical problems and less likely to disclose mental and
emotional problems.

Hegemonic masculinity, we have emphasized, is not the
only pattern of masculinity. It is not necessarily the most
common in everyday practice. What are the health issues
connected with other patterns of masculinity?

In contemporary western culture, the most important
example of subordinated masculinity is homosexual mas-
culinity. The heterosexual/homosexual distinction is sym-
bolically very important in our gender system,; it has health
consequences in several ways. Both heterosexual and
homosexual groups may develop specific patterns of sexual
conduct that constitute distinct pathways of transmission
for sexually transmitted diseases. This is very familiar now
in HIV/AIDS research, where the classification of types of
epidemics has centered on these differences.

The relationship between heterosexual and homosexual
masculinities, thus, becomes a health issue. Homosexual
men are subject to homophobic violence from certain
groups of heterosexual men—sometimes deadly violence.
Some of these crimes are explained——or explained away—
by heterosexual men’s “panic” responses to homosexual
overtures.®® Others are clearly an expression of group
hatred. Health professionals, in their turn, are not immune
from society’s dominant ideas about gender and sexuality.
So gay men, when they need healthcare, may further suffer
the effects of discrimination.

Large numbers of heterosexu