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FOREWORD
Professor John Macdonald
and Dr. Anthony Brown

The Men’s Health Information and Resource Centre 
(MHIRC) at Western Sydney University began in 
1999 and has been mostly funded by the NSW 
Ministry of Health. Our mission, since then, has had 
as its mission to supportive people working men 
and boys what we called the “non-deficit view of 
men”, especially disadvantaged men. At the time, 
and to some extent this is still true, “men’s health” 
was generally viewed in terms of pathologies, 
either the physical ones, like prostate issues or 
social ones such as men’s diffidence in using 
health services, their reluctance “to talk” and their 
propensity to violence. While not shying away from 
what truth there might be in such positions, we 
realised that to improve men’s health across NSW 
and beyond we need a broader view. The social 
determinants of men’s health1 became our way 
of promoting a more rational and compassionate 
view of men. We can take some pride in having 
been part of moving the national culture, both 
professional and popular, towards an acceptance 
of a social determinants approach, as being a 
useful way of working with boys and men. In this 
way we have been privileged to have played a role 
in promoting men’s health policies at State and 
national level and even internationally2. “Learning 
with and from Aboriginal men” has been one of 
our themes and running the Shed at Mount Druitt, 
a one stop shop for Aboriginal men and indeed 
there we have learned something about working 
respectfully together on “men’s business”.

These Resource Kits draw on our experience and 
contacts to make available to people working with 
men some useful frameworks for their work. The 
four parts of the Resource Kit presented here in 
no way claim to cover all the important issues on 
the topic of male health but we think they make a 
good start and we thank the authors for working 
with us on them. The papers are:

Kit 1: Practitioners’ Guide to Accessible Health Care 
for Men, by Micheal Woods.
Kit 2: Practitioners’ Guide to Effective Men’s Health 
Messaging by Associate Professor Gary Misan, 
Chloe Oosterbroek.
Kit 3: Practitioners’ Guide to Men and Their Roles 
as Fathers by Andrew King, Dr. Joe Fleming, Dave 
Hughes, Mohamed Dukuly, Marc Daley, Rick Welsh.
Kit 4: Practitioners’ Guide to Men and Mental Health
by Dr. Suzanne Brownhill.

There are, of course, other issues we would like 
to cover and in one way or another we will, such 
as working with particular male populations, 
especially boys, Indigenous men, gay men, and 
older men; as well as other issues such as men and 
cancer, and making health services more “male 
friendly”. But the four presented here represent in 
some way a marker of where we see men’s health 
in Australia in the 21st century.

Macdonald, J. Environments for Health. 2005, London” Earthscan; Macdonald, J. J. (2006). Shifting paradigms: A social 
determinants approach to solving problems in men’s health policy and practice. Medical Journal of Australia, 2008. 
185(8): p.456-458. 

Brown, A., & Macdonald, J. Men’s Health in Australia in Men’s Health Around the World: A review of policy and progress 
across 11 countries. 2009. Brussels: European Men’s Health Forum: p.13-17.
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This chapter begins by providing a brief overview of masculinity 
and manhood and of cultural expectations of males. This includes 
the need to appear masculine and how societal expectations 
influence this and in turn how this may influence the design 
of health messaging and health promotion initiatives. Male 
health- seeking behaviour is discussed along with barriers and 
enablers of service access for men. Such barriers include fear 
of stigmatisation, and unhelpful features of a service delivery 
environment and communication. The chapter concludes 
with suggested strategies for engaging males, and discussion 
of setting based approaches and workplace programs.

INTRODUCTION
An appreciation of the diversity that exists among and between 
groups of men, be they dominant or marginalised, is pivotal
to the development of health promotion programs and to the 
engagement of men in gender specific, as well as mainstream 
programs [1]. Being forearmed with a contemporary understanding 
of the male psyche, and with due consideration to the 
heterogeneity of the male population and the different approaches 
to health promotion programs and health messaging, will increase 
the likelihood that tailored programs will engage with specific male 
demographics.

The design of health promotion programs should be based on 
research evidence that explores the complexity of links between 
men, masculinity and health, and thence be tailored to the 
respective audience, to maximise potential outcomes. This implies 
that programs should be designed to consider determinants 
of male identity including socioeconomic status, relationships, 
sexuality, ethnicity and disability, as well as contextual norms and 
social structures [2].

MASCULINITY AND MANHOOD
The term masculinity (though commonly misapplied) represents 
much of the content of male gender - mostly biologically 
determined, and exhibited in particular male
mental orientations, aptitudes and preferences. Masculinity
is overlaid with culturally and socially construed norms and 
expectations - what is expected of men in terms of role, function 
and behaviour. These norms and expectations shaped by and 
particular to each society, are a society’s prescription for manhood. 
There are, of course, parallel expectations of ‘femininity’ involving 
society’s expectations of women.

In most Western cultures, masculinity is associated with
being a provider and protector, a father, and lover, together with 
a demonstration of the attributes of strength, toughness, bravery, 

mateship, single-mindedness, perseverance, problem-
solving, competitiveness, stoicism, being in control of feelings and 
emotions and not showing pain, weakness or fear.
By any measure, this charter does not auger well for male 
acknowledgement of illness and limits male engagement in health 
promotion or with health messaging.

Manhood is a further progression of and adjunct to masculinity, and 
essentially describes what you get when you take the masculine 
and shape and use it to meet particular cultural, societal and 
environmental needs and demands. In almost all societies there is a 
“...degree of hardness and self-discipline required of the male role” 
[3]. For example, women and society generally expect that males 
provide not only for the family unit but also for society, including 
subduing or harnessing nature, creating things, and defending 
society and its values. Males consequently are conditioned to 
behave accordingly. Moreover society compels males through 
reward or punishment to perform these roles, sometimes against 
their will or values (e.g. conscription), even to their detriment, so 
that society continues to benefit.

In Western society, measures of manhood are most commonly: 
wealth, occupation and occupational status; various capacities of 
social influence; and sporting and other forms of physical prowess 
and accomplishment. These benchmarks in turn create idealised 
archetypes, images, and codes against which males are constantly 
required to prove themselves (‘be a man’), or risk being labelled 
weak, sissy, wimp, coward, effeminate, mummy’s boy or any 
number of other male, masculine or manhood denigrating terms 
[3]. Again, these notions serve to dissuade men from exhibiting 
weakness or illness including by seeking out health messages 
unless function is affected. What is often lost sight of in the Anglo-
Saxon culture of today is that masculinity has, of course, positive 
dimensions, as reflected in the subtitle of National Australia’s Male 
Health Policy: “Building on the Strengths of Australian Males” [4].

Males, particularly in recent times, are in a state of quandary 
regarding what society and women expect of them. Inherent 
in this bewilderment is that in addition to demonstrating the 
masculine characteristics that women purport to desire of mates 
and that society demands of men – including sometimes going 
off and being killed and risking their lives for society, men also are 
expected to embody attributes such as emotional dependence 
and vulnerability, a nurturing nature, compassion, to be self-critical, 
and to exhibit passivity and acquiescence. The result is a muddle of 
role expectations, identity confusion and ambiguity in the notion of 
what being a man means [3]. This puzzlement manifests in different 
male health-seeking behaviours compared with women. 
 

CHAPTER 1:
GENDER SPECIFIC APPROACHES TO MALE HEALTH
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MALE HEALTH-SEEKING BEHAVIOUR
Gender, gender socialisation and the social construction of 
masculinity affords males with a different experience of health and 
serves to both prescribe and limit men’s lives. The gender based 
(masculine) characteristics of strength, resilience, independence, 
self-reliance and control, and problem-solving, can and often do 
act as barriers to health-seeking behaviour [5, 6], but other factors 
contribute to this state of affairs. In understanding these factors, 
health promotion programs and health messages can be tailored 
with a better likelihood of engaging males.

While there are abundant (usually feminist) ideas about the 
reasons for the different help-seeking behaviours of males, there is 
actually limited research on why this is the case.
The notion of a hegemonic masculinity proffers that men
are indifferent to risky behaviour, are disinterested in their health, 
and thus less likely to seek health advice [7, 8] but we have been 
alerted previously that notions of a universal and inescapable 
blueprint for how all males behave does not exist. Males are as 
heterogeneous as women and like women a number of factors 
work to influence male behaviour in a myriad of domains, including 
health.

As described previously, despite having poorer health outcomes, 
males generally utilise health services less often than women1 . Men 
are often disparaged as victims of their own behaviour, blamed for 
their poor health because of their preponderance for unhealthy 
and risk taking behaviours and for their lesser utilisation of health 
services. In reality, the responsibility rests with multiple parties [5, 8] 
and allotting blame is not necessarily helpful [5]. What is beneficial 
is developing an appreciation of the factors that act as obstacles to 
male health-seeking and health service utilisation and that policies 
and service strategies are developed that mitigate these barriers.

Help-seeking arises from recognition of a health concern coupled 
with ensuing actions, including health service utilisation [5]. The 
ability to actively seek help for health concerns is one that some, 
particularly women, take for granted. Help-seeking as a process 
can be undertaken in a number of ways, specific to individual 
preference. However, across all help-seeking paths, there are three 

Figure 1: Key Factors for Health-Seeking Behaviours

STEP DESCRIPTION CHARACTERISTICS

1
Acknowledgement 
that a problem 
actually exists

Knowing the signs and 
symptoms of an ailment in the 
early stages and acknowledging 
a change in physical, 
psychological or social habits.

2
Deciding whether the 
problem is amenable 
to help

This step involves exploring 
potential causes and outcomes 
such as length of recovery, 
cause of illness and likelihood 
of improvement. Additionally, 
men assess how normal the 
condition is and how they 
would feel about seeking help, 
would they feel embarrassed, 
vulnerable or anxious sitting in a 
doctors waiting room?

3

Determining 
an appropriate 
environment to
seek help

Is the environment from which 
an individual may seek health 
male friendly, convenient and 
confidential?

steps that remain constant in reaching the final goal of seeking 
help (Fig. 1) [9].

Despite lower utilisation statistics, men, particularly older
men do visit doctors and other health professionals, just not 
perhaps as often as women. Males prior to puberty exhibit health 
service utilisation patterns largely indistinct from their female 
siblings; between the ages of about 15 – 50 is where the differences 
occur. Reproductive, obstetric, gynaecological, child rearing and 
hormonal issues mostly account for differing utilisation patterns 
in earlier years when men simply have a lesser need for primary 
care services (except as a result of injury or trauma). However and 
usually starting in middle age, issues of illness prevention become 
increasingly apparent, a circumstance that is reflected in increased 
health service utilisation compared with earlier years.

The lesson here perhaps is that older men may be more receptive 
to secondary level health messaging regarding chronic disease 
while for younger populations, primary health messaging is going 
to be of more relevance particularly if they refer to the impact 
of certain behaviours or conditions rather than the conditions 
themselves.

The preferred medium for promulgation of health messaging will 
also differ for different populations, with more traditional means for 
older groups and perhaps increased use of social media and similar 
technologies for messages aimed at the younger demographic.

Cultural stereotypes augment male reticence for seeking
out screening and preventive health care, which are seen
as more relevant to women. This is demonstrated through the 
emphasis of health promotion campaigns for issues like breast and 
cervical cancer and childhood immunisation. The result is lesser 
engagement with illness prevention and health promotion services 
[5, 7, 10-12], despite clear evidence from morbidity and mortality data 
regarding the prevalence of male cancers and other health issues.

Moreover, when physical or other concerns arise or are mooted, 
males tend towards indirect health-seeking behaviour and are 
inclined to view friends, partners and other repositories as primary 
sources of health advice [5]. Research also suggests that males 
are more likely to have a functional view of health, not seeking 
help until the problem is shown to clearly impact on physical 
function, does not resolve of its own accord or is not amenable to 
self-diagnosis or treatment [6]. When they do seek help, they have 
shorter consultations, are more likely to focus on physical rather 
than emotional or mental health concerns and are less likely to 
seek advice for health promotion or preventative health [13].

Men also seem disposed to self-monitoring whereby they seek 
information from different sources before coming to
an informed decision about whether to seek help [6]. The extent 
and time applied to self-monitoring varies according to previous 
experience of illness (in themselves or others), the apparent or 
potential severity (e.g. chest pain) and the extent to which illness 
or injury affects regular activity, the latter being influenced by age, 
marital status, employment history, and other factors [6].

When it comes to social and emotional wellbeing, men are more 
likely to express their emotions in terms of action [10, 14]. For instance 
men experiencing depression express their feelings in an action 
orientated manner such as “I’ve fallen in a hole, it’s really stopped 
me in my tracks or I’m struggling to stay afloat”. Through using 
metaphors, men can encode their emotions without compromising 
their manliness through showing vulnerability and weakness [14].
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Comparatively, while women tend to ruminate on concerns, men 
respond by engaging in activities that divert their thinking away 
from the negative emotions associated with an event and the 
event itself [11, 14]. Research conducted into confidence of expressing 
emotion by each gender reported no significant differences, 
suggesting that rather than lacking confidence in emotional 
expression, men simply limit and contain emotional displays [15]. 
Health professionals, following the notion of being more “male-
friendly”, should be alert to these differences in behaviour and 
expression, which are often more subtle than above and which may 
be triggers for exploring possible latent mental or psychological 
health issues.

External barriers to male health-seeking behaviour include: 
restrictive work patterns or cultures; peer or work pressure
to not take time off; long waiting times at health clinics; 
inconvenient clinic hours, and the female ambiance of health clinics. 
Additional reported barriers are perceived lack of confidentiality, 
particularly in small communities; having to state the reason for 
a visit; short consultation times; inattention or insensitivity to the 
needs or subgroups of males (CALD, gay, Indigenous), and the lack 
of male health professionals, among others [5, 13, 16-20].

STRATEGIES FOR ENGAGING MALES

Health Promotion

Gender is often neglected when planning and implementing health 
promotion programs. Moreover when programs are deemed 
to encompass a ‘gendered lens’ the term is usually a proxy for 
programs that take account of women’s needs [1, 2, 21]. The general 
assumption is that preventative strategies will be equally effective 
for both men and women [21]. However, the result is programs that 
do not engage males, often because they do not accommodate 
the differing social constructs for males and females or do not 
acknowledge differences in health-seeking behaviour between 
men and women [21].

How issues of gender and masculinity should best shape health 
promotion programs aimed at men remains unclear. Often, 
where gender has been central to the design of health promotion 
programs, it focuses on the notion of hegemonic masculinity 
rather than the male perceived and lived experience of health 
and illness [2]. It is apparent though that a more strategic focus 
is warranted and based on examples from health promotions 
directed at women, attention should be directed to context, intent, 
themes, language, materials and settings [22]. Correspondingly, 
there have been a number of formats attempting to address these 
considerations, which include gender based or relational programs, 
settings, salutogenic2 or social marketing3 approaches [1].

Gender based approaches take particular note of issues of concern 
for men in relation to health-seeking behaviour. For example, 
privacy and confidentiality where programs such as Foundation494 

on-line health checks and the Mensline5 Counselling Service have 
proved popular with men who value the privacy and anonymity 
of the phone or internet when exploring potential physical or 
psychological health issues, respectively [1].

Relational programs leverage the intersection of women’s and 
men’s health issues or concerns, emphasising the juxtaposition of 
both individual and social elements of health determinants. For 
example, involving men in parenting programs offers the potential 
of shared parenting, relieving the mother of some of the burden 
of child care while at the same time strengthening the relationship 
between father and child. These types of programs are positive in 
that they augment the code and imagery of the male as more than 
just a provider [2].

Settings based health promotion approaches are used to engage 
otherwise hard to reach populations or subgroups. For men this 
generally means delivering programs or opportunistic screening 
activities, or even clinical services, in settings where men are more 
likely to gather, where they feel comfortable in the company of 
other men and where health-seeking behaviour is legitimised by 
their peers. Common settings for these approaches include golf 
or sports clubs, pubs, rural field days, workplaces and community 
men’s sheds. Examples of programs utilising this approach include 
the PitStop6 program, and the MAN7 health information nights [1].

While the effectiveness of health information sessions and 
opportunistic screenings is not well described and generally 
measured by attendance or throughput, workplace based health 
promotion programs have been shown to decrease the number 
of sick days / absences; improve productivity; reduce workers 
compensation claims, and reduce early retirement due to illness 
[16, 23]. While these findings are encouraging and providing setting 
based health promotion strategies is encouraged, they should not 
replace men developing a relationship and attending GP practices 
and other health services [17].

Social marketing health promotion programs encourage ‘creativity’ 
in delivery of health messages but because of the diverse nature 
of approaches, have varying impact. Some target hegemonic 
masculine traits and utilise sexual imagery (testicular cancer 
advertisements) to market their message while others rely on 
‘shock and awe’ tactics (anti-smoking, drink driving) using graphic 
imagery in an attempt to frighten their audience into behaviour 
change. The former, perhaps not unwittingly, perpetuates the 
objectification of women which is unhelpful to gender egalitarian 
debate and serves only to perpetuate gender relations tensions [1].

1 Including after correcting for female reproductive services

2 Salutogenesis.. a term that describes a health promotion approach focusing 
on factors that support human health and well-being, rather than on factors that 
cause disease, for example community men’s sheds. Wikipedia, April 2013 @ http://
en.wikipedia.org/wiki/Salutogenesis Macdonald [75] applies this notion to male health 
[75]. 

3 Social marketing.. the application of commercial marketing techniques and related 
concepts to achieve specific behavioural goals for a social good, for example anti-
smoking campaigns. Wikipedia, April 2013 @ http://en.wikipedia.org/wiki/Social_
marketing

4 Foundation-49.. an initiative of Cabrini Health in Victoria. Provides a web based 
men’s health information service covering a range of clinical domains. Also offers a 
confidential on-line health check facility. April 2013 @ http://www.49.com.au/ 

5 Mensline Australia.. a professional telephone and online support, information and 
referral service, helping men to deal with relationship problems April 2013 @ http://
www.mensline.org.au/Home.html 

6 PitStop.. program is an initiative of the Gascoyne Public Health Unit in Western 
Australia. It is a health promotion intervention strategy aimed at increasing men’s 
awareness of health issues, preventative strategies and encouraging better use of 
GP services. It uses a ‘mechanical analogy’ and a series of ‘stations’ to interest and 
educate men about their health. 

7 MAN .. Men’s Health Night program started by Bernard Denner in Castlemaine, NSW 
in 1995. The model has since been adopted by organisations in Australia and overseas 
and aims to deliver health messages in a ‘no-nonsense’ format to men. April 2013 @ 
http://www.mannet.com.au/ home/man-model.html
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Health promotion programs that target other hegemonic notions 
of masculinity, for example macho behavioural characteristics, 
despite recognising that such traits are damaging to male health, 
only serve to reinforce stereotypical portrayals of men and may in 
fact dissuade men from health- seeking. [24]. Similarly, models that 
emphasise functional analogies (PitStop, Spanner in the Works) 
will not appeal to all men. This is not to say that these types of 
programs are not appropriate in particular contexts but that they 
should be reserved for selected demographics.

Other campaigns, some more subtle than others, emotively target 
concepts of manhood by appealing to triggers such as fatherhood, 
relationships and family responsibility (anti- smoking, obesity). 
These types of programs arguably are the most effective of the 
different approaches. Sadly though, there are still campaigns, 
including some from prominent health organisations which can 
be seen as having the tendency to promote shame and blame 
messages that imply you are less of a man if you don’t seek help 
for yourself or a friend (e.g. some depression campaigns, the 
matemorphosis campaign).

Practical salutogenic health promotion approaches are
not well described in the literature. Seminal work by Hayes [18] 
in Victoria in the 1990s though laid the framework for possible 
strategies. This work was underpinned by initial intersectorial 
stakeholder consultation and then focus groups with subgroups 
of men. This was to identify health concerns, key determinants 
and ways of addressing issues, with an unexpected emphasis 
on social and emotional health and wellbeing. The outcome 
was the organisation of a framework [25] that utilised existing 
community infrastructure to bring groups of men together in a 
‘safe’ environment to develop personal skills in domains including 
self-help, self-care, social support, resilience, life skills and stress 
coping skills.

An unexpected example of this approach, although a grass roots 
rather than a service or policy directed initiative, is the Community 
Men’s Shed phenomenon. The men’s shed is a term generally used 
to describe a community based, workshop type environment by 
men and for men, where men go to be in the company of other 
men, to socialise, fix or build things, teach, learn and mentor and 
support each other and contribute to their communities [26-28]. 
Moreover, the National Male Health Policy has acknowledged that 
men’s sheds are potentially ideal settings in which to engage men 
in health promotion. 

Health Services

Although many barriers to male health seeking behaviour
are psychosocial and psychobiological in nature, there are a 
number of issues relating to health care services and systems. 
Primary health services for example are predominantly orientated 
to women and children [29]. More often than not the décor is female 
orientated, reception and nursing staff are generally female, 
reading material is orientated to a female clientele (fashion, 
women’s magazines), the client base is predominantly female and 
most of the health promotion material on display is orientated to 
women’s and child health. Moreover, operating hours are usually 
9:00am to 5:00pm which are more suited to people with flexible 
working hours, not working, or working part time.

Issues of confidentially also abound, with men reporting 
experiencing embarrassment at having to volunteer or have 
sensitive or private information disclosed within earshot of a full 
waiting room, including the reason for their visit. Such settings are 
clearly not ‘male friendly’ and for some men, particularly older men, 
gay men, Indigenous men and men of ethnic origin, they can be 
particularly uncomfortable [14, 30].

While the concept of ‘male friendly’ has not been precisely defined, 
a number of documents make reference either to male concerns 
about health services or the preferred characteristics of services 
accessed by men [16, 20,31-33] . In essence they reflect approaches or 
settings that promote welcoming and supportive environments 
for men [1]. Desirable characteristics include places or approaches 
that are non-threatening; non- judgemental; not overly feminine 
in ambience or décor; and that offer respectful, confidential, 
non-embarrassing, non- patronising advice and information, 
using appropriate graphics; and readily understandable language 
[3]. Moreover, men desire services that are culturally sensitive, 
offer access to health professionals who are male, that are easily 
accessible, does not keep them waiting unacceptably long times 
and are open at convenient times including after hours and 
weekends.

The latter issue is a common one. About 70% of the male 
workforce works full time, and often in industries where it is not 
easy to take time off during the day other than the lunch break. 
Employers and even work colleagues can be unsympathetic to 
men taking time off except when there is clear evidence of some 
functional problem. For some, taking time off work for health 
reasons does not resonate well with either their individual or 
workplace notions of masculinity and manhood. This can then be 
construed or perceived as weakness, laziness and malingering and 
so discourage help- seeking altogether during work hours [2, 14]. It is 
of note that the Australian Government provides incentives for GPs 
to extend their opening hours to accommodate full time and shift 
workers [34]. These packages do not appear to have been utilised 
comprehensively by doctors, particularly in rural areas.

Males have also reported often feeling rushed and overlooked 
when attending appointments at local clinics [4, 27]. They
note that doctors often appear rushed and are keen to keep 
consultations short. These circumstances are not conducive
to raising sensitive topics such as reproductive, sexual or 
psychological health issues, which generally requires time as well as 
the opportunity to build a trusting and respectful client – clinician 
relationship. Such bad experiences result in men being dissatisfied 
with consultations and may serve to dissuade them from further 
appointments fearing repeat episodes.

Another opportunity to mitigate barriers to service access, 
particularly annual health checks that promote early detection 
and intervention, is the settings based approach. As discussed 
previously, settings based approaches generally promote two 
scenarios: the first involves taking the health service to where 
the men are, for example, health checks or screening clinics 
conducted in workplace settings, or secondly, to remodel existing 
services in a more male-friendly manner [35]. Taking healthcare to 
men is the most favoured approach, making health information/
check-ups more easily accessible. However, they are not suitable 
for all workplaces, particularly where workers are responsible for 
processed base operations, or are part of production lines or work 
crews, who cannot easily shut down plant or leave the work site 
to attend a health service. Settings-based approaches can also 
include health checks in sporting clubs, pubs, hardware stores,
and agricultural field days, but such environments require detailed 
preparation and logistics to ensure privacy and confidentiality. 
Other suggestions, separated into categories
of communication, environment and stigmatisation, regarding how 
services can address barriers to access by men are summarised in 
Fig. 2 [1, 16, 23].
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COMMUNICATION STRATEGIES

Address male patients with a hand shake upon arrival, this can be seen as a sign of respect and approval, therefore easing any stress or 
nerves the client is experiencing [40]

Use eye contact to acknowledge you hear and understand what clients are saying [40]

Deliver respectful, competent medical services

Resolve health issues promptly and aim to complete consultations in a fast but thorough manner without rushing.

Present facts using terminology that is easily understood; avoid jargon [36]

Talk about issues honestly even when the client is emotional [36]

Effective at engaging men in discussions about their health

Use thoughtful and appropriate humour

Communicate in clear, concise, non-judgemental, non-patronising, easily understood, empathetic style [23]

Demonstrate professional competence in men’s health issues and aim to deal with health issues quickly and comprehensively [23]

Provide concrete examples of how to maintain and improve health [17]

Provide written information for patients to read after consultations [23]

Ask questions about their mental and sexual health, men will often respond if they are prompted with a question

COUNTER STIGMATISATION STRATEGIES

Male Friendly general practitioners [23]

GP’s should be knowledgeable and non-judgemental in discussing sexual, reproductive or mental health [23]

Reinforce the notion that psychological and emotional distress or mental illness is an ‘illness’ not a sign of weakness [23]

Address men’s health needs of terms of how it will benefit their family and relationships [36]

Approach sensitive issues routinely but with sensitivity [23]

Support training for staff to better engage and work with males [36]

Avoid stereotypes and generalisations, e.g. domestic violence, child abuse [36]

ENVIRONMENTAL STRATEGIES

Review policies that specifically identify positive ways of working with and better targeting male clients [36]

Review and change policies that identify when men are excluded from receiving services from your organisation [36]

Redecorate services to create a gender neutral environment

Provide a range of men’s reading materials, e.g. a selection of popular hobby centred magazines and men’s health magazines [37].

Depict positive images of men in promotional material, including non-stereotypical images of men, e.g. with women and children [36]

Display men’s health posters and other information demonstrating the practice has an interest in male health [17]

Provide services outside of normal working hours easily accessible after hours care, e.g. evening or weekend clinics [16]

Provide the opportunity to arrange longer appointments and time for men to reflect on advice within consultations

Encourage men to ring before appointment to check waiting times

Encourage scheduling of male only health clinics [16]

Employ male staff to cater for male health clinics and programs, men tend to feel more comfortable working with other males [36]

Male health care providers are important in some cultures when discussing sensitive issues [16]

Ensure cultural safe environments when dealing with men of different ethnic backgrounds [16]

Provide assistance for men to better understanding how the appointment system operates and encourage them to make longer 
appointments so they can discuss issues without feeling rushed and have time to develop a relationship with GP that encourages 
discussion of sensitive issues [16]

Consider providing services/clinics where men congregate, e.g. pubs, football clubs, workplaces [36]

Bulk billing where possible, particularly for disadvantaged groups [16]

Have easy accessibility for car parking and public transport [36]

Figure 2: Suggested Strategies to Mitigate Barriers to Male Health Service Access
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Health Policy

Health policy in Australia is central to health promotion as it 
provides the key impetus, objectives and resources to develop and 
deliver programs for the benefit of society. Policy can be effected 
at all levels of government as well as at agency level; national policy 
is the most influential.

In Australia although funding for male specific programs and 
research still lags well behind that of women there is at least now 
a specific policy framework to guide improvements for males. 
The National Male Health Policy [4] is underpinned by a gender 
equity approach which acknowledges that social and economic 
determinants play a pivotal role in health outcomes for men, and 
for selected minority groups. It stops short of offering specific 
support for changes in these areas and instead defers to the 
government’s social inclusion agenda as the means of addressing 
disadvantage.

The policy is somewhat equivocal in its position regarding 
constructs of gender, masculinity and manhood but manages 
to give tacit acknowledgement to the influence of biology, 
psychosocial and cultural factors on the male experience of 
health. Many contend that health promotion which focuses almost 
exclusively on behavioural change is unhelpful. While the policy 
does mention the social determinants of male health and the 
importance of services becoming more ‘male friendly’ there is also 
an emphasis on the need for men to change a range of so-called 
‘risky’ behaviours, and to be more vigilant in attending health 
education sessions and seeking more frequent medical advice. 
The extent to which the policy manages to get this balance right 
between promoting a salutogenic health- creating environments 
and reinforcing the ‘men behaving badly’ paradigm is a matter of 
some debate [38].

The National Male Health Policy identifies a number of
priority areas for action. This includes the development of 
improved service delivery models and changes to language used in 
health promotion programs as well as consideration
of strategies to improve access to health service by males, 
including for marginalised groups. An array of supporting 
documents provide additional information and strategies for 
domains including social determinants, service access, mental 
health, reproductive health and maintaining a healthy workforce 
[16, 35, 39-41]. The latter advocates work settings as potential places for 
conduct of health screening and health promotion activities [35] 
and funding is available through the government Healthy Workers 
Initiative under the National Partnership on Preventative Health to 
support workplace health interventions.

In addition some funding for specific initiatives, for example, to 
support the Australian Men’s Sheds Association; to develop health 
promotion resources for men’s sheds; to provide fatherhood 
support and services to Aboriginal and Torres Strait Islander males; 
to build an evidence-base in male health including establishing a 
national longitudinal study; and to commission regular statistical 
bulletins on male health, is also provisioned.
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SUMMARY AND CONCLUSION
Concepts of gender, masculinity and manhood are shaped 
by the interaction of evolution, biology, psychobiology and 
neuropsychology, among other factors. These are further moulded 
by cultural and societal expectations of the role and function 
of men including as providers, protectors, fathers as well as 
benchmarks for the transition from boyhood to manhood.

Society demands males exhibit attributes that ensure its 
progression, protection and affluence. Accordingly, almost 
universal attributes throughout history and across cultures include 
measures of strength, toughness, bravery, single- mindedness, 
perseverance, problem-solving, competitiveness, stoicism, being in 
control of feelings and emotions, and not showing pain, weakness 
or fear, as desirable of men and boys.

These norms and codes of behaviour significantly influence, 
both at conscious and subconscious levels, the male view and 
experience of society, life, relationships and health, including 
health seeking behaviours; and they leave little room for 
acknowledgement or demonstrations of weakness or vulnerability. 
Thus it is hardly surprising that males often defer to enduring the 
symptoms of illness, and physical pain or discomfort and delay 
health-seeking rather than be associated with what are perceived 
as non-masculine traits.

In contrast to popular media and other representations, men
do value their health, seek help and utilise health services, but 
just not in the same way that women do. Cultural stereotypes 
influence male reticence for screening and preventive health care, 
which are seen as more relevant to women. Males tend towards 
indirect health-seeking behaviour and are also disposed to self-
monitoring before coming to an informed decision about whether 
to seek help. They are also more likely to have a functional view of 
health and wait until the problem is shown to impact on physical 
function before seeking advice. Men are more likely to express 
their emotions in terms of action [10, 42] and display reticence in 
discussing issues of relationships, sexual and reproductive health 
and psychological health.

Other reported barriers to male health-seeking include restrictive 
work patterns; work pressure to not take time off; waiting times 
at health clinics; inconvenient clinic hours; the female ambiance 
of health clinics; lack of confidentiality; short consultation times; 
insensitivity or limited skills and knowledge relating to the needs or 
subgroups of males and the lack of male health professionals.

Understanding these issues and minimising them by respectful 
and appropriate configuration of health promotion programs, 
service delivery settings, education of health professions regarding 
gender equity and (non-feminist) gendered approaches; and 
in policy development, will effectively negate the agenda that 
blames men for their poor health outcomes. These much needed 
transformations will also increase the engagement of men more 
broadly with the objective of achieving optimal health outcomes.
Accordingly, programs, services or policy that aim to

address male health and to engage males should address or 
accommodate these behaviours and concerns. Overarching 
strategies include a gendered view and a gender equity approach 
to programs, services and policy; that acknowledges male health 
determinants; is cognisant of the links between gender, masculinity, 
manhood and health; recognises diversity including subgroups of 
men with special needs or at heightened risk of illness; and has 
regard for contextual norms and social and cultural structures in 
which men live and experience health and illness.

The challenge is to develop strategies that not only address 
barriers to health service and health program engagement
but actively encourage health service utilisation by legitimising 
health-seeking behaviour as fundamental to perceptions of 
masculinity and manhood. Approaches should be careful not to 
perpetuate notions of a hegemonic masculinity, stereotypical 
archetypes or the ideology that ‘blames men’ for risk taking and 
seeming health indifference. Clinicians should also be attuned 
to differences in the way men express health concerns and the 
different symptomatology associated with certain conditions 
compared with women (e.g. depression). They should be attentive 
to subtle cues during consultations that may be clues for men 
to discuss latent or sensitive issues, and should be prepared to 
conduct opportunistic screening and to explore ‘sensitive’ areas.
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CHAPTER 2:
MALE HEALTH PROMOTION PROGRAM EXEMPLARS

This chapter describes in tabular format, a number of male 
specific illness prevention and health promotion programs 
reported in the literature and elsewhere. Some of these 
initiatives may be suitable for adaptation in other settings, 
communities or populations where male health is of interest.

INTRODUCTION
As described previously there are a number of approaches to 
health messaging and similarly male health promotion and illness 
prevention initiatives can take many forms. These range from 
public health messages in popular media, printed information in 
health and other venues, men’s health events, workplace health 
screens, preventative health messages by sporting celebrities, 

community men’s sheds, on-line information, telephone help-lines, 
local support groups (co- ordinated nationally) and many others.

Very few programs have been evaluated other than for internal 
purposes and information regarding the outputs, outcomes
or impact of these programs is either limited or anecdotal in nature. 
Some of these are tabulated below, organised by the different 
approaches.

This is not intended as an exhaustive list, however, the reader will 
note that some approaches are more common than others. The 
information is presented in the hope that one or more programs 
may offer a model which individual practitioners or organisations 
can adapt to their requirements.

Figure 3: Health Promotion Program Examples from Around Australia

PROGRAM NAME DESCRIPTION/COMMENTS

GENDER BASED PROGRAMS
Takes particular note of issues of concern for men in relation to health-seeking behaviour; for example, need to problem solve, privacy 
and confidentiality

A Checklist for Organisations 
Working with Men

Developed by Andrew King, Steve Sweeney and Ross. Fletcher, the checklist provides 
organisations with a way to tailor their services to better meet the needs of men. The ‘non-
deficit’ approach views involvement of men in a way that expects and encourages positive 
results. This builds on the positive attributes that men bring to their interaction with family and 
services. This approach considers four domains: Environment, Language, Initial Contact and 
Marketing and Service Provision.

See http://www.mengage.org.au/Work-Effectively/Engaging-Men-In-Health/A-Checklist-For-Organisations-
Working-With-Men.aspx

Andrology Australia Emphasis is on reproductive health with comprehensive information and resources. Provides 
written information an Internet service. Regular newsletter available.

See http://www.andrologyaustralia.org.au

Bendigo Men’s Health Clinic [16] Promotes men’s health and wellbeing, male nurse, 45 minute consultations including detailed 
risk assessment related to their age. Operates one day a week – afternoon into the evening. 
Encouraging approach to barriers to health access for men, longer consultations and extended 
hours encourage access, discussion, and building trust relationships.

http://www.bchs.com.au

V
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PROGRAM NAME DESCRIPTION/COMMENTS

Big Lottery Fund: Engaging Men in 
Your Project:
A Good Practice Guide

The Big Lottery Fund in the United Kingdom provides grants totalling over £4.4 billion for 
community projects. Their experience was that relatively few males made use of the services 
that were funded out of these grants. In response to this trend, they undertook a study through 
the Young Foundation to provide ideas and tips to organisations running community programs 
about how to better engage with men for a better result. The report identified several barriers 
that often work to prevent men from making use of services provided including: help-seeking 
behaviours, fear of stigmatisation, feeling out of place, differences in the way men respond to 
communications.

Recommendations included considering: how to blend the service with other activities, timing of 
events / services, utilising social connections, recruiting through influential partners and family 
members.

See http://www.mengage.org.au/Work-Effectively/Engaging-Men-In-Health/Big-Lottery-Fund---Engaging- 
Men-In-Your-Project.aspx

Foundation 49 Online Men’s Health Offers information on men’s health and also a basic on-line ‘health check’. Free magazine 
subscription available. Also offers community grants.

Passive approach to men’s health relies on men taking first step, good information, on-line health 
check quick and easy and relevant if only basic.

See www.49.com.au

Gay Men’s Health Program [32] Purpose is to improve the health and wellbeing of gay and same-sex attracted men, including 
HIV positive men, and prevent the transmission of HIV. Has a focus on sexual health and HIV-
related issues, but offers a wide range of services to inform and support men in making healthy 
choices in their lives. These services include counselling, group work, community development, 
and health promotion.

See http://www.facebook.com/GMHealth

Matters for Men A book by Dr John Ashfield, written for men - and about men, that doesn’t pander to anti-male 
stereotypes, and that provides crucial information on men’s health topics, as well as a refreshing 
new perspective on many key men’s issues.

The book insists on a view of men that is affirmative and valuing. Rather than encouraging men 
to be more like women, it clarifies and celebrates gender differences – the unique differences in 
the way men think, feel, and behave compared to women.

See http://mattersformen.com/

Matters for Men Brochures The matters for men health promotion kit was developed by the Australian Institute of Male 
Health and Studies [45]. The Kit consists of 40 coloured brochures covering men’s health, 
relationships and mental health and wellbeing. The 40 brochures are excerpts from the most 
read and distributed men’s health book in Australia ‘Matters for Men’ written by Dr John 
Ashfield, addressing how men can stay healthy and on track with their health [45].

The health promotion kit supplies readily accessible information, dealing with a magnitude of 
men’s health issues in a style that the average Australian male can relate to and understand [45]. 
The Matters for Men resource kit is the only set of resources in Australia specifically addressing 
male health. The kit includes a mobile stand of 40 high quality brochures, 8, A3 sized laminated 
posters and a men’s health banner.

The entire kit is portable and informative, reflecting many years of experience of working 
successfully with males from all walks of life [45].

See www.aimhs.com.au

V 
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PROGRAM NAME DESCRIPTION/COMMENTS

Men’s Health Peer Education Trains volunteers (all ages) to provide health information to members of the veteran and 
ex-service community. Funded by the Australian Government in response to findings of the 
Vietnam Veterans’ Health Study that showed Vietnam veterans experienced a higher incidence 
of coronary heart disease, prostate cancer, high alcohol consumption and diabetes.

See http://www.dva.gov.au/health-and-wellbeing/wellbeing/mens-health-peer-education

Positive Images of Men’s Health 
Pilot Project

An action research based project targeting men from a wide range of CALD backgrounds in 
Adelaide developed in response to the need that migrant, refugee and CALD men had little 
understanding of services available or how they could access them.

The overall aim was to raise awareness of men’s health and wellbeing through a positive 
approach to men and their health. It identified and presented positive male role models through 
photographs and portraits depicting the positive behaviours and practices of men. These images 
were developed into a mobile display for exhibition.

See http://www.mengage.org.au/Work-Effectively/Communication-With-Men/Positive-Images-Of-Mens- 
Health-Pilot-Project.aspx

Rural Health Education Foundation 
– Men’s Health Programs 
Overcoming Barriers to Male Health

Video programs covering: continence; bowel cancer; the health hazards of farming, depression 
and anxiety; prostate cancer; chronic disease in indigenous communities; barriers to men’s 
health.

Program takes a somewhat passive approach to men’s health, relies on men taking first step, 
good information in form of panel discussions. Most suited to health professionals. Out of the 
Shed: Overcoming the Barriers to Men’s Health, raises awareness of men’s health issues, barriers 
to access and some suggestions to improve engagement.

Spanner in the Works Spanner in the Works is a Men’s health ‘toolbox’ developed by the Australian Men’s Shed 
Association in conjunction with multiple Australian male health bodies [44]. The program aims 
to encourage health screening for men at community men’s sheds and provide further referrals 
to appropriate health professionals as needed [44]. The program consists of a booklet of male 
health information specifically targeting older males. The ‘Spanner in the Works’ sessions 
are commonly held around Men’s Health Week (June) in conjunction with health information 
sessions and presentations courtesy of local health staff [44].

See http://www.mensshed.org/spanner-in-the-works/.aspx

The Blokes Book The Blokes book is available both online and in hard copy via order through the Man Advisory 
Network. The book provides links and contact information for men’s health support services 
predominantly in WA, but nationwide also [48]. The book comprises of help lines for crisis 
services, emergency accommodation, suicide support, addiction, mental health, relationships, 
fathers, violence, CALD communities, older males etc.

See http://www.man.org.au/InformationResources.aspx
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PROGRAM NAME DESCRIPTION/COMMENTS

The Older Men’s Network 
(TOMNET) [34]

Based in Toowoomba, Queensland with a number of rural groups. A volunteer program that 
provides older men with the opportunity to benefit from individual peer support to improve their 
physical, mental, emotional and social wellbeing and provide them with a sense of belonging. 
Weekly meetings and monthly newsletter.

See www.tomnet.org.au

Western Sydney University: 
Promoting Men’s Health in General 
Practice

A guide developed by University of Western Sydney applicable for general practitioners and 
outlines men’s approaches to health and some of the reasons why they may not use services 
that are not ‘friendly’ to men.

See http://www.mengage.org.au/MENGAGE/media/MediaLibraryOne/UWS-GP/GP-Resource-Kit.pdf

RELATIONAL PROGRAMS
Leverage the intersection of women’s and men’s health issues or concerns

Dads at Home Project The Dads At Home Project was a pilot project that ran in the Cronulla region of NSW in 2004. 
The program arose out of a realisation that while there are groups for new mothers to attend, 
there
were not any father-specific groups for dads and their children to attend. The program report 
made recommendations to enhance success for similar programs in the future, including 
regarding planning, recruitment, language in advertising, and the focus of presentations.

See http://www.mengage.org.au/Life-Stages/Becoming-A-Father/Dads-At-Home-Project.aspx

And http://www.mengage.org.au/MENGAGE/media/MediaLibraryOne/Dads-At-Home/dads-at-home.pdf

Fatherhood Support Project [32] Was conducted through Parkes Community Health Centre in SA (since closed). Focus included 
becoming and being a father as well as working with agencies to promote fatherhood and 
support fathers.

Sustainable Farm Families [45] Sustainable farm families (SSF), is a health promotion initiative aiming to improve the health, 
safety and wellbeing of farming families. The program is focussed around changing previous 
notions about health to create new behaviours and attitudes, new outcomes for families and 
increased training of rural health care professionals through education.

The program has four key objectives that include: identifying and tracking farming family health 
indicators; design and deliver training programs that assist farmers identify techniques to 
improve their health and safety; communicate program findings with the families and to health 
and agricultural sectors; provide information on relationships between family health and social 
health in rural communities.

SFF covers a range of health areas including cardiovascular disease, cancer, stress, diabetes, 
women and men’s health, farm safety, nutrition, physical activity, anxiety and depression. 
SFF additionally implements special need programs addressing concerns such as flood and 
bushfires.

See http://www.dpi.vic.gov.au/agriculture/farming-management/fire-flood-other-emergencies/drought- information/sff

http://www.farmerhealth.org.au/sff/sff-programs

SETTINGS BASED APPROACHES
Takes the program to where the men are; used to engage otherwise hard to reach populations or subgroups

Diabetes Management along the 
Mallee Track [46]

An initiative to improve the delivery of diabetes services. A general community risk assessment 
program implemented as an integrated, multidisciplinary ‘one-stop’ service for the management 
of diabetes, including men. People were invited to attend community risk assessment in a 
variety of community settings such as schools and rural field days. Participants with established 
diabetes were referred to the multidisciplinary team which eliminated the necessity of travelling 
long distances to access specialist services. The majority of respondents to a questionnaire 
expressed a high level of satisfaction with the convenience of the program.

http://www.mannet.com.au/camh/research/MTHCS/diabetes.htm
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PROGRAM NAME DESCRIPTION/COMMENTS

Everton Football Club: Men’s Health 
Checks

Everton in the Community (Everton Football Clubs official charity) has operated the Premier 
League Health project in the UK in partnership with Liverpool John Moores University, School of 
Sport and Exercise Sciences, since August 2009.

The ‘Premier League Health’ programme uses the power of football as a vehicle to engage 
men (18-35 years) in physical activity and health related behaviours. The programme engages 
men in weekly physical activity sessions alongside the delivery of health workshops/drop in 
sessions offering regular contact with NHS referral services and partner organisations (such 
as smoking, cancer and sexual health clinics) in an environment that men already go to and 
feel comfortable in. The project operates weekly evening football, circuit training and boxing 
sessions, implemented in consultation with existing and prospective participants. There are 
other programs for men who are homeless, obese and/or recovering drug users. Participants 
have their Body Mass Index, Resting Heart Rate and Blood Pressure monitored on a regular 
basis and some also visit the partner university (Liverpool John Moores University) for in depth 
health screening and cardiac assessments. The project has successfully engaged the general 
population and also with men whose traditional communication strategies are limited through a 
lack of contact with health services and challenging social circumstances.

See http://www.mengage.org.au/Work-Effectively/Engaging-Men-In-Health/Everton-Football-Club-Mens- 
Health-Checks.aspx

Males in Black ‘Males in Black’ formed in 1998 after a number of Indigenous men identified health, wellbeing 
and social issues affecting Indigenous males around Port Augusta, South Australia. Activities 
include Young Aboriginal Dads Program; Back to Bush project; Improved employment 
opportunities for Aboriginal men; Making it Better, and advocacy. This is managed through 
social functions where Indigenous males can come together; participate in cultural and health 
promotion activities.

See https://www3.aifs.gov.au/institute/cafcappp/ppp/profiles/pppdocs/cfc_aboriginal_dads.pdf

MANNET [47] One of the few programs that have undergone formative evaluation, with outcomes and impact 
less clear [52]. The MAN model uses community meetings, such as men’s health nights to 
identify men’s health concerns and raise awareness on specific issues. Popular with participants 
because of humour and ‘no- nonsense’ delivery style. Programs are developed with local 
health providers to address local concerns. The programs are run in the community or through 
the workplace. The model is designed to ensure that the community take ownership of the 
program in the long term to ensure that community participation and use of the health system is 
increased. Website also provides a range of men’s health information and health-related links.

See http://www.mannet.com.au

‘Men’s Health – No More Secrets’ A collaborative program between Freemasons Beyond Blue, Andrology Australia, Prostate 
Cancer Foundation of Australia, Cancer Council of Australia and Foundation 49. The campaign 
commenced in 2006 and continued throughout 2007 and comprised men’s health seminars 
held at community venues throughout Australia and New Zealand. Approximately 900 seminars 
attracting some 30,000 participants.

See http://www.menshealth.org.au/

Men’s health Ambassador Speakers 
Program

Initiated by the Prostate Cancer Foundation of Australia. Well-resourced, national program with 
good range of delivery and support materials. Used trained ‘ambassadors’ often with personal 
experience of prostate cancer to speak to groups about prostate disease including cancer. 
Objective is to raise community awareness of prostate cancer and to provide resources for 
individuals to learn more.

Audiences included community groups, sports clubs, universities, councils and men’s health 
events [48].Overall 117 Men’s Health Ambassadors presented 1,396 times to 55,024 people 
Australia-wide [48]. Feedback from the audiences suggested that they would be more inclined 
to contact their general practitioner and health services for a consultation and inform their 
friends to do so [48]. Additionally, after the presentations there was a 68.9% increase in male 
callers to the National Continence helpline, over the funded period [48].

See http://www.prostate.org.au/media/125644/about-pcfa-ambassador-program-for-organisation-wanting-a-speaker.pdf
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PROGRAM NAME DESCRIPTION/COMMENTS

MERV: The Men’s Educational Rural 
Van

MERV was developed by the Mudgee Health Service. MERV is a mobile, men’s health check-up 
and information service that travels to men’s workplaces and community sites within a 50km 
radius of Mudgee New South Wales. Health check includes blood pressure, blood glucose and 
cholesterol levels and discussion about men’s health issues. Health education is provided on an 
extensive number of men’s health topics. About 6000 people have accessed the service since 
inception.

See http://www.mengage.org.au/Work-Effectively/Accessible-Health-Care/MERV---The-Men-s- Educational-
Rural-Van.aspx

OzHelp Foundation: Tradies Tune-
Up program

Directed at men in construction, mining and trades, the tune up is run at locations such as 
hardware stores/worksites to assist workers identify their health issues tests conducted include: 
cholesterol check, blood pressure, weight, waist, depression, stress, BSL, nutrition check, and 
assessment of smoking and alcohol behaviour.

Time and resource intensive; perpetuates hegemonic masculinity stereotype which is 
problematic with many men; little emphasis on follow-up.

See http://media.hia.com.au/emails/whatsnew/ACTSNSW/documents/2013/OzHelp/OzHelp%20Tradies%20
Tune%20Up%20Program.pdf

Penrith City Council: Men-Friendly 
Seminar

Seminar coordinated by Penrith City Council following recognition that men in the area needed 
more assistance in accessing available services such as housing, crisis accommodation, legal 
assistance and other essential services. The Council adopted the services of Dr Richard Fletcher 
of the University of Newcastle to provide advice and training on ways to structure services to 
become more ‘friendly’ to men and boys (e.g., to ensure that services provided were developed 
with consideration of the needs of men and boys, as well as women and girls). The seminar 
provided an overview of new research about the biological, social and psychological roles of 
men as individuals and as fathers that can help to inform services about male-friendly design 
practices.

Pit Stop Men’s Health Check [16] Probably the most well-known of the men’s health initiatives. Originally an initiative of the 
Gascoyne Public Health Unit in Western Australia. It is a health promotion intervention strategy 
aimed at increasing men’s awareness of health issues, preventative strategies and encouraging 
better use of GP services. Now licenced to other users in most states and used in various events 
that attract men, it uses a ‘mechanical analogy’ and a series of ‘stations’ to interest and educate 
men about their health. Stations include: Chassis check (hip to waist ratio), Torsion (flexibility), 
Exhaust (smoking) , Fuel additives (alcohol consumption), Oil pressure (blood pressure), Spark 
plugs (testicles), Duco (skin cancer), Extractor (colorectal cancer), Shock absorbers (coping 
skills).

The overall environment is non-medical and usually hosted at events like field days to provide 
a comfortable and fun learning environment [55].The program begins by offering participants 
to measure their ‘roadworthiness’ through attending nine stations staffed by health mechanics. 
The aim is for participants to pass all nine stations and be presented with a registration or 
roadworthy sticker, however, if two of more of the stations are failed they are presented a ‘work 
order’, stating the areas which require some further attention before they are roadworthy [49]. 
Kit provides mechanism for reminders for participants with identified issues.

The program has had success in bringing in participants at local field day sites and male health 
events, furthermore has led to increased awareness of men’s health and the need for men to 
take a proactive approach in bettering their health [49].

Overall the program has had positive reviews for its informal approach and technique of 
engaging men in health. Limitations of the program however have been the fear that men 
would use it instead of a full health check and the lack of privacy when implemented at crowded 
sites [50]. Program is time and resource intensive and perpetuates hegemonic masculinity 
stereotype, which is problematic with many men.

See http://www.wacountry.health.wa.gov.au/index.php?id=620
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PROGRAM NAME DESCRIPTION/COMMENTS

S.P.I.R.I.T / Spirited Men [32] Funded by Hills Mallee Southern Regional Health Service and later, the Department of Health. 
Community development approach to addressing the needs of the Indigenous men. Sessions 
by diabetes educators, drug and alcohol services, QUIT, dieticians and mental health workers for 
Indigenous men. Included programs to deal with drugs and alcohol, and anger management.

The Clontarf Foundation The Clontarf Foundation is a not-for-profit organisation improving the health, employment, 
education and life skills of Australia’s teenage Aboriginal and Torres Strait Islander males. 
Football is used as the incentive although the initiative is not a sporting program. The program 
has academies in all states except Queensland. An academy is formed in partnership with the 
local school, and focusses on encouraging behavioural change, developing positive attitudes, 
assisting students to complete school and secure employment. Promotes development of 
values, skills and abilities to assist boys to achieve better life outcomes.

See http://www.clontarf.org.au/

VicHealth: Engaging Men In Health 
Seminar

Resource from seminar conducted in association with Men’s Health Week in June 2011 and 
entitled Engaging Men in Healthcare. This resource features presentations, audio and audio 
transcripts from Peter Strange and Greg Malcher. The resources offer insight and advice from 
two leading men’s health professionals about practical ways to better engage men in health. This 
follows on from the work done to produce the Victorian Men’s Health Strategy that advocates 
for a collective approach to balancing the needs of men and the approaches of services.

See http://www.mengage.org.au/Work-Effectively/Engaging-Men-In-Health/VicHealth-Engaging-Men-In-Health-Seminar

SALUTOGENIC APPROACHES
A partnership framework that utilises existing community infrastructure to bring groups together in a ‘safe’ environment to develop 
personal self-help, self-care, social support, resilience, life and stress coping skills

GPs4Men [13] The Australian GPs Network for Men’s Health (GPs4Men) was formed in late 2003 in response 
to a lack of policy and funding for men’s health, and the absence of a mechanism for GPs and 
divisions of general practice to exchange information and ideas about men’s health. There 
are over 70 individual GP members and 24 divisional members. The mission of GPs4Men is 
to improve the health of men both nationally and individually. GPs4Men’s aims include policy 
development via engagement with key stakeholders including the Royal Australian College of 
General Practitioners (RACGP), Australian Medical Association (AMA) and Australian Divisions of 
General Practice (ADGP).

See www.racgp.org.au/afp/200501/200501malcher.pdf

Men’s Sheds [34] Grass roots, primary health care initiative now ubiquitous throughout Australia. Demonstrates 
community development principles addressing social and economic determinants of health, 
particularly related to social connectedness, renewal of purpose, identity and self-esteem for 
a primarily, older group of men. Generally, community-based, non-profit, non-commercial 
organization accessible to a broad cross-section of men. Primary purpose of men’s sheds is 
the provision of a safe and friendly environment where men are able to socialise or work on 
meaningful projects at their own pace in their own time in the company of other men. A major 
objective is to advance the social and emotional well-being of members.

Australian Men’s Sheds Association http://www.mensshed.org

Positive Images of Men’s Health 
Pilot Project [34]

Aimed to raise awareness of men’s health and wellbeing through a positive approach to men 
and their health. Coordinated by Migrant Health Service of Central Northern Adelaide Health 
Service. Uses a community development approach with strong emphasis on inclusion through 
arts and sport; looks for ways of connecting different projects and different groups of men.

See http://www.mengage.org.au/Work-Effectively/Communication-With-Men/Positive-Images-Of-Mens- 
Health-Pilot-Project.aspx



19

PROGRAM NAME DESCRIPTION/COMMENTS

‘Three in one’ [51] The ‘Three in One’ men’s project in Wollongong, New South Wales, was designed to provide 
a venue where men who have left employment for one reason or another can be involved in 
practical skills-based activities. The goals of the project were to: build up and enhance self-
esteem, social support and sense of purpose and community connectedness among men aged 
40 and over who were unemployed, retired or retrenched. The rationale for the project was that 
there is a link between social activity and physical health.

World United Soccer Project [32] A soccer project that aimed to provide a well-resourced and well supported activity for a 
disadvantaged group of young men between 13 and 18 years from culturally and linguistically 
diverse backgrounds. The project focussed on skills development, friendship and increasing 
social opportunities.
Coordinated by Migrant Health Service of Central Northern Adelaide Health Service.
Uses a community development approach with strong emphasis on inclusion through arts and 
sport as well as looks for ways of connecting different projects and different groups of men.

See http://www.catalog.slsa.sa.gov.au/record=b1591567

SOCIAL MARKETING APPROACHES
Applies commercial marketing techniques to achieve specific behavioural goals

Anti-smoking, 2 fruit, 5 vegetables, 
drink driving, and similar 
advertisements

Except for advertisements promoting check-ups for prostate disease most are not male specific 
but clearly aim for men as part of the target demographic. Varying sophistication and differential 
impact. Some target hegemonic masculine traits and utilise sexual imagery (testicular cancer 
advertisements)
to market their message while others r ely on ‘shock and awe’ tactics (anti-smoking, drink 
driving) using graphic imagery in an attempt to frighten their audience into behaviour change. 
The better ones target the potential detriment to positive portrayals of men (e.g. fatherhood, 
relationships and family responsibility) rather than glib, deficit, hegemonic (anti-smoking, 
obesity); these arguably are the most effective. Some still rely on shame and blame messages 
that imply you are less of a man if you don’t seek help for yourself or a friend (depression, 
matemorphosis).

Search Google – Health TV advertisements, Australia

Matemorphosis Good example of an ill-conceived social marketing approach. Humour may appeal to some but 
generally a poor example of social marketing. Anti-drink driving advertisement developed by SA 
Motor accident Commission. Uses glib, droll and boorish humour that pokes fun at stereotypical 
deficit male characters and is supposed to shame men into taking responsibility for themselves 
and others. Includes less than subtle sexual innuendo and misses the mark.

See https://www.mac.sa.gov.au/campaigns/matemorphosis
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CHAPTER 3:
CHECKLISTS

The following section proffers checklists. These checklists 
have been compiled from several referenced
sources and should not be considered exhaustive.

MALE HEALTH CHECK LISTS
The following tables provide some suggestions for regular health 
checks males might consider throughout the life course. Regular 
health checks (e.g every two years are recommended for younger 
men (up to 39 years) and more often (e.g. annually) for males 40 
years and older [52]. More frequent checks or monitoring may be 
indicated for those presenting with signs
or symptoms of disease, who have a family history of certain 
conditions (e.g. cancer, heart disease, diabetes), who are at 
increased risk of disease (e.g. Aboriginal and Torres Strait Islander 
males, gay men) or who are receiving regular drug or other 
treatment for chronic conditions.

It is important that both clinicians and patients differentiate 
screening from case finding in regard to health checks.
The RACGP defines screening as ‘the examination of asymptomatic 
people in order to classify them as likely or unlikely to have a 
disease’ and where the purpose is to detect early disease in 

apparently healthy individuals. In contrast, diagnostic tests are 
used to establish the presence of disease (i.e. case finding) and as a 
basis for treatment decisions [52].

Screening will alert the clinician to the likelihood of disease while 
diagnostic tests will confirm or exclude its presence. Monitoring, on 
the other hand, will assist in determining resolution or worsening of 
a disease process in response to treatment or watchful waiting.

Providers should refer to appropriate references for advice or 
instruction regarding the conduct of relevant health checks. 
Clinicians should also consider taking the opportunity at regular 
intervals to reinforce preventative health advice regarding common 
health conditions such as cardiovascular disease, diabetes, cancer, 
lung disease, liver and kidney disease, sexual and reproductive 
health and immunisation. Advice might be provided regarding 
cessation of smoking; maintaining a healthy weight through a 
balanced diet and regular exercise; limiting alcohol consumption 
to no more than two standard drinks per day with several alcohol 
free days each week; avoiding excessive sun exposure; using 
appropriate protective measures when exposed to hazardous 
substances or environments; safe sexual practices and other 
general advice [52].

Figure 4: Recommended Screening Procedures for Males in Age Groups from 20-49 years

20 + YEARS 30 + YEARS 40 +YEARS

Weight Weight Weight

Blood pressure Blood pressure Blood pressure

Depression1 Depression Cholesterol / lipids8

Oral hygiene Oral Hygiene Type 2 diabetes

Skin cancer2 Skin cancer Cardiovascular risk9

Sexual health3 Immunisation update Depression

Immunisation update4 (Self) testicular examination Oral hygiene

(Self) testicular examination5 Type 2 diabetes (if ATSI descent) Skin cancer

If of Aboriginal and Torres Strait 
Islander (ATSI) descent, Type 2 
diabetes6

Kidney disease7 (if ATSI descent) Immunisation update

Erectile dysfunction

Testosterone levels10

Glaucoma11

Kidney disease (if of ATSI descent)
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Figure 5: Recommended Screening Procedures for Male in Age Groups from 50 - 70 Years and Older

50 + YEARS 60 + YEARS 70 +YEARS

Weight Weight Weight

Blood pressure Blood pressure Blood pressure

Cholesterol/lipids Cholesterol/lipids Cholesterol/lipids

Cardiovascular risk Diabetes Diabetes

Diabetes Cardiovascular risk Cardiovascular risk

Osteoporosis12 Osteoporosis Osteoporosis

Glaucoma Glaucoma Glaucoma

Colorectal cancer13 Colorectal cancer Colorectal cancer

Depression Depression Depression

Oral hygiene Falls risk assessment Immunisation update

Skin cancer Oral hygiene Oral hygiene

Immunisation update14 Skin cancer Skin cancer

Erectile dysfunction Erectile dysfunction Erectile dysfunction

Prostate enlargement15 and prostate 
cancer16

Prostate enlargement and prostate 
cancer

Prostate enlargement and prostate 
cancer

Testosterone levels Testosterone levels Testosterone levels

Kidney disease Immunisation update Respiratory function

Respiratory function Respiratory function Eye check (every 2 years)

Eye check (every 2 years) Eye check (every 2 years) Hearing check (every 2 years)

Hearing check (every 2 years) Hearing check (every 2 years) Kidney disease

Kidney disease

1 Depression – higher risk individuals include those with a personal or family history of 
mental health, substance abuse or socio-economic disadvantage or recent crisis.

2 Skin cancer – higher risk individuals include those who report high exposure to UV 
radiation during childhood and adolescence; repeated exposure (e.g. work related) or 
‘solariums’; history of severe sunburn; light complexion; previous non-melanoma skin 
cancer; personal or family history of melanoma; large number of moles or unusual 
types of moles; immunosuppressed individuals.

3 STI – higher risk associated with unprotected sex, multiple partners, history of STIs, 
drug or substance abuse, serial monogamy, gay or bisexual orientation, Aboriginal or 
Torres Strait Islander descent.

4 Immunisations – e.g. tetanus booster every 10 years, influenza vaccine, hepatitis B, 
pneumovax (if ATSI), varicella, mumps as required.

5 Testicular cancer – higher risk associated with undescended testicles or abnormal 
testicle development; family history of testicular cancer; age – testicular cancer affects 
teens and younger men, particularly those between ages 15 and 34, however, it can 
occur at any age; race – testicular cancer is more common in white men than in black 
men.

6 Type II Diabetes – increased risk associated with older age; family history; 
overweight or obesity; poor diet, physical inactivity; Asian, African, Afro- American, 
Middle East , Southern European or Aboriginal or Torres Strait Islander descent; history 
of smoking; high blood pressure.

7 Kidney disease - increased risk associated with overweight and obesity, physical 
inactivity, poor diet, smoking, high blood pressure, impaired glucose regulation.

8 High cholesterol – increased risk associated with smoking, overweight or obesity, 
poor diet (foods high in saturated fats), physical inactivity, high blood pressure, 

diabetes, family history of heart disease.

9 Heart disease – increased risk associated with smoking, overweight or obesity, poor 
diet (foods high in saturated fats), physical inactivity, high blood pressure, diabetes, 
family history of heart disease, kidney disease.

10 Testosterone deficiency affects about 1 in 20 men under 67 years old and 1 in 10 of 
men older than 60 years. For more information see https://www.andrologyaustralia.
org/wp-content/uploads/Factsheet_AndrogenDeficiency.pdf

11 Glaucoma – increased risk associated with elevated internal eye pressure, family 
history, diabetes, heart diseases, high blood pressure, hypothyroidism, eye injury, long-
term corticosteroid use.

12 Osteoporosis – increased fracture risk with increasing age, maternal history of hip 
fracture, small frame, thyroid disease, hyperparathyroidism, gonadal insufficiency, 
coeliac disease, chronic kidney disease, physical inactivity, chronic corticosteroid use

13 Colorectal cancer – increased risk associated with increasing age, a history of bowel 
cancer or polyps; family history of bowel cancer, adenoma or gynaecological cancer; a 
history of inflammatory bowel disease. Note National Bowel Cancer screening initiative 
currently conducts test at age 50, 55, and 60 only.

14 Immunisations – e.g. tetanus booster every 10 years, influenza vaccine, hepatitis B, 
pneumovax (if ATSI, or otherwise as per GP recommendation), varicella, mumps as 
required.

15 Prostate enlargement – increased risk associated with increasing age (rare under 
age 40 years; 1 in 40 by 50 years; 50% in > 70 years), family history; American and 
Australian men, less common in Chinese, Indian and Japanese men.

16 Prostate cancer – increased risk is associated with increasing age, family history and 
African ethnicity.
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Figure 6: Engagement Factors for Male Health Promotion Programs

OPTIMISING MALE ENGAGEMENT IN HEALTH PROMOTION PROGRAMS

ENGAGEMENT FACTORS [1, 2, 17, 18, 21, 27, 53]

Programs should take a gendered approach that acknowledges the influence of biology, sociobiology, neurobiology, social 
determinants and social constructs that play a role in male perception and experience of health and in health seeking 
behaviour.

Avoid gimmicks, formats or media that perpetuate notions of hegemonic masculinity or exploit sexual imagery as a means of 
engaging males. Simple respectful attention to need, health priorities, relevance, context, intent, themes, language, materials 
and settings generally ensure males will engage with health promotion programs because men are generally concerned 
about their health and the impact that ill-health has on broader aspects of their lives.

Avoid promotional activities that promote ‘blame and shame’ or attempt to ‘frighten’ people into behaviour change.

Consider settings that are conducive to male participation, but also contextual. For example, work place settings may be 
suitable for screening activities whereas pubs and clubs lend themselves more to informal information or discussion sessions.

When programs seek to offer screening activities, ensure privacy and confidentiality remain paramount considerations for 
participants.

Use respectful, non-judgemental, non-deficit language and graphics, including thoughtful and appropriate humour.

Printed material should not play to deficit or stereotypical male characterisations and language should be appropriate,
non-patronizing or limiting jargon; graphics should portray positive male images.

Legitimise male health seeking by emphasising the relationship between good health and other aspects of life that are 
meaningful to men, e.g. partners, family, work, recreation, retirement.

For face-to-face sessions, choose times and venues that are convenient to men; and invite partners to attend where 
appropriate. Choose knowledgeable, motivating, entertaining, (even celebrity) speakers with whom the target audience can 
relate or identify in some way.

Target male attendance by appealing to partners and family, or through education or occupational structures, or groups or 
clubs, which legitimise illness prevention and health seeking among a peer group.

Have easy accessibility for car parking and public transport. [36]

Don’t underestimate the incentive of free food and beverage; but in doing so aim for healthy selections.

Be cognisant of the different approaches to health promotion, and choose an approach suitable for the context and intent:

Gender based programs – take particular note of issues of concern for men in relation to health-seeking 
behaviour, for example, need to problem solve, privacy

Relational programs – leverage the intersection of women’s and men’s health issues or concerns, promoting 
health as important to roles of men other than as providers (e.g. fathers, husbands).

Settings based approaches – takes the program to where the men are; used to engage otherwise hard to reach 
populations or subgroups; useful for face-to-face information or screening type activities.

Salutogenic approaches – frameworks that promote community and intersectorial partnerships and promote 
existing community infrastructure to bring groups together in a ‘safe’ environment to develop personal self-help, 
self-care, social support, resilience, life and stress coping skills, e.g. men’s sheds.

Social marketing approaches – the application of commercial marketing techniques to achieve specific 
behavioural goals; more suited to public health campaigns that use print, radio, television, internet and social 
media. Avoid programs that promote deficit views of males or negative stereotypes, hegemonic masculine traits, 
or that use sexual imagery, blame and shame or ‘fright’ techniques. Programs that target positive concepts 
of manhood by appealing to notions such as self-care, work-life balance, relationships, fatherhood and family 
responsibility, potential impact of loss on others, are preferred.
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Figure 7: Optimising Male Engagement with Health Services - Communication Strategies

Figure 8: Optimising Male Engagement with Health Services - Counter-Stigmatisation Strategies

OPTIMISING MALE ENGAGEMENT WITH HEALTH SERVICES

COMMUNICATION STRATEGIES [17, 23, 36]

Show acknowledgement and respect, e.g. hand shake upon arrival, eye contact.

Develop strong and comfortable body language around male service users and be comfortable with the difference in ways 
male and female clients interact with service providers.

Use non-deficit language demonstrating a respect for the importance of family relationships in men’s lives.

  Use thoughtful and appropriate humour.

Resolve health issues efficiently but complete consultations without rushing and allow time for male service users to reflect 
on a discussion.

Don’t ‘beat about the bush’, be prepared to talk honestly and respectfully about important or sensitive issues, including 
mental and sexual health; men will often respond if prompted.

Avoid jargon and communicate in clear, concise, non-judgemental, non-patronising, easily understood, empathetic style.

Provide concrete examples of how to maintain and improve health and provide appropriate written information or by 
reference to evidence based resources, to reinforce issues raised during consultations.

Ask client to make longer appointment if things need to be investigated more thoroughly or issues arise that require further 
discussion or planning.

COUNTER STIGMATISATION STRATEGIES [23, 36]

Demonstrate knowledge, competence and interest in men’s health issues.

Be knowledgeable and non-judgemental in discussing sexual, reproductive or mental health.

Avoid deficit based language and stereotypical generalisations, e.g. abusive fathers or partners; men are emotionally 
challenged; are disinterested in their health; are under-involved in home activities or their children.

Address men’s health needs using non-deficit approaches; use positive notions not only of individual benefit but also of how 
benefit to family, relationships, community.

Support training for staff to better engage and work with males.

Encourage and legitimise health seeking behaviour.

Provide men with a health questionnaire to aid in identification of health issues or concerns and to prompt discussion or 
planning.
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Figure 9: Optimising Male Engagement with Health Services - Environmental Strategies

ENVIRONMENTAL STRATEGIES  [16, 17. 23, 36, 37]

Redecorate services to create a gender neutral environment and include men’s health posters and other information 
demonstrating the practice has an interest in male health.

Provide a range of men’s reading materials, e.g. sport, hobby, fishing, boating, woodwork, men’s health.

Review policies that specifically identify positive ways of working with and better targeting male clients.

Depict positive images of men in promotional material, including non-stereotypical images of men, e.g. with women and 
children, environment work, charity work.

Provide services outside of normal working hours, e.g. evening or weekend clinics.

Scheduling male only health clinics with male health workers.

Employ male staff to cater for male health clinics and programs, men tend to feel more comfortable working with other 
males.

Ensure attention to issues of privacy and confidentiality, including in policies and procedures and staff training.

Ensure culturally safe environments when dealing with men of different ethnic backgrounds.

Make provision for longer appointments and time for men to reflect on advice within consultations.

Encourage men to ring before appointment to check waiting times.

Consider providing services/clinics where men congregate, e.g. pubs, football clubs, workplaces [16, 40]

Bulk bill where possible, particularly for disadvantaged groups. [15]
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