
 ➲ Despite three decades of adverse statistics, 
male health policy or rather the lack of it, 
continues to fail the Australian male

 ➲ Research continues to demonstrate a 
disproportionate gender differential in death 
and illness for males in Australia

 ➲ The National Male Health Policy (NMHP) 
released in 2010 lacks endorsement, an action 
plan or adequate funding by the current 
Federal Government

 ➲ No Australian State or Territory Government 
has a specific, active male health policy

 ➲ Neither the Federal Government or any 
Australian State or Territory governments 
have administrative structures that cater 
specifically for the needs of men and boys. 
Conversely Offices for Women exist in every 
State and Territory and at the National level

 ➲ Males have a shorter life expectancy, higher 
rates of death from most non-gender specific 
causes across all age groups and a higher 
lifetime risk of many cancers and chronic 
conditions

 ➲ Standardised mortality rates indicate 23,000 
excess male deaths per annum compared 
with women

 ➲ The leading causes of male deaths in Australia 
are ischaemic heart disease, cancers, 
respiratory system disease, prostate and 
lymph system disease, cerebrovascular 
disease, suicide and endocrine disorders, 
which together account for about 60% of 
male deaths

 ➲ Males account for 93% of all work-related 
fatalities

 ➲ Males account for three quarters of completed 
suicides nationally

 ➲ Those most at risk of premature death and 
illness include Indigenous males, males from 
rural and remote areas, those with blue collar 
backgrounds, males with mental illness, 
war veterans, gay, transgender and intersex 
people, males with disabilities, socially isolated 
and non-English speaking males

 ➲ Key risk factors include socioeconomic 
disadvantage, social isolation, smoking, high 
blood pressure, overweight and obesity, low 
levels of physical activity, high cholesterol, 
alcohol and substance abuse, poor diet, risky 
health behaviour and occupational exposure 
to hazards

 ➲ About half of males aged over 15 report 
health concerns, with the leading causes 
of years lost to disability being anxiety or 
depression, Type 2 diabetes, adult onset 
hearing  loss, asthma and dementia

 ➲ Almost two thirds of males have big gaps in 
their health knowledge

 ➲ Mental illness over the life course affects just 
under half of the Australian male population; 
about 1 in 6 males reported experiencing a 
mental illness in the previous 12 months

 ➲ About one third of males report reproductive 
and sexual health issues

 ➲ Sexually transmitted diseases are still 
common, particularly amongst Aboriginal 
males

 ➲ Males experience 70% of work related injuries

 ➲ Government research funding for male health 
is about one quarter of that allocated for 
women’s health
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While  
the average life expectancy 

of Australian males is high by international 
standards, they still suffer from unacceptably 
high rates of preventable chronic diseases 
and account for a disproportionate burden 
of most non-sex specific diseases including 
mental illness, cardiovascular diseases and 
cancer. Males account for the majority of 
deaths from suicide and injury as well as from 
vehicle accidents and occupationally related 
causes of death and injury. Selected sub-
groups of males fare worse than the ‘average’ 
male. Standardised mortality rates point 
to over 23,000 excess male deaths per year 
compared with women, most of which are 
from preventable causes. The watershed 2010 
National Male Health Policy has languished 
with lack of funding and limited endorsement 
by the current Government means there are 
precious few policies at State or National level 
that specifically promote or address the health 
needs of men and boys. Policy, practice and 
funding, including for research, is urgently 
required if there is to be any improvement in 
the parlous state of male health in Australia in 
the 21st century. 

The policy vacuum
In 1988 the Health For All Australians report noted 
that: 

“Men in Australia die from nearly all non-sex-
specific leading causes at much higher rates than 
do women …” and that … “These differences 
in health status largely reflect the prevalence of 
preventable factors.” 1

It seems that despite three decades of statistics, 
male health policy or rather the lack of it, continues 
to fail the Australian male 2. 

Moreover, five years after the release of the 2010 
National Male Health Policy (NMHP), Australian 
males are bereft of administrative structures in 
any State that cater for their specific concerns. 
Conversely, an Office for Women or equivalent 
exists in every State and Territory as well as at the 
national level.

Although a watershed for male health at the 
time, the NMHP now languishes due to lack 
of endorsement, planning and funding by the 
current Federal Government. Moreover, at the 
time of writing, no Australian State or Territory 
Government has a specific active male health 
policy. These circumstances leave a clear, distinct 
policy vacuum at State and national level to 
address the health needs of men and boys. 

Health determinants
Non-biological factors are fundamentally important 
determinants of male death and illness .3,4,5 
There is a complex interplay of factors including 
socioeconomic, cultural, ethnic, educational, 
environmental, occupational, psychological and 
social elements. 

At the practical level, the most telling determinant 
of a man’s health is where he is situated on the 
social gradient. Increased affluence is generally 
associated with better health outcomes. 
Males from low-income households living in 
disadvantaged areas with lower educational 
attainment and employed in blue-collar jobs 
generally report the poorest health. They are more 
likely to report chronic disease, be overweight 
or obese, smoke and drink to excess, have a diet 
poor in fruit and vegetables, exhibit poor health 
behaviours and have lesser access to health 
services.2 

Almost two thirds of males have deficiencies 
in health literacy, with males from poorer 
backgrounds generally demonstrating the lowest 
levels.6,7,8
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While changing the socio-economic circumstances 
of the most disadvantaged in the community is 
no easy task, many of the risk factors common to 
both fatal and non-fatal disease are preventable 
and susceptible to intervention. Smoking, high 
blood pressure, overweight and obesity, low levels 
of physical activity, high cholesterol, alcohol,  poor 
diet, risky health behaviour, social isolation and 
occupational exposure to hazards, are all amenable 
to change.9 These are areas where concerted, 
male-oriented action is warranted.

The not so average male
Although the life expectancy for Australian males 
is high by international standards, there remain 
significant differences in life expectancy for 
different groups of males. 

Australian males living in regional, rural and remote 
areas die on average about 3 – 4 years earlier 
than their urban cousins, primarily due to socio-
economic disadvantage, lifestyle factors and lesser 
access to medical care.6,8,10

Indigenous men have a life expectancy at least 
11 years less than non-Indigenous men, mostly 
as a consequence of significant socio-economic 
disadvantage, drug and alcohol abuse, cultural 
dislocation and poor service access.11

Other groups of males at high risk of premature 
death and early onset of chronic disease include 
those with mental illness, war veterans, gay, 
transgender and intersex people, socially isolated 
men, men from blue collar backgrounds and non-
English speaking males.2,6 The NMHP advocates a 
social determinants approach and health equity 
for subgroups of males. However, apart from 
support for Men’s Sheds, a few reports on the 
status of men’s health and overdue funding for a 
longitudinal study of male health, its rhetoric is not 
matched by specific action or funding at National 
or State levels.

Excess death and ill health
Research consistently demonstrates a 
disproportionate sex differential in death and 
illness for males in Australia. Males have a shorter 
life expectancy, higher rates of death from most 

non-sex specific causes across all age groups and 
a higher lifetime risk of many cancers and chronic 
conditions.8,12,13 Standardised mortality rates point 
to over 23,000 excess male deaths per year, most 
of which are from preventable causes. 

The leading individual causes of Australian male 
death are ischaemic heart disease (IHD), cancer, 
respiratory system disease, prostate and lymph 
system disease, cerebrovascular disease, suicide, 
and endocrine disorders.8 These causes account for 
approximately 60% of all male deaths14 and point 
to potential priority areas for male health policy 
and planning. 

In addition to deaths, about half of the male 
population over 15 years of age report health 
concerns. Reporting rates increase with age, 
corresponding with increasing incidence of chronic 
conditions as males age.15 

The leading causes of years lost to disability  
(i.e. non- fatal disease burden) are anxiety or 
depression, Type 2 diabetes, adult onset hearing  
loss, asthma and dementia.10 The causes of these 
conditions are largely preventable and therefore 
amenable to targeted intervention.
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Mental health
Poor psychological health is associated with 
increased risk of chronic disease,16 poorer lifestyle 
choices, higher rates of physical illness, lower 
education attainment, lower productivity and 
income, poorer personal relationships, social 
isolation and general reduced quality of life.16,17

Men suffer a significant burden of mental illness, 
which over the life course affects just under half of 
the Australian male population; about 1 in 6 males 
report experiencing a mental illness in the previous 
12 months.18 The most commonly reported 
disorders are anxiety and depression, substance 
use disorders and affective disorders.19 Males 
account for three quarters of completed suicides 
nationally which equates to about four suicides per 
day, a continuing and alarming statistic. 

Males in rural and remote regions, particularly 
young men, are more likely to commit suicide than 
their urban counterparts20,21 and are less likely to 
have sought professional help prior to the act.22,23 
This suggests that mental health disorders in males 
may be under-recognised, under-diagnosed and 
under-treated.24 Accordingly mental health remains 
a key target for improvement with regard to men’s 
health.

Social isolation
The male experience of social inclusion as well as 
social control and cohesiveness are also important 
determinants of social and emotional wellbeing, 
health and longevity. There are a number of studies 
demonstrating that the absence of meaningful 
social relationships poses health risks comparable 
to factors such as smoking, alcohol, high 
cholesterol, poor diet and lack of exercise.44,45,46,47   
Links have been demonstrated between low social 
support and rates of depression and suicide. Older, 
retired, single (including separated and widowed 
men) and rural men are at particular risk. Screening 
for indicators of social isolation and strategies 
that promote socialisation for at-risk men ( e.g. 
through service clubs, men’s sheds) may be just as 
important a strategy for improving male health as 
are medical interventions.25,26,27,28,29,30,31

Sexual & reproductive health
About one third of males report at least one 
sexual and reproductive health issue with erectile 
dysfunction, lower urinary tract symptoms and 
prostate disease being the most common.32 
Prostate cancer is the fourth leading cause of 
death for males and the second leading cause of 
cancer, yet many men have limited awareness of 
the prostate, its function or the range of conditions 
affecting it.33,34,35 There is still much public (and 
clinician) confusion regarding the utility of 
screening, investigation and treatment of prostate 
cancer; significant research is still required.36,37

Sexually transmitted diseases are still common 
and responsible for significant long-term morbidity 
and mortality, mostly in males and particularly 
Aboriginal males. Sexuality, demographic and 
socio-economic characteristics together with 
frequency of other risky behaviours are key 
contributors.8,38

Possible strategies to address sexual and 
reproductive health issues include education 
directed at the general public and health 
professionals; opportunistic enquiry about 
reproductive health as part of a general health 
assessment, including with older men; and 
encouraging general practitioners to initiate 
discussions with older patients about sexual health.
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Work health & safety
The most dangerous, deadly and health-
diminishing work in Australia is overwhelmingly 
performed by men, so it is no surprise that males 
experience 70% of the burden of disease related 
to work related injury.34 Although the incidence 
of work related fatalities has decreased by about 
25% over the last decade or so, nationally about 
15 serious workplace injuries occur every hour and 
at least one work-related death occurs every other 
day with males accounting for 93% of all work-
related fatalities.39 Clearly more needs to be done 
to correct this parlous state of affairs.

Health service utilisation and heath seeking
Gender (masculinity) and gender socialisation 
(manhood) affords males a different experience of 
health and serves to both prescribe and limit their 
lives. For many, the gender-based characteristics 
of strength, resilience, independence, self-reliance, 
need for control, and problem-solving act as 
barriers to health-seeking. Cultural stereotypes also 
augment male reticence for seeking out screening 
and preventive health care. 

Research suggests that many males have a 
functional view of health, not seeking help until 
the problem is shown to clearly impact on physical 
function. Many are disposed to self-monitoring, 
seeking information from different sources before 
coming to an informed decision about whether 
to seek help. They often display indirect health 
information seeking, viewing friends, partners and 
other repositories as sources of health advice until 
function is clearly impaired, when they then seek 
professional help.40,41,42,43,44

A common consequence is lesser engagement 
with illness prevention and health promotion 
programs.43,44,45,46,47,48 and lower utilisation of health 
services, particularly for chronic disease, sexual 
and reproductive health and mental health.40
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Research spending

Strategies need to actively encourage health 
service utilisation by legitimising health-seeking 
behaviour as fundamental to perceptions of male 
health and illness. There is a need for health 
promotion programs that are male orientated and 
which specifically target males. 

Health services and providers need to be cognisant 
of particular physical, sexual and mental health 
issues that concern men as well as the social, 
geographic and cultural barriers that sometimes 
limit their engagement with health services. 

Health professionals also need a better 
understanding of factors influencing male health 
and health seeking behaviours and guidance in 
how to better structure clinical and management 
practices to encourage engagement of males. 

Clinicians should be attuned to differences in 
the way males express health concerns and the 
different symptomatology associated with certain 
conditions. They need to be more opportunistic 
in exploring sensitive issues, including sexual and 
reproductive health and mental health, particularly 
in the case of marginalised groups of males. 

If there are to be strategies that address the 
socio-economic determinants most responsible 
for poor male health, a wider and more strategic 
commitment from departments other than 
health is required. When the siloed structures 
of government institutions limit cross-sectorial 
change, interventions need to be broken down 
into more manageable initiatives that fit within 
existing government departmental boundaries and 
capacity.51

Government research funding for male health 
lags significantly behind that for female health. 
Since 2003 NHMRC funding for research relating 
to men’s health has been about a  quarter of 
that provided for women’s health.49 Building the 
evidence base on male health is crucial. Identifying 
the determinants (individual and social) and the 
causal pathways for good and poor health in males 
in general and in specific sub-groups of males 
will allow resources and effort to be dedicated to 
activities where the most benefit can be gained.  To 
accomplish this will require dedicated inter-
disciplinary and multi-method research into male 
health, but also require undertaking evaluation of 
both current and future projects and interventions. 

What next ?
The aforementioned draw attention to some of 
the key issues affecting the health of Australian 
males.  The persistence of these issues warrants 
as a priority the re-affirmation of the National 
Male Health Policy together with development, 
promulgation and funding of commensurate State 
and Territory policies. Moreover, and in keeping 
with the key tenets of gender equity in health, 
health and research resources corresponding to 
the demonstrable needs associated with poor male 
health should be made available by policy makers, 
planners and service providers alike. 

Rather than the general “one-size fits all” 
approach to addressing these issues, male-specific 
prevention strategies that take into account men’s 
differential vulnerabilities, including for sub-groups 
of males at special risk, are more likely to be 
effective than those that do not.25,26,43

In order to address issues regarding health service 
use and perceived barriers to male health-seeking, 
we need a better appreciation – including through 
research – of the factors that act as obstacles to 
male health-seeking and health service utilisation. 
Moreover, policy, health services and health 
promotion programs need to better accommodate 
the differing social constructs for males and 
acknowledge the factors influencing their health-
seeking behaviour.40,41,44,50
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