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Introduction

About the Men’s Health Information & Resource Centre

The Men's Health Information & Research Centre (MHIRC) at the University of Western Sydney designs, develops and 

supports research and projects which contribute to the enhancement of the health and well-being of men and boys in a 

variety of contexts:

• the workplace

• family relationships

• access to health and social support services.

One such project is The Shed, a drop-in centre for men at Mt Druitt. The Shed provides non-judgmental support and assis-

tance to men. It is particularly concerned with men in their 20's, 30's and 40's with a focus on Indigenous men and other 

local sub-populations. The goal of the service is to help build on and enhance the resilience of young adult males experi-

encing crises, and who may be vulnerable to self-harm and suicide.

The Shed, Mt Druitt Health Minister Tony Abbot visits The Shed Aboriginal Cultural Worker Teddy Hart with client at The Shed

MHIRC also aims to:

• promote awareness of the diversity of experiences and cultural contexts of groups of men and boys

• contribute to the development of policies and services in government departments and other agencies which 

support the well-being of men and boys

• promote positive images of men and boys.
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Executive Summary
MHIRC welcomes this opportunity to make a submission to the Select Committee on Men’s Health. This submission is 

drawn from the broad knowledge-base of the only specialised men’s health unit at any Australian university. It inten-

tionally does not outline the well-known statistics evidencing the relatively poor state of men’s health in Australia, as 

these are widely available (see, for example, the Department of Health and Ageing’s “Development of a National Men’s 

Health Policy: Summary of Men’s Health Issues”)1. It does, however, address each of the four specific areas identified by 

the Senate Select Committee, and provides considerations that contribute to an understanding of each area. It also pro-

vides recommendations in relation to each area of concern.

The initial section clarifies definitions and principles that are central to any analysis of male health, as well as emphasis-

ing the dire health situation of Indigenous males in Australia. It underscores the fact that male health and illness is not 

only, or even mainly associated with male biology, but with the differing life experiences and social contexts of males.

Level of Commonwealth, state and other funding addressing men’s health, particularly prostate cancer, testicular 

cancer and depression

The relatively low level of attention given to male health over many years has resulted in shortfalls in knowledge about 

male-specific conditions such as those listed by the Committee, as well as non-gendered health issues in which males are 

over-represented, such as cancer, heart disease and injury. 

Significant investment in research into certain areas suffering a knowledge-deficit (prostate cancer, depression and sui-

cide) is needed. Other conditions such as testicular cancer will require little in funding, as the primary activity needed is 

simply awareness-raising for the at-risk group of young males about the use of testicular self-examination (TSE).  

Research funding levels for male-specific problems indicate that these have not been accorded the attention they merit in 

relation to burden of disease and death rates in Australia. Aside from ensuring funding for specific clinical studies, a 

major national longitudinal study into male health that parallels the excellent National Women’s Health Study is re-

quired to ensure better understanding of the factors involved in preventing, treating and ameliorating male health prob-

lems.

Adequacy of existing education and awareness campaigns regarding men’s health for both men and the wider com-

munity

Numerous laudable initiatives by individuals and community organisations exist, such as Aboriginal Men’s Groups in 

all states and the Mobile Education & Resource Van (MERV) in western New South Wales. It is not yet known which 

educationally-oriented services are the most effective with specific sub-populations of males. It may be that adaptations 

of successful initiatives to other areas could benefit males, but this will require more attention to the evaluation of prom-

ising projects. 

One area of inadequate awareness is in formal education. No existing curricula for the range of health and welfare pro-

fessions that work with males contain any content that assists in developing skills to better engage with males. 

Prevailing attitudes of men towards their own health and sense of well-being and how these are affecting men’s 

health in general

The suggestion that men themselves are a significant part of their own health problems is misleading. Adopting this hy-

pothesis uncritically could result in an unwarranted emphasis on health-risk behaviour change. For example, women 

and children are also contributors to the current obesity epidemic, but simply informing people of health risks does not 

lead to better health outcomes for most people. Rather, altering the social context (such as through preventing sales of 
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lollies and sweetened drinks in schools; encouraging a wider and healthier range of choices in fast food outlets) promises 

better outcomes.

Males do use health services at a lower rate than females, but this could indicate that females are using some services at a 

higher rate than is warranted – the “worried well” phenomenon. Simply exhorting men to access doctors more does not 

necessarily mean better health outcomes, although it will mean greater costs to the public purse and to the individual. 

Rather, better understanding by men of common physical and mental health problems may help ensure an educated and 

appropriate use of primary care and specialist health services.

A further consideration is that services themselves are not always “male-friendly”, and simply encouraging males to use 

such services will be of little use. Some recent government initiatives, such as the presence of nurse practitioners in GP 

clinics, may reduce both costs and waiting times, and thus be of importance in ensuring male use of primary care sup-

port. Similarly, the new “superclinics” may attract more men as a result of extended opening hours.

The extent, funding and adequacy for treatment services and general support programs for men’s health in metro-

politan, rural, regional and remote areas

The range of treatment and support services that could improve male health are inadequate in most parts of Australia. 

Obviously, those men and boys in rural and remote areas face additional difficulties in obtaining suitable health care, 

and face differing patterns of illness and health risk.

Portfolio areas other than the Department of Health & Ageing that can contribute to developing positive male health 

need some consideration. Preventing injury at work, supporting fathering, and improving educational retention for boys 

all have a part to play in contributing to better male health.

In conclusion, this submission outlines various social determinants that lead to many Australian males experiencing rela-

tively poor health outcomes and proposes actions that could be considered by the Committee to improve these out-

comes. Properly addressing the health needs of males would very likely lead to improved health and social outcomes for 

not only men and boys, but also women and girls, families and communities.
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General issues related to the availability and effectiveness of 

education, supports and services for men’s health

What is “men’s health”?

When people think of “men’s health,” they often think about the more publicised issues of prostate cancer, testicular 

cancer and male depression (thanks in part to the incredibly successful Movember2 fund-raising and health-promotion 

campaign). However men’s health is much more than this.

A strength-based approach to men’s health

Men’s health is about wellness, not just illness. This approach has been described as strength-based or salutogenic, rather 

than pathogenic. It is, in other words, that men’s health is not just about male-specific reproductive illnesses such as 

prostate cancer and erectile dysfunction, nor just about the negative sociology of maleness associated with male suicide, 

men and relationship breakdown, etc. A strength-based approach seeks to find out what is health-enhancing in the con-

texts of men’s lives: their physical, emotional, social, psychological, spiritual and cultural environments. As such this 

approach emphasises prevention rather than cure.

The social determinants of men’s health

A variety of factors influence people’s health, 

including genetics, conditioning and personal 

behavioural choices. However, a growing body of 

research evidence shows that health and illness 

is, to a large extent, influenced by our environ-

ment or context. This research provides us with 

an expanded notion of the environment, beyond 

the traditional and still important concerns with 

water, air, etc. Influential factors in the human 

environment over which individuals often have 

little control – the cultural, political, economic, 

psychological and spiritual contexts of our lives – 

are known in the literature as the social determi-

nants of health. They influence our lives in pro-

found ways, either to build and strengthen mental and physical health or to threaten it. They shape morbidity and mor-

tality patterns. And there is increasing evidence that behaviours and the possibility of individual behavioural change are 

largely influenced by these social determinants. The World Health Organisation (WHO) has vigourously promoted the 

social determinants of health approach, firstly in Europe3 and more recently with a global perspective4. Men’s health has 

also been examined using this approach5.
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3 World Health Organisation, 2003, The Solid Facts: The Social Determinants of Health, WHO, Geneva 
http://www.euro.who.int/document/e81384.pdf

4 Marmot, M, 2005, “Social determinants of health inequalities”, in The Lancet, Vol. 365, Issue 9464, pp. 1099-1104

5 Macdonald, J, 2006, “Shifting paradigms: a social-determinants approach to solving problems in men's health policy and practice”, 
in Medical Journal Of Australia, Vol. 185, No.8, pp. 456-458 
http://www.mja.com.au/public/issues/185_08_161006/mac10104_fm.pdf 



While not limiting the number of social influences, the WHO highlights the importance of some: the social gradient, 

stress, social inclusion, employment and social support. These are relevant to the issue of men’s health because they are 

experienced in different ways by women and men. The International Commission on the Social Determinants of Health 

recently released its final report in which gender featured prominently6. The Australian Institute of Health and Welfare 

(AIHW) also notes the importance of the social determinants7. The seminal work of the WHO, The Solid Facts, refers to 

the “limited effect” of “exhortations to individual behaviour change” and says:

 “We do…emphasise the need to understand how behaviour is shaped by the environment and consistent with 

approaching health through its social determinants, recommend environmental changes that would lead to 

healthier behaviours.”8

The AIHW also suggests that a focus on individual behaviour change is not enough. For example, while introducing a 

section on the issues of smoking, exercise and alcohol, the AIHW stresses that “Health behaviours can be influenced by 

any number of other determinants in combination with a person’s individual makeup. For example, the level and pat-

tern of physical activity can reflect a person’s preferences modified by cultural and family influences. It can also be influ-

enced by climate, availability of space for exercise, and an individual’s personal resources”9. Berkman and Kawachi also 

call for a “shift in understanding – specific behaviours once thought of as falling exclusively within the realm of individ-

ual choice occur in a social context.”10

A life course approach

Any analysis of men’s health should take a life course approach. This approach 

explores the distinctive series of roles and experiences that an individual pro-

gresses through from birth to death. This approach recognises key developmen-

tal and transition points in people’s lives, and the pathways between the differ-

ent life phases. This means consideration of boys in schools, the transition from 

boyhood to healthy manhood, working age demands, parenting and retirement. 

It also recognises the cumulative effects, both positive and negative, of experi-

ences over time.

What about women?

The fundamental need for a distinct and separate approach to the health of men 

and boys is not that resources have preferentially gone to women, but that 

health service provision has been less than adequate at identifying and address-

ing the health needs of males. A men’s health agenda has grown from wide-

spread concern among health workers engaged in front line services that health 

and other community services have not satisfactorily met men’s needs. A co-

operative approach is emerging that recognises the value to women’s health of having specific regard to male gender as 

part of a gender-based approach to health.
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7 AIHW, 2008, Australia’s Health 2008, AIHW, Canberra.

8 World Health Organisation, 2003, The Solid Facts: The Social Determinants of Health, WHO, Geneva 
http://www.euro.who.int/document/e81384.pdf

9 AIHW, 2008, Australia’s Health 2008, AIHW, Canberra, p. 131

10 Berkman, F & Kawachi, I, (Eds), 2000, Social Epidemiology, OUP, New York, p. 5



Aboriginal and Torres Strait Islander males

The situation of Aboriginal and Torres Strait Islander males is far worse than the rest of 

the male population. Between 1995 and 1997, 53 per cent of the deaths of Indigenous 

males were of men aged less than 50 years. This contrasts with deaths in the population 

of the remainder of Australian men, 75 per cent of whom live to over 65 years of age11.

The NSW Health Aboriginal Men’s Health Implementation Plan (AMHIP)12 seeks to iden-

tify and address the health needs of Aboriginal men, modelled upon the National Abo-

riginal and Islander Health Organisation definition of Aboriginal health,

"Health does not just mean the physical well-being of the individual but refers 

to the social, emotional and cultural well-being of the whole community. This is 

a whole of life view and includes the cyclical concept of life-death-life. Health 

care services should strive to achieve the state where every individual can 

achieve their full potential as human beings and thus bring about the total well-

being of their communities. This is an evolving definition."13

This approach acknowledges the effects of income, unemployment, education, housing, sanitation, transport, racism, 

imprisonment and violence as important factors impacting on the health needs of Aboriginal communities – that is, the 

social determinants of health. Furthermore, the AMHIP acknowledges the different health requirements of Aboriginal 

men and women during different phases of their life cycle, and recognises that these need to be accommodated in the 

planning and delivery of health programs.

“Past policies and practices over many generations have been instrumental in shaping Aboriginal men’s lifestyle. 

Forced removal from traditional lands and forced removal of children from families has had a devastating impact 

on all Aboriginal peoples. The role of Aboriginal men within their community and family structures has therefore 

changed dramatically as they were forced to adopt a lifestyle completely alien to their own.

“The resultant unresolved frustration and grief 

often lead to substance misuse and despair. These 

are further perpetuated by the high rates of im-

prisonment of Aboriginal men, and contribute to 

the separation and breakdown of family structures. 

If Aboriginal men are to improve their health and 

help bring about the well-being of their communi-

ties, they must once again be given the opportu-

nity to become empowered to regain their dignity, 

determination and pre-colonial state of health.”14

Recommendation: that improvements  
to the health & well-being of  Aboriginal 
& Torres Strait Islander males be a pri-
ority of  any government programs & 
that successful community initiatives 
such as Aboriginal Men’s Groups be sup-
ported & funded
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11 Wennitong, M, 2002, Indigenous Male Health, Commonwealth of Australia, Canberra 
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/health-oatsih-pubs-malehealth.htm

12 NSW Health, 2003, Aboriginal Men’s Health Implementation Plan, NSW Department of Health, North Sydney 
http://www.health.nsw.gov.au/pubs/2003/pdf/ab_mens_health.pdf

13 Swan, P, & Raphael, B, 1995, Ways Forward – National Aboriginal and Torres Strait Islander Mental Health Policy, Common-
wealth of Australia, Canberra 
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pubs-w-wayforw-toc~mental-pubs-w-wayforw-con~mental-p
ubs-w-wayforw-con-con

14 NSW Health, 2003, Aboriginal Men’s Health Implementation Plan, NSW Department of Health, North Sydney 
http://www.health.nsw.gov.au/pubs/2003/pdf/ab_mens_health.pdf



An international perspective

Only one Western English-speaking nation has adopted a National Men’s Health Policy. The Republic of Ireland 

launched the world’s first National Men’s Health Policy in January 2009. The Policy is attached as Appendix A to this 

submission. We draw your attention to the following six principles which guide the policy, and recommend that any 

government approach to addressing men’s health be based upon similar principles.

“Adopting a gender-mainstreaming approach

This policy adopts a gendered approach to men’s health and recognises gender in the context of culturally de-

fined masculine or feminine traits that are deemed to be socially appropriate to the sexes. A ‘gender-

mainstreaming’ approach recognises that gender equality is best achieved through the integration of the health 

concerns of men and women in the development, implementation and evaluation of policies, both within and 

beyond health. 

Adopting a social determinants approach 

This policy adopts a social determinants approach to defining men’s health. It recognises that social and economic 

factors, including poverty, are key determinants of the health status of men. By recognising diversity within men, 

this policy acknowledges the right of all men... to the best possible health, irrespective of social, cultural, political 

or ethnic differences. 

Adopting a community development approach 

In recognition of the fact that one’s community, defined by 

geography, culture or social stratification, is a valuable re-

source for health, this policy seeks to harness social capital 

among communities of men through a community devel-

opment approach. By adopting this approach to men’s 

health and positioning this policy within the wider social 

inclusion policy of Government, all communities... may 

be supported to achieve optimum health and well-being. 

Adopting a health promotion, preventative approach

In the context of supporting health behaviour change and reducing premature mortality among men... this policy 

calls for a gendered approach to the implementation and evaluation of health promotion policy in Ireland. It cen-

tres on three core areas – settings (e.g. workplace), populations (e.g. young men) and topics (e.g. smoking cessa-

tion) – whereby lifestyle modification is targeted via key settings and topics through a life stage approach.

Adopting an intersectoral and interdepartmental approach 

...This policy seeks to promote men’s health in synergy with other policies and services within and beyond the 

health sector. Such an approach calls for the strengthening of alliances and partnerships with the community and 

voluntary sectors, as well as with the statutory sector in areas such as education, employment, family, environ-

ment and social affairs. 

Recommendation: that any gov-
ernment approach to addressing 
men’s health include the six prin-
ciples that guide the Irish National 
Men’s Health Policy
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Tackling men’s health from a strengths perspective 

This policy endorses a positive and holistic approach to men’s health – one that addresses the underlying causal 

factors that result in men’s poorer health outcomes and that create health-enhancing environments for boys and 

men. While it is imperative not to overlook the ‘problems’, it is equally important to build on the many strengths 

of men... and to challenge men to take increased responsibility for their own health.”15

Two countries, Canada and the United Kingdom, have in re-

cent years enshrined gender equity in legislation. The United 

Kingdom’s legislation is noteworthy as it outlines an imple-

mentation process. This requires public sector agencies to pre-

pare and publish a Gender Equality Scheme showing how 

they will meet their duties and objectives under the legislation. 

Agencies then report on their achievements at the conclusion 

of the Scheme’s duration, every three years. Given that the 

UK’s legislation was only introduced in April 2007, agencies at 

this time are either in the process of developing or just com-

mencing the implementation of their individual Schemes. The 

key to the successful implementation of this legislation will be 

the degree to which actions of agencies can be clearly defined 

and specifically address the separate needs of men and women.
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1. Level of Commonwealth, state and other funding

addressing men’s health, particularly prostate cancer,

testicular cancer and depression

Health expenditure by gender

While health outcomes are the result of a range of factors, there is 

no doubt that the contributions of health research, health promo-

tion, screening, clinical services for diagnosis and treatment, and 

rehabilitation are highly influential in determining health outcomes. 

A lesser level of this range of services could be expected to lead to 

poorer health outcomes. And this seems to be the case in Australia. 

The AIHW reports that national health expenditure (allocated by 

disease) is 29 per cent higher for females than for males—$28.2 bil-

lion compared with $21.9 billion16. This discrepancy is startling 

when one considers that males are more likely to suffer from dis-

eases requiring extensive and expensive treatment. Excluding all maternal-related health expenditure still results in 

lower levels of expenditure on males17. These figures do not include areas of primary prevention, such as national cancer 

screening programs, nor female-specific community based services such as women’s health centres. However, this is an 

improvement on the situation of health expenditure in 1993-94, where expenditure on females was 34 per cent higher 

than for males18. The increased expenditure on males may have been instrumental in the improvements in male health, 

such as reduced mortality from coronary heart disease, over this period of time. 

Research funding levels by gender

Another area where lesser expenditure may impact on male health is re-

search into common conditions. The main body responsible for allocating 

funds for health and medical research, the National Health and Medical 

Research Council (NHMRC), has consistently underfunded research into 

men’s health concerns.

Recommendation: that all 
health and medical research 
should adopt a gendered perspec-
tive, considering the specific im-
pacts of  illness and disease upon 
men and women

Recommendation: that 
gendered health & medical 
research be funded in an 
equitable manner
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17 AIHW, 2005, Health system expenditure on disease and injury in Australia, 2000–01 (2nd ed) AIHW Cat. no. HWE 28, Canberra, 
http://www.aihw.gov.au/publications/hwe/hsedia00-01/hsedia00-01.pdf

18 Mathers, C, Penm, R, Carter, R & Stevenson, C, 1998, Health system costs of disease and injury in Australia 1993-4, AIHW, Can-
berra



Figure 1: NHMRC research expenditure by gender, 2000-200819.
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Issues in men’s health funding

As yet there are no comprehensive plans or policies guiding 

funding or cementing funding commitments including dedi-

cated staffing (e.g. men’s health workers) and project initiatives 

across rural and metropolitan Australia. Funding is almost al-

ways ad hoc and provided for individual programs rather than 

for co-ordinated strategies. The way men’s health is often 

funded in Australia dooms many initiatives to failure because 

of the use of short-term pilot funding rather than ongoing sup-

port. Because funding is rarely provided for comprehensive 

project evaluation, there is little data to show which programs 

are effective. The dearth of state funding for men’s health is exemplified by the size of the entire NSW Health men’s 

health budget – some $300,000 per annum. It is hoped that the Federal Government’s National Men’s Health Policy will 

address these urgent funding issues.

Generic health strategies

It is important to acknowledge the existence of a number of generic Government health strategies that benefit both men 

and women, although their incorporation of gender considerations varies. These include:

• National Preventive Health Strategy

• National Strategic Framework for Aboriginal and Torres Strait Islander Health 2003-2013

• Australian Government Implementation Plan 2007-2013

• Primary Care Strategy

• National Chronic Disease Strategy

• National Continence Management Strategy

• The National Diabetes Strategy (NDS)

• Australian Better Health Initiative

• National Sexually Transmissible Infection Strategy 2005-08

• BeyondBlue – The National Depression Initiative

• National Suicide Prevention Strategy

• National Mental Health Strategy

• National Cancer Plan

• National Skin Cancer Awareness Campaign.

However, as the terms of reference of this Committee refer specifically to prostate cancer, testicular cancer and depres-

sion, this submission will now address these areas in detail.

Prostate health

The prostate is the most common site of cancer in Australian men and the second leading cause of male cancer deaths 

after lung cancer. An estimated 18,700 new cases of prostate cancer were diagnosed in 2006 and more than 2,900 men 

died of prostate cancer in 200520. 

There are no national protocols for prostate cancer screening in Australia. Structured national programs for breast cancer 

and cervical cancer have been in place and monitored by the AIHW since 1996-7. The National Bowel Cancer Screening 

Program commenced in August 2006. A commonly encountered explanation for the lack of prostate cancer screening, 

that “more males die with prostate cancer than from prostate cancer” is misleading. While there is an element of truth to 

Recommendation: that adequate 
funding and support be provided for 
initiatives in male health, with an 
emphasis on evaluation of  programs 
to establish a baseline of  successful 
approaches and programs
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this statement, it conceals the fact that there are still a large number of deaths from prostate cancer. In fact, more men die 

annually from prostate cancer than do women from breast cancer21.

While screening for prostate cancer has been a contentious issue in 

Australia, a Canadian study reported that screening for prostate 

cancer dramatically reduced death rates22. In the period of the 

study, 137 deaths due to prostate cancer occurred in the 38,056 un-

screened men while only 5 deaths were observed among the 8,137 

screened individuals. This meant that the prostate cancer death 

rates during the eight-year period were 48.7 and 15 per 100,000 

man-years in the unscreened and screened groups, respectively, for 

a 3.25 odds ratio in favour of screening and early treatment. This finding is supported by further research in Tyrol, Aus-

tria, where mass screening has also shown a reduction in mortality from prostate cancer23.

The prostate as a source of ill health for men is not limited to cancer. 

Benign hyperplasia of the prostate (BPH) is the reason for many surgi-

cal interventions. In 2004-5 procedures on the prostate or seminal vesi-

cle included 21,110 transurethral prostatectomies, the majority of 

which (14,109) were for a principal diagnosis of hyperplasia of the 

prostate24. And these figures do not provide the whole story. Compli-

cations with profound implications for quality of life, such as erectile 

dysfunction and incontinence, are common, as is the need for a num-

ber of episodes of surgery. Yet despite the widespread and significant 

impact on males and their partners, as with prostate cancer, there is 

relatively little attention and funding provided to extend our knowl-

edge and improve outcomes.

Some good news on the prostate cancer research front came in No-

vember 2008 when Federal Treasurer Wayne Swan announced $7.5 

million in funding for a new Prostate Cancer Research Centre located 

at the Epworth Hospital in Richmond, Victoria. In January 2009 this 

was followed by a further $7.5 million to establish a Prostate Cancer 

Research Centre at the Princess Alexandra Hospital in Brisbane, to be 

hosted by the Queensland University of Technology25. This level of 

investment in prostate cancer research is a first in Australia. It is hoped 

the Prostate Cancer Research Centres will develop improved diagnos-

tic and screening tools as well as new treatments for prostate cancer.

Recommendation: that consid-
eration be given to funding a 
large-scale trial of  prostate cancer 
screening in Australia
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Testicular health

Although a relatively rare disease affecting around 670 Australian males per year, testicular cancer is the second most 

common form of cancer amongst men aged 15 – 39. It can be successfully treated when identified at an early stage, and 

screening for this disease is the simple and free – testicular self-examination (TSE). However, there is a dearth of health 

education material on TSE aimed at the risk group. 

In NSW, there is no health education literature on testicular cancer 

available from the state Department of Health. There is no protocol 

for informing parents of a new-born male with an undescended testi-

cle that this will increase his chances of testicular cancer, so they can 

ensure he learns TSE in early puberty. There is no secondary school 

testicular cancer self-examination component of sexual health educa-

tion for boys despite the fact that incidence rates of testicular cancer 

for males aged 15 to 39 are more than double the rates of cervical can-

cer in females of the same age group26 .

Male mental health and depression

Mental ill health is the leading cause of the non-fatal burden of disease and injury in Australia. It is estimated to have 

caused about one eighth of the total Australian disease burden in 2003, exceeded only by cancer and cardiovascular dis-

ease27. Some mental illnesses (e.g. anxiety and depression) are more common among females, while others (e.g. sub-

stance abuse disorders and schizophrenia) are more prevalent in males28. Suicide is the cause of 2.5 per cent of deaths in 

males, with the rate much higher in certain age groups. Almost 80 per cent of suicide deaths are male29. 

There were many more mental health-related encounters with 

General Practitioners for female patients than there were for male 

patients in 2004-2005 in Australia (60.5 per cent and 39.5 per cent, 

respectively). Similarly, when relative age structures and popula-

tion sizes are taken into account, there were more mental health-

related encounters among the female population than among the 

male population (58.3 per 100,000 and 40.0 per 100,000, respec-

tively). Also, women are significantly more likely than males to 

access psychiatrists (54.8 per cent female, 45.2 per cent male) and be taking a medication for mental well-being, such as 

anti-depressants and tranquillisers30. Males are slightly more likely to present at hospital emergency departments for 

mental-health related problems;31 male patients accounted for 53.5 per cent of mental health service contacts in commu-

Recommendation: that a tes-
ticular cancer self-examination 
component of  sexual health 
education be funded & imple-
mented in secondary schools 
across Australia

Recommendation: that research 
funding be directed towards de-
veloping initiatives that target the 
pre-cursors of  suicide in males
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nity mental health and hospital outpatient services in 2004-05; and they accounted for 61.2 per cent of episodes of resi-

dential mental health care32.

On the surface, it seems that males enjoy more robust mental health than females. However, one concern over this data is 

that it measures the occasions of service, and not necessarily the need for services. 72.5 per cent of males experiencing a 

mental health problem over the past 12 months did not receive treatment or support. It may be that the much higher rate 

of suicide amongst males, as well as the higher rates of alcohol and illegal drug use may be proxy measures that indicate 

a significant and unrecognised problem with mental health for males. Kuehn suggests that many men with depression 

are not readily identified because of their non-traditional symptoms (she suggests that men are more likely to “act out”), 

along with personal perceptions about mental illness, and cultural pressure creating barriers to their seeking care33.

Young males are more likely to suffer from severe mental health 

problems than females, and females are believed to be more likely 

to suffer from milder mental health problems such as anxiety and 

depression. However, the high rates of stress-related disorders in 

young males such as psoriasis and peptic ulcer, along with high 

levels of substance abuse, suggests that young males – and health 

services - do not readily identify or acknowledge problems such as 

anxiety and depression in males. Most scales used to measure de-

pression are designed to elicit self-identified feelings that are symptoms of depression (such as “weepiness”), while 

common male responses to depression such as anger and withdrawal are omitted from the scales.

Figure 2: Mental health indicators Australia 2003 - ages 15-24 years34

Recommendation: that research 
be undertaken into the most effec-
tive ways to diagnose anxiety and 
depression in young males
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A national men’s health study?

There is an absence of detailed data detailing the contributors 

to male health in Australia, but fortunately the excellent na-

tional women’s health study – which provides a comprehen-

sive view of both the clinical and social aspects of women’s 

health in the context of their lives – provides an excellent 

model for a national men’s health study. It is hoped that the 

National Men’s Health Policy will both provide funding for, 

and help to inform the direction of such a study. The absence 

of detailed data about male health makes it rational to question 

what evidence exists behind the many assertions and assump-

tions made about men’s health and their health needs. A national men’s health study would form the basis of a coherent, 

evidence-based approach to male health, and would highlight those areas which need attention from research and the 

collection of evidence.

Recommendation: that a National 
Men’s Health Study be funded & com-
menced that takes into account the 
social determinants of  health, as well 
as traditional biomedical concerns
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2. Adequacy of existing education and awareness

campaigns regarding men’s health for both men

and the wider community

Men’s Health Education and Resource Development National Needs Assessment

In May 2007, Foundation 49 (a men’s health promotion organisation whose primary aim is prevention and early detec-

tion) undertook a Needs Assessment of men’s health education and resources across Australia. This comprehensive 

study identified existing key organisations, individuals and educational models that deliver men’s health information 

and education. Current resources available for consumers and/or health professionals were also identified. This allowed 

for the most popular resource development topics to be highlighted as well as identifying any educational gaps that ex-

isted. The Needs Assessment report made several important recommendations based on its findings which are detailed 

below. The recommendations reflect feedback from a wide range of men’s health organisations and individuals, and are 

not necessarily the views of Foundation 49.

The Needs Assessment’s evaluation of the adequacy of existing men’s health education and awareness campaigns was 

grim:

“It is clear from the published research, reports, evaluation outcomes and anecdotes that at all levels of health 

service delivery in Australia there is an extreme inequity in the availability and delivery of health education to 

Australian men versus Australian women.

It is well documented that men have poorer health status, higher mortality rates and lower access to health serv-

ices compared to women. So why are men not targeted by State and Federal Governments and peak health or-

ganisations to address this indirect relationship between positive health outcomes and access to health education? 

Surely the social and economic benefits would be obvious, particularly in light of rising levels of chronic disease 

and obesity.

Many academics suggest that this lack of recognition perhaps relates to the Australian view of males and the lack 

of understanding about the culture of masculinity. Strong negative male stereotypes exist in our community par-

ticularly regarding issues such as family violence, sex, sexual abuse, family breakdown and alcohol abuse. Other 

stereotypes exist around ‘toughness’, mateship and the need for resilience. It needs to be considered that these 

stereotypes, supported by the media, hinder the ability of men to voice their needs and concerns about their 

health in the current relatively hostile Australian environment.

“As a result of... a lack of strategic direction by any peak or governing body, individual frustration levels are high, 

passionate people ‘are pressing on’, information dissemination is at times, occurring from a non-evidenced base, 

and untrained professionals are delivering education. There is much anger and resentment towards the health 

care system in general amongst people working in the area of men’s health education. Consequently collabora-

tions and partnerships have broken down, funding is being ceased at local levels and fragmentation is spreading 

like a ripple affect across the entire nation.”

This is the state of men’s health education in Australia in 2007.”35
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Key findings of the National Needs Assessment

Some of the key findings of the Foundation 49 National Needs Assessment were as follows:

• There are significant gender inequities in access to men’s 

health education

• A comprehensive national men’s health policy needs to be 

developed to seek and guide the allocation of funds, re-

source development and direction in men’s health educa-

tion

• Key men’s health organisations and individuals are frus-

trated at the lack of government recognition of the impor-

tance of men’s health

• Most approaches to men’s health education are frag-

mented and remain at the local community level. Often 

men’s health programs are run by unfunded or poorly-funded NGOs. At times, education and support is deliv-

ered by volunteers and/or untrained professionals

• Most men’s health education and resource development focuses upon relationships and parenting or prostate 

cancer

• A significant number of education programs focus upon isolation, love, sexuality and personal development 

rather than the biomedical aspects of health education

• The biomedical aspects of men’s health education focus mainly upon sexual and reproductive health and can-

cer screening (prostate, testicular, bowel)

• Delivery of education to men is most effective when provided at workplaces and in male-orientated environ-

ments

• Education programs should be made available outside of working hours

• More males need to be involved in the delivery of men’s health education

• Men are more likely to attend a GP if they have previously received some relevant health education

• Most men’s health education programs lack evaluation strategies

• “Very little literature on chronic disease, physical activity, heart health and healthy eating is specifically directed 

at men. Language is generic, impersonal and not ‘man-friendly.’”36

Lack of men’s health content in education and training programs

The Needs Assessment also talks about the almost complete lack of men’s health education programs at tertiary educa-

tion level in Australia.

“Currently a Men’s Health and Society Distance Education 

package is being written. [It will be the] first tertiary based 

postgraduate men’s health education course in Australia. 

Only one university based undergraduate course is available 

on men’s health... Most of the participants are nursing and 

medical students due to the non-existence of men’s health in 

these undergraduate courses.”

There is a critical need for men’s health education programs to be 

made available at tertiary level in those disciplines that have broad 

social impacts upon the health and well-being of men and boys. 

Such areas of study include medicine, public health, nursing, social 

Recommendation: that support 
be provided in order to build, 
connect, and grow formal and 
informal networks of  individuals 
and organisations working with 
men and boys

Recommendation: that training 
in men’s health best-practice be 
integrated into core curricula of  
health & welfare courses in terti-
ary education and workplace 
professional education programs
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work, youth work, education, counselling, psychology and gerontology. Specific men’s health programs are especially 

needed because most students and workers in these fields are female. 

The only currently available men’s health education 

programs known to us are Men’s Health & Society 

delivered by the College of Nursing in NSW and 

written by MHIRC; the postgraduate distance edu-

cation Prostate Care Nursing course, delivered at the 

Division of Nursing and Midwifery at La Trobe 

University in Victoria; and the 3rd year under-

graduate study unit called Men’s Health Issues con-

ducted in alternate years at the School of Health 

Sciences at the University of South Australia. The 

Prostate Cancer Foundation of Australia has also 

recently developed scholarships for nurses who 

wish to specialise in prostate cancer care.

The Federal Government’s information paper guiding the development of the National Men’s Health Policy also cites 

the lack of men’s health education programs:

“The preparedness of services to respond adequately to men’s health has been questioned with an apparent lack 

of consideration of men’s health in many health, allied health and welfare tertiary courses in Australia.”37

Recommendations of the National Needs Assessment

1. A National Men’s Health Policy needs to be developed to guide 

the direction of education and training.

2. If organisational resources allow, education should occur both 

for the community at large and for health professionals, as both 

groups are identified as lacking in education.

3. Steering or reference groups for health professional and 

community-based education should be established to guide education and resource development.

4. Program design and delivery should involve men in the decision making process utilising knowledge of male culture, 

language and environments.

5. Health professional education needs to be evidenced-based, utilising international research where it exists due to the 

lack of Australian research.

6. If health professional education is developed, online accredited education may be the best approach. This enables na-

tional access, assists with the consistency of messages and allows access to evidence-based resources.

Recommendation: that the 14 
recommendations of  the Foundation 
49 National Needs Assessment be 
adopted by government
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7. Men’s health education should be delivered 

where possible by men, because of their mutual un-

derstanding of culture and language style. The Pit 

Stop model is usually delivered by females because 

of the nature of public health checks that require a 

relationship to be built quickly and easily.

8. Education is most effective if offered out of hours, 

at workplaces and in male-friendly environments 

(pubs, clubs, sporting facilities and factories).

9. Men who require health education are largely 

represented in 5 key areas of work: mining, logging, 

manufacturing, forestry and fishing. This is due to the large number of preventable injuries and deaths in these occupa-

tions. Education could be aimed at these target groups via unions, employers and apprenticeship schemes.

10. Positive role models, media campaigns and initiatives are needed in order to change the popular stereotypes of men 

as individuals unconcerned about their social, emotional and physical health. A good example of such a male-affirming 

campaign is the following set of community posters produced by Bendigo Community Health Services:

    

11. That men’s health should not continue to be defined only as 

sexual and reproductive health but instead a broad picture of 

physical and mental health.

12. There is a large body of resources on male cancers and sexual 

and reproductive health that does not need to be duplicated. Con-

sider instead producing male-specific resources on chronic disease 

and mental health issues.

13. A peer education model of health education delivery is sug-

gested due to the positive evaluation outcomes presented by The Department of Veterans’ Affairs Men’s Health Peer 

Education model.

14. All health literature and resource development should involve consumer representatives because of the inappropriate 

language style and content delivery found in some current resources, perhaps hindering the uptake of key messages.

Recommendation: that a fully funded 
National Men’s Health Policy be implemented, 
including achievable goals and the estab-
lishment of  Men’s Health Officers within 
Commonwealth and State health depart-
ments, to coordinate and develop programs 
within government and across sectors

Recommendation: that a 
National Men’s Health Clearinghouse 
be established to ensure sharing 
of  information by those working 
across sectors with men and boys
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Examples of effective campaigns and organisations

There are a number of promising initiatives that deserve to be 

highlighted. Many of these initiatives are the result of efforts from 

community organisations, and it may that the National Men’s 

Health Policy could provide an impetus to new ways of working 

for health, involving partnerships with the community sector to 

target those groups of men and health issues that have proven 

challenging for mainstream services. For example, the Mobile Edu-

cation and Resource Van (MERV) in western New South Wales has 

provided health checks for hundreds of rural men who would normally not access such services. Aboriginal Men’s 

Groups similarly engage men about their physical, mental and social health where mainstream services have not been 

successful.

Other examples include:

• Dads Connect and Father Time antenatal education programs

• Dads in Distress and Lone Fathers support groups for separated fathers

• Dadslink, an information and activity based parenting 

network that focuses on fathers and their relationships 

with their children

• Fatherhood Project and Fatherhood Festival in Bangalow, 

Northern NSW

• Hey Dad, Aboriginal Hey Dad and Hey Dad for Fathers of 

Children with a Disability antenatal education programs

• Indigenous Men’s Transition program in central Sydney

• International Men’s Health Week every June

• Man Alive! Men’s Health and Well-Being Festival in 

Semaphore, Adelaide

• Men's Rights Agency, a support organisation for men dealing with family and relationship matters

• Pit Stop and other male-friendly men's health screening programs

• Suicide Safety Network on the NSW Central Coast.

There are also a number of larger NGOs and Government programs that are doing an excellent job at providing informa-

tion, education and support around a number of different facets of men’s health and well-being. Some examples include

• Andrology Australia (National – men's sexual and repro-

ductive health)

• Australasian Men’s Health Forum (National – peak body for 

men and boys)

• Australian Men's Shed Association (National – peak body for  

men's sheds)

• Family Action Centre at the University of Newcastle (NSW 

– research into boys’ education and father-inclusive prac-

tice)

• Foundation 49 (National – men's health promotion)

• Freemasons Foundation Centre for Men's Health (SA – men's health research)

• Men & Family Relationships services (National – men's counselling and education)

• Men’s Advisory Network (WA – men's advocacy and research)

• Men’s Health & Well-Being Associations (QLD, NSW, TAS)

Recommendation: that the 
many successful community-based 
male health projects be promoted, 
adapted & expanded upon across 
Australia

Recommendation: that Interna-
tional Men’s Health Week be adopted 
by government as an annual oppor-
tunity to send out health-promotion 
messages to men and boys

Recommendation: that proven 
initiatives that reduce the social 
exclusion of  males such as men’s 
sheds & mentoring programs be 
funded and expanded
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• Mensline Australia (National – men's telephone 

counselling)

• Menslink (ACT – school-based mentoring)

• Movember campaign (National – public aware-

ness and fund-raising for men's health)

• Older Men: New Ideas (NSW – social support for 

older men)

• OzHelp Foundation (National – suicide prevention 

particularly targeting young males in the work-

place)

• Pathways Foundation (National – contemporary 

community rites of passage)

• Prostate Cancer Foundation of Australia (National – 

prostate cancer research and support)

• Shared Parenting Council of Australia (National – family law reform)

• South Australian Men’s Health Alliance (SA – community and professional education).
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3. Prevailing attitudes of men towards their own health

and sense of well-being and how these are affecting

men’s health in general

Challenging some common assumptions about men’s health

Unfortunately, much current thinking regarding appropriate interventions to improve male health relies on unfounded 

assumptions. It is necessary to question what evidence we have for the many assertions and assumptions made regard-

ing men’s health and their health needs. Two competing perspectives offer different explanations for men’s relatively 

poor health status. The first, often called the social constructionist perspective, locates the causes of men’s health status 

primarily within men themselves or within “masculinity”. The second, or social determinants perspective, locates the rea-

sons for men’s health status primarily in a number of social and physical environmental factors that are largely outside 

the control of individual men.

The social constructionist perspective

This perspective is encapsulated by frequently used statements such as:

“But, sadly, most men don't look after themselves very well.” 38

“Men die because they're wedded to unhealthy lifestyles and are scared to go to the doctor.”39

This approach – which locates the problem of poor health within the individual male – is commonly proposed in popu-

lar media, books and professional journals40 and in government documents41. The social constructionist viewpoint is 

usually identified through the use of the concept of “masculinities” (or the “dominant hegemonic masculinity”), which is 

proposed as being the primary cause of men’s poor health. The line of reasoning behind this approach is that “masculin-

ity” results in men: 

• being unwilling to seek help

• being unable to express feelings

• being ignorant of their bodies

• being involved in anti-health behaviours such as risk-taking, competitiveness and violence. 

As an example of this line of thought, at the 2005 Australian National Men’s Health Conference, Pru Goward, then Fed-

eral Sex Discrimination Commissioner, stated that “There is one explanation for the profound disparity in health out-

comes that eclipses all others: masculinity. Masculinity, as it is traditionally defined, means an identity based on risk-

taking activities.”

Thus “masculine” behaviours are seen to inevitably result in higher rates of illness, injury and death. The logical implica-

tion arising from this approach is that if men are to be healthier, they themselves must change – that there is nothing faulty 
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in the system of health delivery or social experiences of men and boys. Being male is itself a pathological state which 

must be overcome by those suffering from its ill effects. There is a grain of truth in this argument – males are more likely 

to be obese, smoke, drink alcohol to excess, and engage in sub-optimal levels of physical activity. However, all the data 

on coronary heart disease (the biggest killer of men) demonstrates that an emphasis on individual behaviour does not 

accord with research showing the central importance of psycho-social factors such as social isolation, work stress or de-

pression. And there is evidence that risk-taking behaviours are at least partly determined by the social environment42, so 

a focus solely on changing the individual is still questionable. MacDonald argues that a focus on superficial causes such 

as health risk behaviours will have little effect where these behaviours are maintained by contextual factors43.

This “masculinities” view has been presented so often that it has almost come to be accepted as a fact, despite the ab-

sence of supporting evidence, and the significant conceptual and empirical problems with this approach. Some of the 

major problems of this approach are:

• There is substantial evidence that not all sections of men suffer a compromised health status44. On average, 

men’s health is worse than women’s health. But this is largely due to the health status of men from the lower 

socio-economic levels, whose health status is so poor that it drags the overall averages down. Since poor health 

is experienced mostly by poorer men, it would mean that it is not the masculinity of the dominant social group 

of men, but rather the “masculinity” of the working (or perhaps non-working) class which is problematic. The 

logical consequence of this constructionist approach is that we should change the nature of gender identity in 

the most disadvantaged social groups of men to improve men’s health. Aside from the objectionable elitism of 

this view, even were we successful in constructing a new "masculinity" for working class men, the strength of 

the effects of poverty – unemployment, low education, social isolation, etc. – would mean that this group 

would still have the poorest health in society.

• There is no evidence indicating a causal connection between the nature of one’s “maleness” and one’s health 

status. At best there is a correlation between certain gender attributes and lifestyle and even health-seeking 

behaviours – but there is no direct link from these gender attributes to health outcomes. An exhaustive review 

of the research literature on help-seeking45  suggests that these common and popular assumptions about the 

causal factor of “masculinities” are wrong. These researchers claim that occupational and socio-economic status 

are more important variables than gender in predicting help-seeking behaviour. And in regard to the “mascu-

linities” line of argument, the authors note:

“the dearth of studies integrating masculinity and men’s perceptions into the investigation of help-

seeking behaviour represents a significant gap in the literature. To date, no research has explicitly inves-

tigated whether men’s perceptions of masculinity influence their decision-making processes with regard 

to seeking help when they experience ill health”. 
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• The many articles and speakers who focus on the masculinities explanation are engaged in little more than con-

jecture. There may even be “health enhancing" effects associated with some of the classic characteristics of mas-

culine gender identity such as stoicism46 . However, until evidence is gathered, we cannot know.

Those who propose a "masculinist" framework for ana-

lysing health are doing little more than revisiting the 

elitism of past centuries, where the poor (in this case, 

poor men) are blamed for their own lot. Adoption of 

this reductionist framework is detrimental to males, 

leading to an absence of services and a proliferation of 

health education and social engineering projects to tell 

men what they should do differently to be healthier.

The social determinants perspective 

So, if poor male health is not a result of “men behaving 

badly”, to what can we attribute their poor health 

status? Naturally, there is no simple answer – and in 

fact the question itself may not be helpful. First, not all 

men suffer from poor health. There is a clear social gradient related to differing health outcomes for men – poorer men 

have poorer health. Another complicating factor is the connection of occupation, which may conceal some of the prob-

lem. Occupations are often gendered (men tend to be construction workers, truck drivers, labourers, etc.), and if the oc-

cupation itself compromises health, it can appear that this is the result of one’s gender rather than the effect on an indi-

vidual as a result of the gendered nature of work. 

In a social determinants perspective, the social and physical environment (social arrangements, institutions, practices 

and values such as the nature of work, service provision and availability) is accorded primacy. Such a perspective is 

based on a rapidly growing body of research into the social, economic and political underpinnings of the health of popu-

lations47. Given the wealth of evidence of the importance of these determinants it is difficult to sustain the argument for a  

health policy for any group of the population – men or women – which would ignore structural, economic, social and 

political factors. The health of Aboriginal men in Australia illustrates the need to incorporate structural factors into our 

explanations – unless we are to propose that the 20 year difference in life expectancy between an Aboriginal man and his 

white counter-part48 is a result of the differing "masculinities" of these males.

Perhaps the most glaring failure of "masculinities" as an explanatory concept and the strongest evidence for a socio-

structural approach is found in research on heart disease. Cardiovascular disease is the single biggest cause of death in 

men and there is compelling evidence that factors in the social environment, particularly around work and social ties, 
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have a major effect on this disease49. The Australian Heart Foundation50 notes that chronic stress and associated psycho-

logical sequelae such as depression and anxiety account for as significant a proportion of heart disease than the “life-

style” factors of smoking and obesity. The landmark Whitehall study of English civil servants provides clear evidence of 

this:

“...smoking, cholesterol, blood pressure, sedentary lifestyle and height explain no more than a third of the gradi-

ent in coronary heart disease mortality. Our evidence from the Whitehall II study is that the psycho-social work 

environment, in particular low control, may make an important contribution to accounting for the gradient in 

heart disease”51.

That more subtle social factors are instrumental is also apparent from demonstrated links between social inclusion and 

health, which show barriers to social participation not only result from poor health, they are a major cause of poor 

health52. It may be that it is the social exclusion of men – and obviously this is more likely to be the experience of men 

from the lower socio-economic strata – that has the most profound impact on men's health. 

In conclusion, a structural approach is in agreement with a sub-

stantial body of research, and is the approach that underpins 

women’s health policies, Aboriginal health policies, and migrant 

health policies in Australia. If this is the best framework for un-

derstanding and addressing population health issues in all other 

circumstances, it would seem logical that it also be applied to 

male health.

“In a men’s health policy, an acknowledgement of the im-

pact of the social determinants of health would mean an 

acceptance of the fact that there are serious factors impact-

ing on the life of men that lie beyond their control: more visits to the doctor and more exercise and less alcohol, on 

their own, will not guarantee better health.”53.

It is clear that males suffer health disadvantages largely as a result of a combination of social factors, which are being 

compounded by the absence of policy or other frameworks to guide research and efforts at prevention of health break-

down in males, as well as barriers to services. Attempts to attribute poor male health to “masculinities” accords a far 

greater influence to gender identity than is warranted by the evidence.

Recommendation: that any gov-
ernment men’s health strategy 
embed the social context of  men’s 
lives and the social determinants 
of  health within health planning 
and service delivery
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Are men really disinterested in their own health?

According to leading researchers from the University of Adelaide, Australian men have been inaccurately portrayed as 

"disinterested in their health and reluctant to seek help for medical problems". Smith et al54 have challenged this popular 

perception about men and their health. 

“Professor Gary Wittert... says this perception has trivialised the real issues that Australia needs to address when 

it comes to men's health. ‘Men are happy to talk about their health in the right environment, but the approach that 

works with women does not work with men,’ he says. The paper based on the work of University of Adelaide 

PhD student Mr James Smith reveals that men value competence, humour, empathy and a direct approach when 

it comes to consulting a general practitioner. ‘These qualities provide a useful starting point for ensuring that 

health service providers are equipped to engage men effectively,’ Professor Wittert adds.”

“He says the research undertaken as part of the Florey Adelaide Male Ageing Study indicates that men are not 

faring as well as women in the health stakes, but the reasons are not as simplistic as portrayed in the media. ‘It's 

not a matter of men `behaving badly,' but responding to a different approach. They want a GP who is direct and 

straight forward in their diagnosis rather than adopting a consultative manner.’“55

If men do care about their health, why do they access services less than women?

The information paper guiding the development of the National Men’s Health Policy provides a number of solid reasons 

why men often access health services less than women.

“The use of health care services by Australian men could be influenced by a number of factors including individ-

ual health care status, differing levels of service provision and/or barriers to access, such as services not being 

available in some areas, lack of transport, the cost of health care, language and cultural barriers, or services not 

being open at times where men can readily use them, e.g. in the evenings or on weekends. Aboriginal and Torres 

Strait Islander men, for example, are less likely to present at a health service where no men health workers are 

present.”56

Other research by James Smith at Adelaide University “reveals that men tend to self-monitor their health first, which 

explains why they often take longer to seek medical advice than women.” 57

According to Dr John Ashfield,

“men will not respond to being blamed or scolded for their disinterest in their health, nor will they respond to 

being patronised by health promotion slogans or gimmicks that depict them as little boys who need to be tricked 

or coaxed into taking care of themselves... Often men don't go to the doctor, not because they don't want to, or 

because they're ‘playing tough’, but because they simply don't need to... Evidence suggests that when health serv-

ices are offered to men in a respectful and male appropriate way – considerate of their circumstances, workplace 

demands, and their particular needs – men do respond quite positively”58. 
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In a Foundation 49 survey of men’s attitudes to health, “a staggering 82 per cent of respondents said they would have an 

annual health check if their employer organised it,“ indicating that lack of “time is a key factor in men not having health 

checks.”59

“Male-friendly” health services

The existence of generic health services does not mean that 

they are being used well, or by those who can substantially 

benefit. While there is evidence to show male use of services is 

low, the popular conjecture in sociological literature and me-

dia linking cultural male identity to patterns of service use is 

misleading. It may be that it is not “masculinity”, but the na-

ture of services that determines the willingness of men to seek 

help. Certainly, services that have developed a “male-

friendly” profile have proved popular with men. Mensline 

Australia, the Australian telephone counselling service, re-

ceives almost 70,000 phone calls each year, mainly from men, concerning relationship and life problems60. Likewise, 

community “men’s sheds” have proved extremely popular with mainly older and retired men, with over 230 sheds 

across Australia providing invaluable social support.

The socialisation of males and the gendered nature of 

dangerous work

As boys grow up, they are socialised to take more risks 

than girls and to place a lesser value on their own health 

and safety. As Hamilton observes, “we now know that 

boys are more at risk of injury or death, yet still we en-

courage them to be adventurous, while going to great 

lengths to ensure little girls are kept safe from harm.”61 

One reason our society raises its young males in this way 

is to ensure that they, as men, are more likely to take on 

the many dangerous and at times fatal jobs involving 

high-risk activities that are necessary for the functioning 

of modern society. 

In January 2009, a special forces soldier, Trooper Mark Donaldson, became the first Australian in 40 years to be presented 

with the Victoria Cross – Australia's highest military honour.62. An analysis of the actions that Donaldson performed in 

his occupation can provide a valuable insight into the psyche of men that might help explain why many men engage in 

“risk-taking behaviour” that can result in poor health status. In the presence of the enemy, Donaldson braved heavy fire 

and displayed a daring act of self-sacrifice. He saved the life of an Afghani interpreter, drew enemy fire away from 

wounded comrades, and administered first aid to them. This was risk-taking behaviour at the highest level that threat-

ened his own health, risked disability and even his own life. He was reported as saying that he was "just doing his job," 

Recommendation: that health & 
welfare services be provided in ways 
that are convenient to men (e.g. at the 
workplace), consciously male-friendly, 
and which recognise the needs of  
sub-populations of  men and boys
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indicating that these were the sorts of activities expected in his position of trooper. For doing this work he was awarded 

the highest military honour, and praised by the nation's highest political and military leaders.

Trooper Donaldson, in his regular line of work, risked his own health and well-being to help others, and was publicly 

praised as an example and inspiration for doing so. While this is possibly an extreme example, it does clearly illustrate 

the cultural influences on men's risk-taking behaviours and health. Many men (especially men from lower socio-

economic levels) are raised by a society that tells them that their role is to risk their own health and well-being to look 

after the needs of their workplace, their families, their children, their communities, and society in general. They do this 

as miners, deep-sea-fishermen, long-distance truck drivers, military personnel, construction workers, steelworkers, fire-

fighters, forestry workers, and countless other jobs that take place in the most dangerous, risky and health-diminishing 

environments in Australia. Of course, some women also do the same, but they are relatively few in number. In Australia, 

the division of labour between safe work and dangerous work is a gendered one. Australia’s most dangerous, unhealthy 

and risky work is carried out overwhelmingly by males, and the highest occupational health risks, mortality rates and 

disability levels are experienced by poorer men63.

Of the 10.8 million Australians who worked in the 12 months to 

June 2006, 6.4 per cent experienced at least one work-related 

injury or illness. More men (438,000) than women (252,000) 

experienced a work-related injury, partly reflecting men's 

higher level of employment. However, even after this factor is 

removed, men were still more likely than women to experience 

a work-related injury or illness. Differences in the nature of 

occupation and industry explain the differences in injury rates. 

Generally, fewer women work in professions that consistently have high numbers of injuries or illnesses64. 

However, overall rates of injuries conceal an important 

factor for males – the severity of the injury experienced. 

Injuries to males are far more likely to result in deaths. 

An analysis of data on work-related deaths notified un-

der OHS legislation during the period 1 July 2005 to 30 

June 2006 found of the 157 notified work-related fatali-

ties, there were 149 male fatalities and 8 fatalities of 

women65. Most of these deaths occurred in injuries that 

are male dominated, such as construction and mining.

Fritschi and Driscoll66 have examined exposure to car-

cinogens in various industries. The table below shows 

that the ten most dangerous industries for exposure to 

carcinogens are all traditional areas of male employment.

Recommendation: improved 
safety regulation and workplace 
preparation for young males enter-
ing industries with high levels of  risk
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Table 1: Occupation and exposure to carcinogens

INDUSTRY PERCENTAGE OF WORKERS

EXPOSED TO CARCINOGENS

Forestry and logging 85

Manufacture of furniture and fixtures 76

Mining (other than coal / metal ore) 70

Manufacture – petroleum and coal products 69

Manufacture – pottery, china, and earthware 65

Manufacture of wood and wood products 65

Fishing 65

Air transport 64

Construction 55

Water transport 51

We all rely on men undertaking dangerous, risky and 

health-diminishing jobs to sustain the society in which we 

live. These men often end up with higher rates of morbid-

ity, disability and mortality because of this crucial role that 

they fulfil. Not just by doing the work that they do (which 

is unhealthy and dangerous enough), but by being raised 

to believe that their own health and well-being is unim-

portant even outside the workplace. This belief then often 

carries over from the workplace into the the rest of their 

lives, where, for example, men will usually be the ones 

doing the dangerous and risky jobs around the home – 

fixing the broken tiles on the wet roof in a storm, climbing the tree to lop off a dangerous limb, mowing the lawn in 40 

degree heat.

Men need health-promotion messages that make sense to them, which fit with their lived experience. The mixed mes-

sages that men currently receive can be confusing: "risk your own health to look after others" but also "look after your 

health"; "be independent and don't ask for help" but also "see your doctor regularly". Men don't need more glossy bro-

chures telling them condescendingly to do more exercise or eat healthier food. They need to know that exercising, eating 

well, or having a health check with their GP is as important for their families and communities as is the work that they 

do.

Recommendation: that government 
departments (e.g. Agriculture, Fisheries 
& Forestry; Education, Employment & 
Workplace Relations; Health & Ageing; 
and Transport) work together to target 
occupational health & safety
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4. The extent, funding and adequacy for treatment services 

and general support programs for men’s health in

metropolitan, rural, regional and remote areas

Overview

As we have mentioned already, there is currently very little ongoing commitment by government to fund permanent 

men’s health positions in order to provide sustainable, evaluated programs and to engage with needs analysis and pro-

ject development. The majority of generic health services do not provide a male-friendly environment and often alienate 

men, thus decreasing their engagement with services and their own health. There is little benefit to rolling out more 

workers or services without training them in how to work with men. Existing services and support often appear random 

and uncoordinated. For example men’s health nights or health checks frequently stand alone as initiatives, instead of 

being part of a strategy or framework to reorient health service delivery around the gendered needs of both men and 

women.

Health service provision in Australia

The social determinants approach outlined above is based upon the view that social environments and institutions will 

play a large part in determining health outcomes for any section of the population. One important social arena for health 

is, naturally, the health system, where policies, research, resources and services all play some part in maintaining popula-

tion health. Rather than ask what men need to change about themselves, perhaps we should ask whether there are ade-

quate and accessible services available for males. It seems strange to blame men, as many do, for not using services that 

may not exist, be in short supply, be seen as inappropriate, or present barriers such as limited operating hours. For ex-

ample, there is some evidence that there is very little preparation for social work students who will be expected to work 

with men experiencing psycho-social problems, resulting in a less than adequate service for males.67 And it does appear 

that men are more than willing to use services where they are available and seen to be appropriate, as outlined earlier in 

this submission.

Researchers also question service provision, claiming that the current health system appears not to be tailored to meet 

the health needs of men, and note the absence of studies examining whether health service providers are equipped to 

deal with men's health issues appropriately68. It has also been argued that the lack of a health policy or framework (such 

as the National Health Performance Framework69) to encourage the development of appropriate services is at least partly 

to blame for poor male health status in Australia70. This Framework has been used to provide a conceptual model for the 

health of young people71 and would assist in reducing the fragmented and limited nature of services needed by males. 

While a policy or framework in itself would not solve the health problems of males, it could lead to the gathering of evi-

dence about needs and services.
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Not only the extent of services, but the quality of services requires consideration. The preparedness of services to re-

spond adequately to male health concerns has been questioned72. As mentioned previously, there is a notable absence of 

consideration of male health in the majority of health, allied health and welfare tertiary courses in Australia. If nurses, 

physiotherapists, psychologists, etc., are not adequately prepared to work with boys and men, they will naturally be less 

effective.

Which risk factors are currently being addressed well, e.g. 

through national public health strategies?

Substantial gains have been made over the past few decades in 

the life expectancy and the overall physical health of the Austra-

lian population, especially in regard to coronary heart disease. 

Improvements in health behaviours have undoubtedly contrib-

uted, but may be approaching their limits to contribute to im-

proved health – for example, almost 80 per cent of Australians 

no longer smoke. And while there are continuing concerns over 

dietary intake of fats and sugars, as well as proportions of fruit 

and vegetables consumed, further improvements in consump-

tion patterns may not be easily achieved through individual be-

haviour change, but rather through increasing availability of fresh foods in remote areas, regulating the promotion of 

poor dietary practices in children through advertising, and strengthening “healthy schools” approaches.

An across-portfolios approach

There is clearly a need for more and better research and tar-

geted action into those behavioural and social factors that 

can be manipulated to achieve better health. This should not 

be only the responsibility of the Department of Health & 

Ageing. In order to gain health benefits for a population, an 

“all tiers of government” and an “across portfolios” ap-

proach is required, along with involvement from community 

and industry sectors. 

Some example areas for consideration: 

• Physical activity – while many young men are physically active, this is often in sports that preclude involve-

ment as anything other than a spectator in adulthood. Encouraging sports that offer life-long opportunities for 

physical activity across the life course (e.g. cycling, tennis, dancing) would provide long-term benefits. 

• Mental health – social isolation is a risk factor for both mental and physical illness. Government cannot easily 

respond directly to this problem, but could use community partnerships as allies to reduce the occurrence of 

this risk factor. Facilitating the community contributions already present from men’s sheds, fathering support 

and other programs may better address risk factors than more centralised approaches.

• Alcohol – simple approaches from local police have been shown to reduce alcohol-related incidents of vio-

lence73. 

Recommendation: that an ‘all tiers 
of  government’ and ‘across portfolios’ 
approach be taken when addressing 
men’s health, along with collaboration 
with community and industry sectors
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Other successful men’s health support programs – Men & Family Relationship Services and Mensline Australia

The federally-funded Men and Family Relationship Services provide a broad range of assistance to men and their families. 

These services help men to develop and maintain strong family relationships, or deal with conflict or separation. All fam-

ily members including partners, ex-partners, children, stepchildren, brothers, sisters, aunts, uncles, cousins and grand-

parents can use these services. The services include family relationship counselling; relationship education and skills 

training for men; community development and community education activities; support; and information and referral. 

The services have been allocated $2 million in funding for 2008-09.

Also federally-funded, Mensline Australia is a national, 24 hour, 

seven days a week telephone support service available for the 

cost of a local call. Mensline Australia is dedicated to helping 

men and their families to deal with their family relationship 

issues. Mensline provides professional, anonymous and confi-

dential short-term counselling over the telephone and makes 

referrals to men's services and support programs in local areas. 

Some more facts about Mensline Australia:

• It is the only national specialist support service for men with family and relationship concerns of its kind

• Mensline Australia is staffed by professionals – there are no volunteers

• It offers a vital Call Back service, supporting 190 clients each month on an ongoing basis

• Mensline Australia receives almost 70,000 calls per year

• The service receives more than 5 million hits to its website annually

• It assists callers with issues such as separation, family violence, fathering and suicide.

Which health issues and risk factors are not currently being addressed adequately?

Due more to their ease of measurement rather than evidence of impact, much of the orientation to preventing illness and 

improving health has focused on behavioural risk factors. Yet the 14 risk factors (tobacco smoking, alcohol consumption, 

poor diet, etc.) identified in the Australian Burden of Disease Study accounted for only 32 per cent of the total burden of 

disease in males, and 29 per cent of the total burden in females. Factors that have not been incorporated, such as occupa-

tion, and those that do not readily lend themselves to measurement, such as degree of social integration or exclusion, 

may be far more important than even a combination of the behavioural factors currently included in the burden of dis-

ease estimates.

It may also be helpful not only to note where health issues are not currently well-addressed, but also to indicate those 

areas where changing health profiles suggest need for increased attention, such as:

• The rapid and apparently continuing growth in levels of depression, childhood obesity and behaviour disor-

ders.

• The expanding needs of fathers for support from child and family health services, especially single fathers (who 

comprise over 14 per cent of single parent households) and “access dads” who often have significant periods of 

time with their children but relatively little or no interaction with child and family support professionals74.

• Injuries and accidents – the Australian Defence Forces have shown notable improvements in rates of injuries 

and deaths over the past few years. Whatever changes in practice and policies that have led to these improve-

ments should be propagated throughout other industries, and particularly those sectors with inordinately high 

rates of injuries and deaths.

Recommendation: that funding for 
Men & Family Relationships Services and 
Mensline Australia be increased in or-
der to support men at times of  rela-
tionship difficulty and breakdown
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Other important social impacts upon the health and well-being of men and boys

There are aspects of normal life that have a potential to impact 

on health and well-being, are a source of concern to the com-

munity, but lie outside obvious ‘health’ areas of illness or in-

jury. For example, over the past few decades there has been 

significant attention from some areas of government and the 

community to better blend social demands on men and 

women, in order to encourage greater involvement of women 

in work life, and greater involvement of men in home life. The 

failure of many health services to adequately address this 

changing social pattern has adverse effects on fathers, mothers, 

and particularly children. Fathers’ groups have noted the lack 

of ante-natal programs for fathers, and the difficulty in making 

contact with child and family health nurses (some of whom are 

not allowed to visit single fathers unaccompanied).

We will now proceed to address this issue of the lack of father-inclusive practice in more detail, along with some other 

major social impacts upon the health and well-being of men and boys, including violence against males, the crisis in 

boys’ education, the epidemic of fatherlessness, and the lack of family-friendly employment provisions for men.

Lack of father-inclusive practice in services

Many fathers feel excluded by early childhood staff and services that appear to be focused solely upon the needs of 

mothers. Ante-natal courses for new fathers are currently run at only a handful of locations despite the fact that up to 10 

per cent of first-time dads suffer post-natal depression and in most cases their symptoms go untreated75.

Dr John Ashfield observes:

“Not infrequently, men are shown little patience in hospital 

and health settings catering for birthing mothers and new 

infants. The community midwife visits when fathers aren't at 

home; the whole range of information for new parents is 

couched in terms that usually only cater for mothers, not 

fathers. And though the importance of good fathering to 

healthy and normal early childhood development is indis-

putable, many men struggle to discover the important 

father-role they are told is expected of them. Single support-

ing fathers especially, have said time and time again that they 

are rarely catered for, nor do they feel supported, by health and welfare programs.”76

Recommendation: that father-
inclusive practice guidelines be 
implemented across health & 
welfare services and that support 
services be provided for fathers 
during the perinatal period
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The Australian Human Rights Commission (AHRC) has taken 

a strong lead in this area, recommending the development of 

existing family services and programs so that they adequately 

address the needs of men as carers77 and “that the Australian 

Government conduct an audit of Commonwealth, State and 

Territory programs in family and health services… [including] 

an assessment of current mainstream antenatal and early par-

enting programs and programs designed for separated 

fathers.”78 

“We were told after the birth there was a new mothers’ class. I asked if fathers were welcome, and was told they 

were. I checked again before the first meeting that it was okay for me to go, and that they had the facilities for me 

to warm up expressed breast milk for Jasper. The whole thing was a disaster, because they changed the venue at 

the last minute, so there were no facilities. The woman leading the group had a name tag for everyone but me. 

She said I didn't need a name tag. because everyone knew who I was. It made me feel different. I just wanted a 

name tag like everyone else. So there I was with this very hungry baby, feeling very uncomfortable.” Cameron, 

age 32, in What Men Don’t Talk About79

A recent study of support issues for homeless single fathers and their children also found that “lack of sensitivity and 

acknowledgement of fathers’ needs and issues from some community and government providers is a major barrier for 

fathers to access services.”80

Violence against males

Violence against women has been rightly recognised as a serious health issue for some decades now. However, it is not 

only women who are victims of violence. In fact, there are far more men than women in Australia each year who are sub-

ject to a form of violence. A comprehensive recent national survey by the Australian Bureau of Statistics shows that over 

twice as many adult males as females were victims of physical assault or threat (10.8 per cent vs. 4.7 per cent), and over 

one third of all victims of sexual assault were males (1.3 per cent of females experienced sexual assault and 0.6 per cent of 

males)81 – see the table below. 

Table 2: Experience of violence x gender during the previous 12 months82.

PHYSICAL 

ASSAULT

PHYSICAL 

THREAT

SEXUAL

ASSAULT

SEXUAL 

THREAT

MALES

FEMALES

6.50% 5.30% 0.60% 0.10%

3.10% 2.10% 1.30% 0.50%

Recommendation: that the 
AHRC’s recommendation of  the de-
velopment of  existing family services 
& programs to address the needs of  
men as carers be implemented
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While action to protect women from violence is laudatory, it may have unfortunately led to a form of tunnel vision, 

whereby there has been an absence of services (sexual assault services, emergency housing, etc.), and social interventions 

(e.g. alcohol reduction strategies) for male victims of violence.

The traditional efforts of police and judicial authorities aren’t prov-

ing to be an adequate social response to the issue. More sophisti-

cated efforts – such as social marketing, victim support, and efforts 

to address negative cultural values – have been used to reduce vio-

lence against females. Yet there have been no education campaigns 

dealing with the issue of violence against men that take advantage 

of the learning from Violence Against Women campaigns83.

One contentious area in which services are not offered for males is in 

cases of domestic violence. While it is generally accepted that women comprise the majority of recorded victims of do-

mestic violence in Australia, research shows that 28.9 per cent of victims of domestic violence in NSW are male84, and 

years of international research indicates that this may be an under-estimate.85 On this basis, a proportion of the services 

for victims of domestic violence should be available for males. Disappointingly, a NSW women’s domestic violence serv-

ice recently handed back $720,000 in state funding rather than expand its programs to assist male as well as female vic-

tims86. 

There is little evidence to suggest that existing domestic violence perpetrator programs for men across Australia are ef-

fective at reducing violence. Perhaps it is time to adopt new approaches to violence-prevention by trialling innovative 

programs with built-in evaluation and performance targets.

One example of a novel approach to violence-prevention is to adopt new ways of looking at violence that acknowledge 

the social contexts in which it occurs. The WHO has developed a typology of violence that is very useful to this end.

Recommendation: That pre-
ventive approaches and services 
dealing with victims of  violence 
address the needs of  male victims
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Figure 4: World Health organisation typology of violence 87

It is worthwhile noting that this typology makes the important distinction between Community Violence (i.e. violence at 

pubs, sporting events, etc.), Family/Partner Violence (e.g. domestic violence, elder abuse, child abuse), Collective Vio-

lence (e.g. wars, riots), and Self-Directed Violence (e.g. suicide and self-harm). As the WHO notes,

"This typology, while imperfect and far from being universally accepted, does provide a useful framework for 

understanding the complex patterns of violence taking place around the world, as well as violence in the every-

day lives of individuals, families and communities. It also overcomes many of the limitations of other typologies 

by capturing the nature of violent acts, the relevance of the setting, the relationship between the perpetrator and 

the victim, and – in the case of collective violence – possible motivations for the violence. However, in both re-

search and practice, the dividing lines between the different types of violence are not always so clear."88

Perhaps the use of more precise terminology such as 'physical child abuse', 'elder neglect' and 'psychological partner 

abuse,' rather than broad gendered terms such as 'men's violence against women' or 'male-on-male violence', may let us 

better address all victims and perpetrators (and mutual violence), whether men, women or children are involved. It 

might also let us develop better violence-reduction strategies that address all the many and varied contexts and determi-

nants of violence.

Boys’ education: an introduction

The major social institution of importance in the lives of boys – school – is concerned with both social and intellectual 

development, but, as we shall see when it comes to boys, it performs neither task well for many young males. The alarm-

ing data on the health and social situation of adolescent boys and young men show there is reason to adopt new ap-

proaches to assist them to better negotiate this challenging time of life. It may be that by doing so we will also benefit 

males later in their life cycle.
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Boys’ education, unemployment and consequent poor health outcomes

Hammarstrom and Janlert note that “early unemployment can contribute to adult health problems. Thus, youth unem-

ployment constitutes a significant public health problem, which to a certain extent remains in adult age.”89 

Unemployment/underemployment and secondary or tertiary educational achievements are closely correlated. If boys 

drop out of, or underachieve at secondary or tertiary education, then higher levels of un/underemployment are likely to 

result. The “blue-collar” jobs of the past rarely exist today for unskilled and under-educated males. The lower wages and 

un/under-employment related to inferior formal qualifications results in lower socio-economic status (SES). Lower SES 

is universally associated with poorer health outcomes across the life span, so that educational outcomes to a significant 

degree influence health outcomes at adult ages. 

Much has been written about the impact of unemployment upon 

our youth population. Winefield et al propose that

“For young people, the gaining of employment, particularly 

in a position that is valued and involving, symbolically rep-

resents entry into a mature, adult world of responsibilities, 

freedom and respect. Entry into this adult world is more 

difficult for those who have not been able to make this 

symbolic transition to paid work and the adult world it 

represents…….a casual link exists between youth unem-

ployment and physical ill health.” 90

Other researchers such as Marks and Fleming support this position, and note that there is a gender difference (which 

may reflect the greater importance of employment for a successful social identity in males), finding that “...unemploy-

ment is associated with lower levels of happiness and mental health problems…..the depressive effect of unemployment 

was stronger among men than women”91.

Boys’ education: some background and current statistics

During the 1960s and 1970s research identified that 

girls were not equally represented in retention rates to 

year 12, and were less likely to undertake university 

education post-school92. The social roles of women 

had restricted their opportunities to participate in the 

public sphere. This inequity led to a number of initia-

tives by the Commonwealth government and state 

education departments to ensure that girls’ needs in 

education were recognised and addressed, culminat-

ing in the National Policy for the Education of Girls in 

Australian Schools in 1987. In a relatively short period of time there was evidence of success – by 1989 slightly more fe-

males (49.6 per cent) than males (48.3 per cent) were continuing on to some form of tertiary study. By 1990 there was a 

Recommendation: that research 
be undertaken into means of  
ameliorating the links between 
un/under-employment and 
health outcomes

Recommendation: that initiatives be 
implemented to ensure that boys’ educa-
tional needs are recognised and addressed, 
in order to increase boys’ engagement 
with & retention in the education system
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substantial increase in all students staying at school until year 12, with a majority being girls. In 1992, retention rates 

were 10 per cent higher for girls (82 per cent) than boys (72 per cent). In 2007, some 31,408 (almost 50 per cent) more fe-

male than male Australian students graduated from higher education institutions93.

The Australian Council for Educational Research94 has listed continuing deterioration of outcomes for boys in education 

– as well as to other social arenas linked to school experiences. These include:

• Boys have significantly lower levels of achievement in literacy than girls

• Boys are significantly more disengaged with school-

ing and more likely to be at risk of academic undera-

chievement 

• Boys exhibit significantly greater externalising of be-

haviour problems in the classroom and at home 

• Boys constitute between 75–85 per cent of those chil-

dren (usually in Grades 1 or 2) identified “at-risk” of 

poor achievement progress in literacy

• Boys report significantly less positive experiences of 

schooling in terms of enjoyment of school, perceived 

curriculum usefulness and teacher responsiveness

• Boys are more likely to “drop out” of schooling pre-

maturely. Between 1994 and 1998, 30 per cent of boys 

failed to complete their secondary schooling compared to 20 per cent of girls

• Boys are subject to more disciplinary actions during schooling, are more likely to participate in subsequent de-

linquent behaviours, alcohol and substance abuse, and during adolescence, are 4–5 times more likely than girls 

to suffer from depression and commit suicide 

• Boys are 9 times more likely to be referred to paediatricians at tertiary referral hospitals for behavioural prob-

lems, including Attention-Deficit Disorder (ADD). Further, 20 per cent of referrals relate to learning difficulties

• Post school, males are more likely to be unemployed than females

• Boys are more likely to be convicted of property crimes and are over-represented as victims of crime, compared 

to girls

• The gender gap between males and females for participation in Year 12 and in higher education has continued 

to widen. Females outnumber males in both areas and the gap, which has increased since the 1980s, is now 

around 10 percentage points. Between the years 1993 and 1999, the proportion of total female enrolments at 

university increased from 53.3 per cent to 55.2 per cent while male enrolments decreased from 46.7 per cent to 

44.8 per cent.
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A 2002 report by the House of Representatives Standing 

Committee on Education and Training95 concluded that 

the situation for boys was dire, and led to $7 million in 

funding for a range of projects over 2003-05 (“Light-

house Projects”), followed by $19.4 million in funding 

over 2006-07 (“Success for Boys”), but not to any major 

changes in school pedagogy or curricula. The lack of 

benefits from the Lighthouse funding is evident in the 

OECD report on education96 which shows that the gap for many boys in education (particularly literacy) is worsening in 

Australia. Given that the academic outcomes for girls were turned around in less than a decade, it is worrying that 15 

years after the first report on boys’ education, the situation for boys is deteriorating.

There has been some useful research into ways to better engage boys, and some successful trial projects97, but these are 

isolated, and have not led to systemic change. If the commitment to our children’s educational attainment that was ap-

parent in the efforts to improve outcomes for girls was also present for boys, we would have developed educational pro-

vision that benefited all children – regardless of their gender. Certainly, brighter boys and those from families that place a 

premium on education will find ways to achieve regardless of any bias, but for many boys over the past 15 years the 

opportunity to provide them with an optimal education has been lost.

The lack of male teachers in Australian schools

The proportion of male teachers in Australian schools is at a record low, and continues to fall. The lack of male teachers 

may be a strong contributing factor to the high dropout rates and low achievement rates of boys within the Australian 

education system. In 2006 just 31.7 per cent of all full-time equivalent teachers were male: 20.2 per cent in primary 

schools and 43.4 per cent in secondary schools. The comparable figures in 1996 were 35.6 per cent, 23.8 per cent and 47.4 

per cent respectively98. In pre-school education and childcare services, the figures are even lower. Lyons et al report that 

“Of the approximately 14,000 pre-school education teachers in Australia, males account for only two per cent of the 

workforce, and of the approximately 68,000 child care workers in Australia, males account for only four per cent of the 

workforce.”99

Recommendation: that a revitalised 
apprenticeship scheme be developed for 
those boys (and girls) who are less inter-
ested in academic pursuits
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Figure 3: Proportions of male teaching staff in Australia 100

Despite strong community support for more male teachers, and despite record low numbers of male teachers and male 

education students, the Department of Education, Science and Training’s Higher Education Equity Support Program 

(ESP) currently assists women, but not men, who are entering “non-traditional areas of study”. Therefore males entering 

the teaching profession cannot receive assistance under the ESP. Such a definition of equity does nothing to redress the 

gender imbalance within the teaching profession, and is quite out of step with community attitudes on the issue.

The epidemic of fatherlessness

Of the 4.8 million children aged 0 to 17 years in 2006–

07, 853,000 (18 per cent) lived away from their father. 

43 per cent of these children saw their father at least 

once per fortnight, while 28 per cent rarely saw their 

father at all (less than once per year or never). Almost 

half (47 per cent) never stayed overnight with their 

father. In 2006–07, there were 385,400 non-resident 

fathers.101

Boys growing up without a father are at higher risk of 

adverse health outcomes. Experiments in Living: the 

Fatherless Family reports a range of findings about the 

adverse health impacts on children, teenagers and 

young adults associated with fatherlessness102. 

“After controlling for other demographic factors, children living in lone-parent households were 1.8 times as 

likely to have psychosomatic health symptoms and illness such as pains, headaches, stomach aches, and feeling 

sick.”103

Recommendation: that the 
Higher Education Equity Sup-
port Program be expanded to 
include men who are entering 
non-traditional areas of  study
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“In a sample of British 16-year-olds, those living in lone-parent households were 1.5 times as likely to smoke. 

Controlling for sex, household income, time spent with family, and relationship with parents, actually increased 

the odds that a teenager from a lone-parent family would smoke (to 1.8 times as likely).”104

“A Swedish study found that children of single parent families were 30 per cent more likely to die over the 16-

year study period. After controlling for poverty, children from single-parent families were: 70 per cent more likely 

to have circulatory problems, 56 per cent more likely to show signs of mental illness, 27 per cent more likely to 

report chronic aches and pains, and 26 per cent more likely to rate their health as poor.”105

Male adolescents in all types of families without a natural father 

(mother only, mother and step-father, and other) were more 

likely to be incarcerated than teens from two-parent homes, 

even when demographic information was included in analyses. 

Youths who had never lived with their father had the highest 

odds of being arrested.106 Incarceration is associated with poorer 

health outcomes:

 “The results of one major Australian study showed the 

overall death rate for men with a prison history was 4 

times that of men in the general community. Most of 

these extra deaths result from suicide, drug and alcohol 

abuse and homicide, and occur within the first few weeks of release from prison.”107

Dr Stephen Baskerville writes that, 

“Virtually every major social pathology has been linked to fatherlessness: violent crime, drug and alcohol abuse, 

truancy, teen pregnancy, suicide—all correlate more strongly to fatherlessness than to any other single factor. The 

majority of prisoners, juvenile detention inmates, high school dropouts, pregnant teenagers, adolescent murder-

ers, and rapists all come from fatherless homes. The connection is so strong that controlling for fatherlessness 

erases the relationships between race and crime and between low income and crime....”108

Recommendation: that the family 
law and associated professions be 
revamped to encourage shared par-
enting after separation and remove 
the financial incentives to remove 
fathers from children’s lives
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Lack of family-friendly employment provisions and workplace cultures

As mentioned previously, the cross-over between social roles of men and women is 

resulting in more women engaging in paid employment, and greater involvement 

of men in the home, especially in child-rearing and caring roles. The workplace 

sector should recognise the shifts in roles and develop mechanisms for better sup-

porting men’s enhanced contributions family well-being.

While there is still a long way to go before Australian workplaces become flexible 

enough to meet women’s family responsibilities, family-friendly provisions for 

men are even worse. 50.4 per cent of men and 64.3 per cent of women working full 

time have family-friendly employment entitlements, compared to seven per cent 

of men and 24.5 per cent of women working part time109. The AHRC reported in 

2005 that “fathers were significantly more likely than mothers to say that they did 

not have a choice in how they balance paid work with family commitments.”110 In 

many industries with a mainly male workforce, e.g. the mining industry, possibili-

ties for family-friendly arrangements are extremely limited. Long commuting (fly 

in, fly out) for long shifts of weeks at a time leaves little room for flexibility111.

“In research carried out for the Department of Family and Community Services… among the workplace barriers 

discouraging fathers’ take-up [of family-friendly working provisions] were:

• the unevenness of provision of family-friendly conditions

• the novelty of men’s utilisation of family-friendly conditions

• doubts about the legitimacy of men’s claims to family responsibilities

• negative attitudes on the part of immediate supervisors

• informal practices and taken-for-granted assumptions

• the workload burden resulting from measuring performance by outcomes rather than by length of time 

spent at the workplace.”112

As well as the lack of formal family-friendly working conditions for men, workplace cultures in many Australian indus-

tries also make it difficult for fathers to take time off work for family reasons. Discrimination complaints by men because 

of their parental status have more than doubled in the past decade, according to the Victorian Equal Opportunity and 

Human Rights Commission113. The Report of the Select Committee on the Status of Fathers in South Australia (2004-

2005) reported that a “major concern of many submissions was the nature of the labour market, including a lack of sup-

port for parents – particularly fathers – within the workplace… [such as] discrimination by employers against fathers 
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who pursued parental leave.”114 This is not just an issue of equity for fathers, as taking paternity leave is not only good 

for fathers, it is also good for mothers (giving them extra support, especially in cases of post-natal depression115) and 

good for children (giving them the opportunity to bond with both parents during the first 6 weeks).

Unfortunately, the Federal Sex Discrimination Act fails to protect 

men who are discriminated against in this way. The AHRC reports 

that “[men] are unable to access the sex discrimination provisions to 

address discrimination on the basis of their family responsibilities, 

as women have done.”116 It was refreshing to see the new Sex Dis-

crimination Commissioner, Elizabeth Broderick, take up this topic 

regularly on her recent Listening Tour, and it is hoped that she will 

work towards reforming the federal anti-discrimination framework 

over the next five years so that both genders can take advantage of 

its family responsibility provisions.

Recommendation: that paren-
tal leave and other family-
friendly provisions recognise the 
need for fathers to take time off  
work to care for their families

M e n ’ s  H e a l t h  I n f o r m a t i o n  &  R e s o u r c e  C e n t r e S u b m i s s i o n  t o  S e n a t e  S e l e c t  C o m m i t t e e  o n  M e n ’ s  H e a l t h

43

114 Parliament of South Australia, 2005, Report of the Select Committee on the Status of Fathers in South Australia 
http://www.parliament.sa.gov.au/NR/rdonlyres/ABF60780-5EFB-4D03-B96C-FE348CEF7DCA/4569/fathersreport.pdf [accessed 
10th February 2008] p. 32

115 Fletcher, R, 2009, Submission by The Family Action Centre, Faculty of Health, The University of Newcastle to Senate Select 
Committee on Men's Health 
https://senate.aph.gov.au/submissions/comittees/viewdocument.aspx?id=361dc83d-bb15-4ca2-bbf8-942fb3afb869 

116 Human Rights and Equal Opportunity Commission, 2005, Striking the Balance: Women, Men, Work and Family. Discussion Pa-
per http://www.humanrights.gov.au/sex_discrimination/publication/strikingbalance/docs/STB_Final.pdf [accessed 10th February 
2008] p. 86



Conclusion
MHIRC is pleased to provide this submission to the Senate Select Committee on Men’s Health. We believe it demon-

strates some of the social determinants that lead to many Australian males experiencing relatively poor health outcomes 

and proposes some actions that could be considered by the Committee to improve these outcomes. Properly addressing 

the health needs of males would very likely lead to improved health and social outcomes for not only men and boys, but 

also women and girls, families and communities. Should the Select Committee decide to hold face-to-face hearings, we 

would be delighted to attend in person to answer any questions the Committee may have about this submission or about 

men’s health in general.
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