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Abstract

Background: Men have been noted to utilise health care services less readily then women. Primary care settings
provide an opportunity to engage men in health care activities because of close proximity to the target group
(men in the community). Understanding attitudes towards men’s health among Malaysian primary care doctors is
important for the effective delivery of health services to men. We aimed to explore the opinions and attitudes of
primary care doctors (PCDs) relating to men’s health and help-seeking behaviour.

Methods: A qualitative approach to explore the opinions of 52 PCDs was employed, using fourteen in-depth
interviews and eight focus group discussions in public and private settings. Purposive sampling of PCDs was done
to ensure maximum variation in the PCD sample. Interviews were recorded and transcribed verbatim for analysis.
Open coding with thematic analysis was used to identify key issues raised in the interview.

Results: The understanding of the concept of men’s health among PCDs was fragmented. Although many PCDs
were already managing health conditions relevant and common to men, they were not viewed by PCDs as “men’s
health”. Less attention was paid to men’s help-seeking behaviour and their gender roles as a potential determinant
of the poor health status of men. There were opposing views about whether men’s health should focus on men’s
overall health or a more focused approach to sexual health. There was also disagreement about whether special
attention was warranted for men’s health services. Some doctors would prioritise more common conditions such
as hypertension, diabetes and hypercholesterolaemia.

Conclusions: The concept of men’s health was new to PCDs in Malaysia. There was wide variation in
understanding and opposing attitudes towards men’s health among primary care doctors. Creating awareness and
having a systematic approach would facilitate PCDs in delivering health service to men.
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Background
The life-expectancy of men is shorter than women
across both developed and developing countries by an
average of 3.9 years [1,2]. The death rates for adult men
across all regions in the world are higher than women
[3,4]. Most causes of death in men such as cardiovascu-
lar disease, injuries, road traffic accidents, cancers, vio-
lence, war, infectious diseases (including HIV/AIDS) and
chronic obstructive pulmonary diseases [3,4] are not
male-specific and they are preventable or amenable to
early intervention. A further analysis on six of these,

accidents and their adverse effects, suicide, cancers, car-
diovascular diseases, injuries, and chronic liver diseases
among middle age adults in the major continents of the
world has noted that men stand a higher risk of prema-
ture death than women [5]. In Malaysia, the difference
in the average life expectancy between men and women
is similar to the global pattern [6]. The life expectancy
in Malaysia was about 71.7 years for men and 76.5 years
for women in 2007 [6]. The common causes of death in
Malaysian men are similar to the trends mentioned
above, with cardiovascular disease and transport acci-
dents being the top two [7]. Men in Malaysia also suffer
high prevalence of many chronic disorders and health
risk factors. In the 2006 national health morbidity sur-
vey, the high prevalent health morbidities include
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hypertension (33.2%), hypercholesterolaemia (18.6%),
diabetes (12%), and smoking (46.4%) [8]. The prevalence
of male-specific disorders was also high. Among other
male-specific conditions, two-thirds of men aged 40 and
above have moderate to severe erectile dysfunction, 19-
29% have moderate to severe lower urinary tract symp-
toms [9].
Having noted the potential for early intervention in

these male-predominant causes of death, early identifi-
cation of the related health risks becomes important.
These health risks include smoking, poor dietary intake,
diabetes, hypercholesterolaemia and high risk behaviours
such as addiction, violence and reckless driving. How-
ever, the topic of “men’s health” is commonly associated
with male -specific conditions such as urological and
sexual disorders. The concept of men’s health, which
encompasses all unique factors affecting these health
risks, is relatively new to many countries, including
Malaysia [10], and might be less well understood by
health care providers [11]. Unique factors that have
been implicated in the health of men include masculine
attitudes underpinning their help-seeking behavior
[12-14], adverse social determinants surrounding men
[15] and more importantly, the un-matched needs of
men in service delivery [16]. The understanding of these
unique factors and the concept of men’s health is
important in order to address men’s health issues. This
importance is even more so among primary care provi-
ders because they have significant contact with the com-
munity [17] and are potentially the main care providers
to men. For example, tailoring care to the needs of men
and understanding their help-seeking behaviour may
result in better engagement of men in health services
[18-20] such as cardiovascular risks assessment, life-style
health checks, discussion of psycho-social issues, identi-
fication of sexual health concerns and many more
[20,21].
In a survey of Asian physicians’ attitudes to the con-

cept of men’s health in Singapore, Korea and Taiwan,
Yates et al. concluded that the concept of men’s health
was less clear than women’s health as viewed by physi-
cians [11]. However, the concepts of men’s health in the
survey included only bio-medical aspects of men’s
health. Some have argued that ‘men’s health’ should go
beyond the biomedical aspects and also encompass psy-
chosocial aspects [22-24]. Using such a questionnaire
survey might also miss the depth and breadth of doc-
tor’s views about the concept of men’s health and their
help-seeking behaviour.
On the issue of health care providers’ perception of

men’s help-seeking behaviour, early studies in 1998 and
2002 revealed that men were thought to be reluctant to
accept and present to health care services unless neces-
sary [25,26]. Men were noted to uphold their masculine

image by being strong, stoic, able to take care of their
own health and becoming the ‘serious user of health
service’. Most of these behaviours were seen as undesir-
able [25,26]. As men’s health research progresses, the
stereotyping of these men’s help-seeking behaviours has
been challenged and regarded as unhelpful in advancing
men’s health service [27,28]. Instead, men’s decision in
help-seeking is highly complex and greatly influenced by
their social contexts, which are dynamic and changing
over life stages [28]. More recent study exploring doc-
tors’ perception about men’s help-seeking behaviour
found that doctors still perceive poor help-seeking beha-
viour of men as the result of the need of men to uphold
stereotypical masculine image [29,30] rather than as the
result of their interactions with the societies.
In Malaysia, primary care outpatient services are

mainly provided by government-funded public health
clinics and fee-for-service private clinics. In public clinic
settings, women and children’s health has been a prior-
ity with sections devoted to these services in the pre-
mises of the clinics [31]. On the other hand, health
services for men are included under the umbrella of
general outpatient services, making it less likely that
care will be tailored to the needs of men. Service deliv-
ery in the private sector is also unlikely to specifically
adapt care to the needs of men [31]. In order to
improve health care delivery to men in primary care set-
tings, it is vital to explore the primary care doctors’ per-
ception of men’s health and men’s help-seeking
behaviour besides from the lay person’s perspective.
Therefore, this paper aims to explore primary care

doctors’ views of men’s health and help-seeking in
Malaysia using a qualitative approach. The findings pre-
sented are part of a larger project aimed to explore the
determinants of decision making by primary care doc-
tors in undertaking men’s health screening in Malaysia.

Methods
A qualitative method was used because it enables an in-
depth understanding of primary care doctors’ opinions
and allows doctors to describe them freely without
restriction. Furthermore, the concept of men’s health is
relatively new to many Malaysian primary care doctors
and the identification of major components and con-
structs of this issue is fundamental in the first instance.

Study setting and recruitment
In Malaysia, primary care outpatient services are deliv-
ered through government-funded clinics (public clinics)
and private self-funded clinics (private practice). These
two sectors vary enormously in the way they deliver
care. Consequently, we selected primary care doctors
purposively to represent the public and private; the
urban and rural; the male and female; those with basic
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degrees and post-graduate training. The invitation to
participate was done through different sources. Invita-
tion letters were sent to the 200 private PCDs practicing
around Kuala Lumpur and Petaling Jaya and from the
list of contacts provided by Academy of Family Physi-
cians of Malaysia. For public clinics, contacts were
sought through the chair of the Selangor division of
Family Medicine Specialists Association (FMSA). All 25
members of FMSA in the Selangor division were invited.
The heads of two primary care centers, one public
health clinic and one academic primary care center,
were also contacted to help in inviting the doctors from
their respective centers to participate. These areas were
chosen because of logistic reasons for focus group dis-
cussion or in-depth interview. Finally, three personal
invitations were made to the key opinion leaders in pri-
mary care organisations by the researchers (SF). From
all the recruiting strategies above, 20 PCDs responded
from the invitation letters, 10 out of 25 FMSA members,
19 PCDs from contacts via head of clinics and all three
key opinion leaders accepted the invitation. As much as
possible, if the participant could agree on a common
venue and time to meet, focus group discussions (FGDs)
were arranged. Otherwise, in-depth interviews (IDIs)
were held according to preference of the participants.
In-depth interviews were organised for all three key opi-
nion leaders. They were interviewed individually because
they might exert significant influence on the group
dynamics if they were to be invited for focus group dis-
cussions. We did not segregate male and female doctors
in FGDs because by knowing that gender is relational
[13], the interaction and stimulating nature within focus
groups from different gender may yield richer data
about the topic of men’s health [32]. A total of 14 IDIs
and 8 FGDs were conducted involving 52 doctors. None
of the doctors involved had any formal training in
andrology or men’s health.

Data collection
FGD provides an opportunity for doctors to exchange
ideas and stimulate further thoughts beyond their own
original ideas, IDI allows expression of views that the
participant may not want to reveal in the presence of
their peers [33]. All FGDs and IDIs were moderated and
conducted by SF. All sessions were conducted in English
because English is the common language in the medical
fraternity in Malaysia. Sessions were guided by semi-
structured questions to stimulate discussion. (Figure 1)
The questions were compiled to address the study
objectives and were derived from the literature. All
questions were open-ended, starting with “What is your
understanding of men’s health?” Free-flowing discussion
was encouraged to gain unrestricted opinions on the
topic of interest. Participants were briefed about ground

rules to ensure confidentiality and the objectives of the
study. It was emphasised that the discussion was not
meant for assessment. The participants in the FGDs
were kept to similar training backgrounds to avoid inti-
midating situations between the primary care doctors
with post-graduate training and junior primary care doc-
tors. Consent was sought for audio-recording before
each IDI and FGD. A note taker assisted all FGDs to
help with recording and taking note of who was conver-
sing. All sessions were audio-taped and subsequently
transcribed verbatim for analysis.

Data analysis
The first three transcripts (2 IDIs and I FGD) were read
repeatedly to gain an overall understanding of the inter-
views. This was followed by line-by-line coding of the
transcript to identify in detail the concepts expressed by
the participants. At the end of coding for each tran-
script, a memo was written to capture an overall
impression of each interview in order to provide a dis-
tant view of what the participant’s opinions are, as
opposed to the detail analysis of line-by-line coding
[34]. The transcripts and the summary of the concepts
were read by WY and SW to ensure validity of coding.
Concepts emerging from one transcript were compared
with the subsequent transcript and sorted to identify the
common themes. The themes were continuously refined
by constantly comparing with further emerging concepts
from subsequent analysis of transcripts. Data saturation
was achieved after the analysis of the 11th transcript (8
IDIs and 3 FGDs). Further analysis of the remaining 11
transcripts did not yield further new concepts. This
method of constant comparison and sorting is a legiti-
mate data analysis method in qualitative analysis [34].
Throughout the process of comparison, sorting and cod-
ing, memos were written to record and keep tract of
emerging ideas about the concepts. It also acted as

1. What is your understanding of men’s health? 

2. What does men’s health screening mean to you? 

3. What is your opinion about men’s health screening?

a. Is it necessary? Would you like to elaborate on your answer? 

b. Who would be appropriate to perform health screening in men? Any 

reasons for your answer? 

c. What is the role of primary care physicians? 

d. How should men’s health screening be carried out?  

4. What are your practices in health screening for men? 

5. What are the barriers and motivators you faced when offering health screening 

to men? 

Figure 1 Semi-structured interview guide used for both focus
group discussions and in-depth interviews.
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reflexive notes for researcher in order to minimise
potential bias while interpreting the transcripts and keep
the concepts grounded on the data [35]. The data man-
agement during the process of analysis was done with
the assistance of QSR Nvivo8 software [36].
The study was approved by the Ethics and Medical

Research Committee, Ministry of Health Malaysia
(NMRR-08-1516-3079), the Medical Ethics Committee,
University Malaya Medical Centre (679.28) and the
Human Research Ethics Committee, The University of
Sydney (03-2009/11490).

Results
A total of 52 doctors from various backgrounds and
experience participated (Table 1). The youngest practi-
cing primary care doctor was 30 years old and was
enrolled in a training program for the Master of Family
Medicine, whereas the oldest was 69 years old and a
practicing private primary care doctor. There were simi-
lar numbers of PCDs with basic degrees versus post-
graduate training. A larger number of private doctors (8
private versus 2 public) were involved in IDIs because
they were not able to accommodate their time for parti-
cipation in focus group discussions.
Five main themes emerged from analysis of their views

about the practice of men’s health in Malaysia. The con-
cept of ‘men’s health’ was new to many primary care
doctors. There was much debate on the scope of men’s
health and doctors had opposing views about men’s
health.

Fragmented views of men’s health and men’s health
services are inadequately delivered
Men’s health was often cited as a new term and con-
cept. PCDs referred to the definition of health by the
World Health Organization (WHO), which described
health as complete physical, psychological, spiritual and
social wellbeing [37]. Therefore, men’s health would be
the health issues of men in relation to those areas.

“You should follow the definition of WHO”
-41 year-old female public doctor

“...looking at the chapter itself, men’s health is a new
chapter to me”

-51 year-old male private doctor

PCDs described the provision of many services such as
cardiovascular risk screening and treatment of chronic
disease to male patients, but these services were done
without awareness that it could be part of a men’s
health service. They were perceived as services rendered
to any patient without being gender-specific.

“[U]ntil lately, our questions were just, you know...
opportunistic screening and all that. We are not
thinking about men’s health”

-62 year-old male private doctor

This showed that there was no systematic approach to
men’s health care, particularly for preventive health
activities such as smoking cessation, counseling, health
screening and sexual health. Men’s health was seen as a
piece in an incomplete jigsaw puzzle. While not entirely
foreign, it remained a challenge to primary care doctors
to see it as a distinct entity. They knew something
needed to be done but were not exactly sure what
should be included.

“Most of the things [health care services provided],
they know but they don’t do it as part of men’s
health. They know is a part of medical consultation.
There should be bits and pieces there inside a
patient; you have all the pieces of jigsaw puzzles of
men’s health. The other problem is there are a lot of
missing pieces around”

-62 year-old male private doctor

Many doctors also expressed concern about their skills
in approaching men. They were competent in dealing
with general issues, but were less confident about what
to cover in men’s health issues, more so if it was a sen-
sitive area such as sexual health. They wished for better
training in skills and knowledge.

“The minute they talk about...oh no!..they can’t per-
form[sexually], you’ll end up with a problem here in
consultation room”

-58 year-old female private doctor

Debating the scope of men’s health: Holistic versus male-
specific men’s health
At one end of the spectrum of opinion, the PCDs
thought that there should be a holistic approach to
men’s health. At the other end, some PCDs advocates
seeing men’s health as only related to male-specific dis-
orders. Those taking a holistic perspective would include
all aspects of health as defined by WHO. These would
also include healthy relationships with family members
and men’s working environments. They also emphasized

Table 1 Demographic and practice characteristics of
participants

Characteristics Number of participants (n = 52)

Age range (years) 30 - 69

Male to female ratio 19: 33

Postgraduate to basic degree ratio 26: 49

Urban to rural practice ratio 41: 11
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the need to look into men’s quality of life. They noted
that physical health, mental health and social health
were interrelated while acknowledging the need to
explore men’s sexual health, because in the local society
sexual health carries an image of manliness and masculi-
nity. A man’s image in the society could be jeopardized
if he was known to have sexual dysfunction [38]. There-
fore, sexual health has to be addressed alongside the
other aspects of men’s health, such as their psychologi-
cal wellbeing and underlying medical problems.

“The patient might have diabetes, hypertension, and
also the problem of erectile dysfunction which may
affect his relationship, his social life and so on. It’s
all interrelated”

-38 year-old female public doctor

Being holistic about men’s health also includes issues that
are common to men or where men were at higher risk.

“My priority would usually be on the most prevalent
disease that men faced, it should be cardiovascular
[problems]. That is the most important thing that we
need to look at.”

-45 year-old male private doctor

This holistic scope of men’s health was challenged by
some participants. On the one hand, they agreed that
care for male patients should include all aspects of their
health as defined by WHO, but when referring to the
term ‘men’s health’, they would prefer referring it to
male-specific conditions in order to differentiate men’s
health and general health. In their opinion, although
cardiovascular health was a concern to men, it should
still ‘remain under’ cardiovascular health, i.e. not to be
included under men’s health discussion.

“Partly...true also but I think now, when talk about
men’s health, because now cardiovascular diseases
come under cardiovascular screening, so.... when we
talk about men’s health right now, it is more towards
men’s sexual organ disease like prostatism, prostatitis
or sexual dysfunction”

-48 year-old male public doctor

Health issues were preferred to be demarcated into
general health, women’s health and men’s health.
Although the doctors preferred such division, they did
recognise that sexual health, particularly erectile dys-
function, was associated with cardiovascular morbidities.
They advocated holistic approaches to urological and
sexual health and erectile dysfunction was seen as the
indicator for men’s overall health.

“So if this patient has ED, definitely this patient is
prone for hypertension, diabetes. So, we are using ED
as an indicator”

-47 year-old male private doctor

Although there was debate about the scope of men’s
health, the emphasis was still on men’s sexual health. At
one end, some PCDs would want to assess men from var-
ious aspects of health simultaneously including sexual
health, whereas the others advocated that sexual health
should be the focus of men’s health with a holistic
approach.

Opposing views on the approach to men’s health:
Universal approach vs. special attention to men’s needs
The proponents of a universal approach to men’s health
argued that men should be approached the same way
regardless of their gender in non male specific condi-
tions. In their consultations, men were considered as
having similar health needs as women as far as common
health issues are concerned. Some even questioned the
reasons for having a separate entity conceptualised as
men’s health.

“Well, I think as the health care provider, services
that we provide, we should be universal for male or
female in whatever age groups, it should be
universal”

-47 year-old female public doctor

Areas that require a different approach would be sexu-
ally related health matters.

“I agree with Dr. X, for general health, there should
be no different but, if you talking about men’s health
[in relation to sexual health] then you should have a
different approach”

-47 year-old male private doctor

“Most men are, at least I think, quite concern with the
sexual health concern that relates to the masculinity,
manliness, so that is another factor that we got to know
about.”

–62 year-old male private doctor

The opponents of a universal approach stated that
men exhibited different help-seeking behaviour and
hence needed special attention. Men would not present
readily for health assessment or for trivial illnesses due
to the prescribed image of masculinity in the society.
Men also have different social priorities and responsibil-
ities in life. For example, men would not attend health
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services during working hours because they placed a
higher priority on work. Therefore, health service deliv-
ery to men has to take these factors into consideration.

“...this group of people [men] who need to be screened
but do not seem to come for screening due to their
responsibility...because men seem to think perhaps
health screening is not one of the priorities. The
priority is to earn money and be the breadwinner for
the family. That’s more priority to them. So perhaps
you should have advocacy for men health, it will
allow them to come and keep the opportunity for
them”

-47 year-old female public doctor

Opposing views on men’s health service: Unnecessary
emphasis vs. noting the importance
Some PCDs felt that specialised attention to ‘men’s
health’ should not be a priority. They felt that other
existing specialties like occupational health, sexually
transmitted disease, anti-aging medicine and cardiovas-
cular health were already addressing issues related to
men. Hence, it was not practical to have a category
termed men’s health.

“Aging medicine is already there, I don’t have to talk
about it. Whole lot of people addressing the issue
here. These [men’s health] are meaningless. If you are
not practical, you forget it. There is no big deal
about men’s health.”

-68, male, private clinic

There were more urgent health issues such as hyper-
tension, diabetes and acute illnesses, which deserve
greater priority. Specific men’s health concerns such as
sexual health were considered secondary to these com-
mon illnesses.

“...there are many other problems to settle...hyperten-
sion, diabetic rather than men’s health, this one
doesn’t kill you...”

-48 year-old male public doctor

Men’s sexual health problems were said to be uncom-
mon, hence not cost-effective in terms of deserving
emphasis.

“Men’s health...I would think that it would be
rather...not economical. The yield would be rather
low. If... if you are talking about prostate cancer...the
yield will not be there. Once in a while they (men)
will come for erectile dysfunction but that would be
pretty rare.”

-38 year-old male private doctor

On the other hand, the contrary argument was made
that men’s health issues were intertwined and unique.
Care should not be fragmented. These participants
noted the effects and relationships between sexual
health and common medical illnesses, social relation-
ships and family systems. Men have important roles as
the financial providers and companions to the family.

“... patients with ED problem also have the risk of
having MI or having heart problem. So I think it’s
important”

-30 year-old female public doctor
“I not sure why but, maybe that’s why we try to cap-
ture this group of people [men] who need to be
screened but do not seem to come for screening due
to their responsibility and other things that concern
them out there.”

-48 year-old female public doctor

Participants noted the special communication skills
needed in approaching men and the need to be sensitive
to their masculine image and social responsibility.

“Tackling the male [patients] is not simple. It is not
similar with tackling the female patients.”

-41 year-old female public doctor

They often advocated specific approaches to men’s
health service delivery, with special attention given to
opportunities to address men’s health issues. At present
the health care system, particularly the public health
system, has special services for maternal and child
health.

“Well, I think as a health care provider, services that
we provide, we should be universal for men or female
whatever age group, it’s should be universal. However
to advocate and to capture men’s interest, we might
have to use different approaches for them [men] to
use the services. Men seem to think perhaps health
screening is not one of the priorities. So perhaps you
should have advocacy for men health, it will, you
know, allow them to come and know that, you
know...we have an opportunity for them...”

-48 year-old female public doctor

Men’s help-seeking behaviour: an obstacle to men’s
health
In the IDIs and FGDs, negative remarks on men’s help-
seeking behaviour were often made. Negative help-seek-
ing behaviour would include late presentation to health
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care and disengaging in preventive health activities.
Often, the first impression was men did not readily pre-
sent to health care providers for their health problems
unless there was compelling reasons to do so.

Because it’s [coming to see doctors] all voluntary. So
usually the already sick will come to clinic rather
than where the needs are.

-39 year-old female public doctor
This idea of “seeing a doctor is when you’re sick”...
maybe, it’s true here because overall, you will see
men will come [present to health care], you know,
with a heart attack!

-44 year-old female private doctor

Men were noted to take an illness orientated approach
and evaded the discussion of health checks. This had
resulted in some doctors becoming cautious when initi-
ating the discussion of health checks in order to avoid
‘losing’ their patients.

One may think “Wah, this doctor is really good, I come
for one issue but he looks into me as a whole” But most
of the patients, 9 out of 10 will be thinking, I come for a
knee problem, my leg problem and he’s looking at my
third leg. You know what I mean? So it will sound as if
is this doctor correct? I may be a subject of discussion
amongst a group of patients, laughing about what kind
of mentality that doctor has. I got to be very very care-
ful because this is the Asian set-up

-50 year-old male private doctor

The doctors had the impression that men were ignor-
ant to their health. This was attributed to the desire to
be strong, stoic and having high threshold for tolerating
symptoms of illness.

If you want to do screening for them. Nobody will
come to your clinic. “What for? I’m healthy”, They
think they are strong.

-47 year-old male private doctor
They are not expressing their inner needs. They may
be egoistic.

-41 year-old female public doctor

Only a few doctors shared the concern that these sets of
behaviour were the results of the societal values and cul-
tural norms. Being a man in the society, he is expected to
be the breadwinner for the family. Men in the family are
expected be strong and not to fall ill. Work and earn for
the family became the priority rather than health. Time
spent for health concerns was seemed to be unjustified
especially when there was no symptom of sickness.

They think, “I’m the head of the family, I shouldn’t
fall sick”

-41 year-old female public doctor
They find time is very special for them because
they’re the breadwinner... That’s why they do not
come for screening voluntarily. It’s time consuming
[for the men].

-42 year-old female public doctor

The society viewed that only the sick men would see
doctors. Men fear the consequences of knowing their ill-
ness and taking medication was a hassle for them.

The other thing is that this idea of seeing a doctor
only when you’re sick. It has long been ingrained in...
all societies.

-44 year-old female private doctor
They don’t want to see the consequence of the dis-
ease, they fear knowing that they have health
problems.

-46 year-old female public doctor

Men also noted to be reluctant in accepting family
members’ advice in their help-seeking behaviour both
for illness presentation and health checks. This reflected
the hierarchy of power struggle of men in the society.

Advising your husband to come to the clinic? Oh my
God! It’s not that easy. Man is dominant in the
family. They have the say in family. So, wife’s opinion
is secondary perhaps...

-36 year-old female public doctor

Men who portrayed positive help-seeking behaviour
were minority. They were older, having family responsi-
bility, perceiving a threat in their health and better
informed on health issues.

If one of their family members or close friends has a
serious disease, so they come forward and requesting
for the doctors to do the necessary screening.

-42 year-old male private doctor
Men who have live longer do realize that they are the
breadwinner of the family and they have to stay
much longer to raise their children and everything.
Then, they are aware that they have to look after
their health.

-51 year-old male private doctor

Gender of the doctors is thought to have an influence
on how they view men’s health and their help-seeking
behaviour. Contrary to the assumption, a review of our
data did not yield substantive differences between male
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and female doctors. Both among male and female doc-
tors themselves had opposing views of men’s health.
Both male and female doctors shared much similarity in
how they viewed men’s help-seeking behaviour.

Discussion
This study showed a wide variation in opinions about
men’s health among Malaysian primary care doctors.
The concept of men’s health was relatively new to parti-
cipants. The help-seeking behaviour of men was thought
to be the obstacle to improving men’s health. There was
also debate on the scope, the approaches and the impor-
tance of men’s health. The opposing opinions about
men’s health suggest that there was a varying degree of
exposure to the concept of “men’s health” among pri-
mary care doctors.
Many doctors were unaware of the formal definition

of men’s health. Hence, they drew their understanding
from the definition of health as stated by the World
Health Organization (WHO) [37] and see it from the
men’s perspective. Although the WHO concept of
health is holistic, it does not take gender differences
into consideration. These are in contrast with the defini-
tions of men’s health provided by various men’s health
organizations [22,23]. Almost all men’s health definitions
have emphasised the important to acknowledge the
unique roles of men in society [13,22,23] and their social
circumstances [15]. These social roles and social circum-
stances have significant influence on the male image of
masculinity and contribute to poor help-seeking beha-
viour among men [39]. In our study, the doctors noted
the need to address common health problems that are
prevalent among men or for which men are at a higher
risk, and poor help-seeking behaviour might be the rea-
sons for such problems. Men were noted to be ignorant
about their health, but they seldom discussed the under-
pinnings of poor help-seeking behaviour. They related
poor help-seeking behaviours to the adverse effect of
the men trying to maintain their masculine image. Only
a few attributed men’s help-seeking behaviours to
social-cultural influences. Current men’s health dis-
course recognises that adverse social environment [15],
the need to maintain a masculine image in the society
[12,14,40] and the expectations of society on men [39]
are important issues underpinned poor men’s help-seek-
ing behaviour. Although men contribute to the con-
struction of their help-seeking behaviour, the society
also helps significantly to the maintenance and (re)con-
struction of their ‘negative’ help-seeking behavior [39].
The doctors’ perception of masculinity and its adverse

influence on help-seeking behaviour may not reflect
how men in the community perceived and experienced
it. In a study interviewing men aged 40 in Malaysia,
men were noted to value health highly as an important

asset. Men did not ignore health but engaging in healthy
life-styles and appropriate help-seeking for health related
issues faced many challenges. Avoiding engagement in
health care was noted as a way to demonstrate their
superiority in the society and guard their manly image
because the society expected them to be so. The impor-
tant life priority for men was job and wealth. Engaging
in health care only became the priority when men aged,
have family and faced with illness experience [38].
These findings confirmed an early study about Malay-
sian men’s opinion on the attributes of a ‘real man’. A
‘real man’ in the society should possess ‘a good job’, ‘be
a family man’, ‘have lots of money’, ‘be seen as a men of
honour’ and ‘be in control in life’ [41]. These attributes
have great similarity with the some of the classic fea-
tures of hegemonic masculinity [27]. ‘To be seen as a
man of honour and ‘to have a good job’ were noted to
be associated with poorer help-seeking behaviour. On
the other hand, ‘to be a family man’ was associated with
positive help-seeking behaviour [42]. Study looking at
influence of South Asian’s culture on men’s help-seeking
behaviour also noted that some attributes of masculinity,
such as ‘to be a responsible family man’, act as motiva-
tors to appropriate help-seeking behavior [43]. Study by
Sloan et al. also noted that some men in the society jus-
tifying their healthy life-styles to demonstrate autonomy
(an attribute of masculinity) [44]. Hence, it is a myth
that all masculinity features have negative influence on
help-seeking behaviour. Some could be mobilised to
motivate healthy life-styles and appropriate help-seeking
behaviour.
One participant had coined the term ‘bits and pieces

of jigsaw puzzle’ as the metaphor for the current under-
standing of men’s health among PCDs. The doctors
might have all the pieces of the jigsaw but not be able
to put them in a single picture. The oversight of the
underpinnings of poor help-seeking behaviour might
represent missing pieces in the unresolved puzzle of
men’s health. Therefore, the awareness of seeing men in
their gender roles is important (thus seeing the com-
plete jigsaw) rather than viewing them just as male
patients from a bio-medical perspective.
The doctors who argued from the stance of the WHO

definition of health would adopt the holistic approach in
men’s health; while those who adhered to a male-speci-
fic perspective would adopt a sexual health approach.
However, at both ends of the debate spectrum, doctors
noted the connectedness of bio-psycho-social issues. It
appears that the debate was really about what the prime
focus of attention should be when doctors talk about
men’s health. The definition of men’s health advocates
looking at all health issues related to life-styles, occupa-
tion, home environment and socioeconomic status that
have a specific impact on men or boys [20,24]. It might
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be a misunderstanding that the scope of men’s health
centers on sexual and urological health. The misunder-
standing is understandable because erectile dysfunction
and male urological disorders are male-specific. The dif-
fering opinions about the scope of men’s health were
also documented in a quantitative survey from Asian
countries. It showed that different specialties might have
different opinions about the disease conditions and spe-
cialist areas associated with men’s health [11]. In the
Asian survey, more than 80% of the endocrinologists
and cardiologists interviewed mentioned that their own
specialties were the main focus for the treatment of
men’s health conditions. Acknowledging the morbidity
and mortality patterns of men, and current understand-
ing of men’s health behaviour, it is appropriate to adopt
a holistic and gender-sensitive approach to men’s health.
Clinician need to recognise the mutual influence
between men and his societies. If we can align our per-
spective to see men in their gender role and acknowl-
edge the potential impact of society on men’s help-
seeking, our focus should shift to address not only the
male-specific disorders, men’s individual health and psy-
chology of men’s help-seeking but also the societies sur-
rounding men.
The doctors who noted the men’s unique roles and

responsibilities in society acknowledged the importance
of having a specific approach to men’s health service
delivery. They advocated health services deliveries tai-
lored to the needs of men rather than the current sys-
tem which ignored gender sensitivity. Although there
is no clear evidence that a gender-sensitive approach
to men’s health service delivery is more effective than
a general approach [45], such gender-sensitive
approaches to men’s health service delivery were
regarded as necessary by many commentators and
reviewers on men’s health [16,19,24,46]. It seems logi-
cal to have a gender-sensitive approach because their
help-seeking behaviours differed from those of women.
On the other hand, doctors who adopted the views of
a universal approach to service delivery for both men
and women might not recognise that such needs
require a different approach when dealing with men.
They understood what health is but were unaware of
the different health care needs for men.
Although men’s health issues may be better under-

stood from gender-relations approach [13] and hence
gender of the doctors may influence their opinion on
men’s health issues and men’s help-seeking behaviour,
an analysis of our data did not reveal such differences
between male and female doctors. A review of gender
influence on doctor-patient communication suggests
that gender has minor influence and communication
styles are more important issues to consider [47]. The

gender of doctors also play a minor role in the decision
making process of offering men’s health check-ups [48].
The literature on primary care doctors’ views on

men’s health is scarce. Despite advances in the men’s
health movement in the United Kingdom and Australia
[49], and across the globe [10], men’s health discourse is
still relatively new to Malaysian primary care doctors.
Hence, a qualitative approach was deemed more appro-
priate to explore the breadth of opinions and to capture
as many diverse views as possible. While the content of
the interviews and focus group discussions could possi-
bly have been influenced by the relationship between
participants and researchers [26], we believe the data
gathered has an acceptable level of credibility because
great efforts were taken to create a safe environment to
encourage honest expression of opinions and views
from the participants.

Conclusions
The concept of men’s health was new to many Malay-
sian primary care doctors and hence resulted in confu-
sion about the best approach to caring for their male
patients. Some doctors appreciate the specific needs of
men in health, but many were unable to link specific
men’s health needs and health problems faced by men.
Creating awareness and using a systematic approach
that takes into the account general as well as gender-
specific issues could prove very helpful for primary care
doctors in providing effective health care deliveries to
men.

Abbreviations
PCD: Primary Care Doctor; IDI: In-Depth Interview; FGD: Focus Group
Discussion; WHO: World Health Organization; FMSA: Family Medicine
Specialists Association; ED: Erectile Dysfunction

Acknowledgements
We would like to thank University of Malaya for the ethics approval and
funding the study. We also wish to thank the Human Research Ethics
Committee for approving the study. We greatly appreciate the contribution
of all participating primary care doctors in providing valuable data to the
study.

Author details
1Department of Family Medicine, Universiti Kebangsaan Malaysia, Kuala
Lumpur, Malaysia. 2Discipline of General Practice, University of Sydney
Medical Program, Sydney, Australia. 3Medical Education and Research
Development, Faculty of Medicine, University of Malaya, Kuala Lumpur,
Malaysia. 4Department of Family Medicine, Universiti Sains Malaysia, Kubang
Kerian, Malaysia. 5School of Public Health, University of Sydney, Sydney,
Australia.

Authors’ contributions
TSF conceived the idea, coordinated and conducted the study, analysed the
data, and drafted the manuscript. WYL helped in refining the idea,
supervised the study design, participated in data analysis and help to draft
the manuscript. SBI coordinated part of the study, contributed to data
analysis and drafting of the manuscript. LT helped in the conceptualized the
idea for the manuscript and the draft of the manuscript. SM helped in

Tong et al. BMC Family Practice 2011, 12:29
http://www.biomedcentral.com/1471-2296/12/29

Page 9 of 10



supervising the study design, participated in data analysis and the draft the
manuscript. All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 13 May 2010 Accepted: 12 May 2011 Published: 12 May 2011

References
1. WHO: World health statistics 2009.Edited by: Gollogly L.. France: World

Health Organization Press; 2009:.
2. Mathers CD, Sadana R, Salomon JA, Murray CJ, Lopez AD: Healthy life

expectancy in 191 countries, 1999. Lancet 2001, 357(9269):1685-1691.
3. Murray CJ, Lopez AD: Mortality by cause for eight regions of the world:

Global Burden of Disease Study. Lancet 1997, 349(9061):1269-1276.
4. WHO: The global burden of disease: 2004 update. Switzerland: World

Health Organization Press; 2008.
5. White A, Holmes M: Patterns of mortality across 44 countries among

men and women aged 15-44 years. Journal of Men’s Health and Gender
2006, 3(2):139-151.

6. Life Expectancy At Birth. [http://www.statistics.gov.my/portal/index.php?
option=com_content&view=article&id=472&Itemid=96&lang=en ].

7. Statistics On Causes of Death in Malaysia 2006. [http://www.statistics.gov.
my/portal/index.php?option=com_content&view=article&id=357%3Aonline-
publications-statistics-on-causes-of-death-
malaysia&catid=42&Itemid=149&lang=en ].

8. Institute for Public Health (IPH): The Third National Health and
Morbidities Survey. Kuala Lumpur: Institute for Public Health (IPH); 2008.
2006, 1&2.

9. Tan HM, Tong SF, Low WY, Ng CJ: Men’s Health In Malaysia. In Men’s
Health Around The World: A review of policy and progress across 11 countries.
Edited by: Wilkins D, Savoye E. Brussels: European Men’s Health Forum;
2009:39-44.

10. Wilkins D, Savoye E: Men’s Health Around The World: A review of policy and
progress across 11 countries Brussels: European Men’s Health Forum; 2009.

11. Yates M, Low WY, Rosenberg D: Physician attitudes to the concept of
‘men’s health’ in Asia. Journal of Men’s Health 2008, 5(1):48-55.

12. Noone JH, Stephens C, Noone JH, Stephens C: Men, masculine identities,
and health care utilisation. Sociol Health Illn 2008, 30(5):711-725.

13. Schofield T, Connell RW, Walker L, Wood JF, Butland DL: Understanding
men’s health and illness: a gender-relations approach to policy,
research, and practice. J Am Coll Health 2000, 48(6):247-256.

14. Addis ME, Mahalik JR, Addis ME, Mahalik JR: Men, masculinity, and the
contexts of help-seeking. American Psychologist 2003, 58(1):5-14.

15. Macdonald JJ: Shifting paradigms: a social-determinants approach to
solving problems in men’s health policy and practice. Med J Aust 2006,
185(8):456-458.

16. Banks I: New models for providing men with health care. The journal of
men’s health & gender 2004, 1(2-3):155-158.

17. Green LA, Fryer GE Jr, Yawn BP, Lanier D, Dovey SM: The ecology of
medical care revisited. N Engl J Med 2001, 344(26):2021-2025.

18. Smith JA, Braunack-Mayer AJ, Wittert GA, Warin MJ: Qualities men value
when communicating with general practitioners: implications for
primary care settings. Med J Aust 2008, 189(11-12):618-621.

19. Smith JA, Braunack-Mayer A, Wittert G: What do we know about men’s
help-seeking and health service use? Med J Aust 2006, 184(2):81-83.

20. Malcher G: Engaging men in health care. Aust Fam Physician 2009,
38(3):92.

21. Lasser KE, Ayanian JZ, Fletcher RH, Good MJ: Barriers to colorectal cancer
screening in community health centers: a qualitative study. BMC Fam
Pract 2008, 9:15.

22. Men’s Health Forum. [http://www.menshealthforum.org.uk/publications/
19760-mhf-policy].

23. Porche DJ: Men’s health: why is it important? Why should ANAC care?
Journal of the Association of Nurses in AIDS Care 2005, 16(5):1-2.

24. Hall RH: Promoting men’s health. Aust Fam Physician 2003, 32(6):401-407.
25. Tudiver F, Talbot Y: Why don’t men seek help? Family physicians’

perspectives on help-seeking behavior in men. J Fam Pract 1999,
48(1):47-52.

26. Seymour-Smith S, Wetherell M, Phoenix A: ’My wife ordered me to come!’:
A discursive analysis of doctors’ and nurses’ accounts of men’s use of
general practitioners. Journal of Health Psychology 2002, 7(3):253-267.

27. Connell RW, Messerschmidt JW: Hegemonic masculinity - Rethinking the
concept. Gender & Society 2005, 19(6):829-859.

28. Galdas PM: Men, masculinity and help-seeking behaviour. In Men’s health:
body, identity, and social context. Edited by: Broom A, Tovey P.. Chichester,
West Sussex, U.K.; Hoboken, NJ: John Wiley 2009:63-82.

29. Hale S, Grogan S, Willott S: Male GPs’ views on men seeking medical
help: a qualitative study. Br J Health Psychol 2010, 15(Pt 4):697-713.

30. McKinlay E, Kljakovic M, McBain L: New Zealand men’s health care: are we
meeting the needs of men in general practice? Journal of Primary Health
Care 2009, 1(4):302-310.

31. Sirajoon Noor Ghani, Hamatram Yadav: Health Care in Malaysia Kuala
Lumpur: University of Malaya Press; 2008.

32. Morgan DL: Focus groups. Annual Review of Sociology 1996, 22:129-152.
33. Patton MQ: Qualitative Interview. In Qualitative Research & Evaluation

Methods.. 3 edition. Edited by: Patton MQ. Thousand Oaks, California: Sage
Publications; 2002:339-418.

34. Charmaz K: Constructing grounded theory: a practical guide through
qualitative analysis London: SAGE; 2006.

35. Elliott N, Lazenbatt A: How to recognise a ‘quality’ grounded theory
research study. Australian Journal of Advanced Nursing 2005, 22(3):48-52.

36. Bazeley P: Qualitative data analysis with NVivo Los Angeles; London: SAGE;
2007.

37. WHO definition of Health. [https://apps.who.int/aboutwho/en/definition.
html].

38. Low WY, Tan HM, Tong SF, Ng CJ, Khoo EM, Wong LP: About Men’s Health:
Views from Mars and Venus Kuala Lumpur: Malaysian Society of Andrology
and The Study of Aging Male; 2010, 106-110.

39. Courtenay WH: Constructions of masculinity and their influence on
men’s well-being: a theory of gender and health. Soc Sci Med 2000,
50(10):1385-1401.

40. Mahalik JR, Burns SM, Syzdek M: Masculinity and perceived normative
health behaviors as predictors of men’s health behaviors. Soc Sci Med
2007, 64(11):2201-2209.

41. Ng CJ, Tan HM, Low WY: What do Asian men consider as important
masculinity attributes? Findings from the Asian Men’s Attitudes to Life
Events and Sexuality (MALES) Study. Journal of Men’s Health 2008,
5(4):350-355.

42. Ng CJ, Tan HM, Low WY: Masculinity And Help-Seeking Behaviour In
Asian Men: Findings From The Asian Men’s Attitudes To Life Events And
Sexuality (Males) Study. J Sex Med 2009, 6(Suppl 2):78.

43. Galdas P, Cheater F, Marshall P: What is the role of masculinity in white
and South Asian men’s decisions to seek medical help for cardiac chest
pain? J Health Serv Res Policy 2007, 12(4):223-229.

44. Sloan C, Gough B, Conner M: Healthy masculinities? How ostensibly
healthy men talk about lifestyle, health and gender. Psychol Health 2009,
25(7):783-803.

45. Robertson LM, Douglas F, Ludbrook A, Reid G, van Teijlingen E: What
works with men? A systematic review of health promoting interventions
targeting men. BMC Health Serv Res 2008, 8:141.

46. White A, Fawkner HJ, Holmes M: Is there a case for differential treatment
of young men and women? Med J Aust 2006, 185(8):454-455.

47. Street RL Jr: Gender differences in health care provider-patient
communication: are they due to style, stereotypes, or accommodation?
Patient Educ Couns 2002, 48(3):201-206.

48. Tong SF, Low WY, Ismail SB, Trevena L, Willcock S: Physician’s intention to
initiate health check-ups discussions with men: a qualitative study. Fam
Pract 2010.

49. Smith JA, Robertson S: Men’s health promotion: A new frontier in
Australia and the UK? Health Promotion International 2008, 23(3):283-289.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2296/12/29/prepub

doi:10.1186/1471-2296-12-29
Cite this article as: Tong et al.: Malaysian primary care doctors’ views on
men’s health: an unresolved jigsaw puzzle. BMC Family Practice 2011
12:29.

Tong et al. BMC Family Practice 2011, 12:29
http://www.biomedcentral.com/1471-2296/12/29

Page 10 of 10

http://www.ncbi.nlm.nih.gov/pubmed/11425392?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11425392?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9142060?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9142060?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.statistics.gov.my/portal/index.php?option=com_content&view=article&id=472&Itemid=96&lang=en 
http://www.statistics.gov.my/portal/index.php?option=com_content&view=article&id=472&Itemid=96&lang=en 
http://www.statistics.gov.my/portal/index.php?option=com_content&view=article&id=357%3Aonline-publications-statistics-on-causes-of-death-malaysia&catid=42&Itemid=149&lang=en 
http://www.statistics.gov.my/portal/index.php?option=com_content&view=article&id=357%3Aonline-publications-statistics-on-causes-of-death-malaysia&catid=42&Itemid=149&lang=en 
http://www.statistics.gov.my/portal/index.php?option=com_content&view=article&id=357%3Aonline-publications-statistics-on-causes-of-death-malaysia&catid=42&Itemid=149&lang=en 
http://www.statistics.gov.my/portal/index.php?option=com_content&view=article&id=357%3Aonline-publications-statistics-on-causes-of-death-malaysia&catid=42&Itemid=149&lang=en 
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18564976?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18564976?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10863868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10863868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10863868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12674814?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12674814?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17137440?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17137440?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21566238?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11430334?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11430334?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19061448?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19061448?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19061448?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16411874?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16411874?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19283246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18304342?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18304342?dopt=Abstract
http://www.menshealthforum.org.uk/publications/19760-mhf-policy
http://www.menshealthforum.org.uk/publications/19760-mhf-policy
http://www.ncbi.nlm.nih.gov/pubmed/16536259?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12833764?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9934383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9934383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567866?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567866?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19941730?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19941730?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20690339?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20690339?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21566774?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16499241?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16499241?dopt=Abstract
https://apps.who.int/aboutwho/en/definition.html
https://apps.who.int/aboutwho/en/definition.html
http://www.ncbi.nlm.nih.gov/pubmed/10741575?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10741575?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17383784?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17383784?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21567938?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17925074?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17925074?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17925074?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18598339?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18598339?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18598339?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17137439?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17137439?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12477604?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12477604?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18593732?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18593732?dopt=Abstract
http://www.biomedcentral.com/1471-2296/12/29/prepub

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study setting and recruitment
	Data collection
	Data analysis

	Results
	Fragmented views of men’s health and men’s health services are inadequately delivered
	Debating the scope of men’s health: Holistic versus male-specific men’s health
	Opposing views on the approach to men’s health: Universal approach vs. special attention to men’s needs
	Opposing views on men’s health service: Unnecessary emphasis vs. noting the importance
	Men’s help-seeking behaviour: an obstacle to men’s health

	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history

