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We are grateful to Helen Keleher for drawing attention to the issue 
of gender equity in health.1 It is concerning, however, that Keleher’s 
discussion of gender equity (giving men and women equal opportunity 
to realise their health) and gender mainstreaming (assessing the 
implications for women and men of any planned action so that women 
and men benefit equitably) refers only to women. 

At a time when a growing body of research into men’s health 
has expanded the concept of gender beyond women’s issues,2 it is 
disappointing to see ‘gender’ conflated with ‘women’ and the key 
concepts of gender mainstreaming, gender equity and gender equality 
discussed exclusively in the context of women’s needs, perspectives 
and empowerment. Keleher’s conclusions – that gender mainstreaming 
has not occurred in Australia and that gender equity is rarely, if ever, 
identified as an outcome measure for policy and programs – are 
diminished by her insistence that gender mainstreaming is about 
women’s (but not men’s) perspectives and gender goals. Such a view is 
outdated and serves to short-change, if not misrepresent, the potential 
of gender mainstreaming to advance gender equity. 

The desire to redress women’s disadvantage in health-related 
decision-making and outcomes provided the impetus for international 
advocacy for gender mainstreaming in health policy.3 However, a more 
balanced and modern view would question Keleher’s claim that, “the 
intention of gender equity work is for policy to be transformative of 
women’s health and social experiences” and that gender mainstreaming 
is about “infusing gender analysis, gender-sensitive research, women’s 
perspectives and gender goals into mainstream politics, project and 
institutions.” In fact, such narrow constructs of gender equity have 
been criticised for their failure to acknowledge men and men’s health.4 

The omission of men from Keleher’s discussion of gender equity 
is problematic for a number of reasons, particularly in the Australian 
context. Australian males experience a greater burden of disease and 
injury than women, and there are many instances in which male needs, 
perspectives and goals are under-represented.5 Australia’s first national 
policy on male health – which Keleher does not even mention – 
supports action related to gender equity.6 The focus on only one gender 
also risks sidelining the importance of gender relations in promoting 
gender equity. Problems associated with Keleher’s bias in this regard 
have been raised previously.7 

Gender equity is a foundation principle of Australia’s National Male 
Health Policy 2010. The Policy acknowledges the need for health 
policies to address “the different challenges that face men and women 
in managing their health” and “the unfair and unnecessary health 
inequities that exist as a result of what it is to be a male or a female in 
society”.8 The gender analysis guide developed by South Australia’s 
Office for Women also takes a balanced view, acknowledging that, 
“gender equity relies on careful consideration of the differences in 
women’s and men’s lives and in recognising that different approaches 
may be required to produce equitable outcomes”.9 

Keleher’s gender mainstreaming policy analysis relies on a limited 
selection of national and state policies and strategies which focus on 
women, but not those which focus on men. This approach takes no 
account of recent or current men’s health strategies, policies or action 
plans (such as those in Victoria, South Australia and New South Wales), 
nor institutional initiatives such as the Northern Territory Department 
of Health’s Men’s Health Strategy Unit. 

Keleher is critical of South Australia’s Social Inclusion policy for 
ignoring gender, but makes no mention of South Australia’s gender 
equity guide, released in December 2010, which promotes gender 
analysis in the development of policies, programs and projects.10 A 
Tasmanian Department of Premier and Cabinet review found that 
various Australian State Governments have developed tools or guides 
for gender inclusive policy, programs or services.11 It will obviously 
be important to monitor the effectiveness of these tools and guides. 

Although Australia has nothing like Canada’s Institute of Gender and 
Health or the UK’s broad gender duty of care,12 a number of important 
gender-focused research initiatives are being undertaken. These include 
projects by the University of Adelaide’s Freemasons Foundation Centre 
for Men’s Health, as well as the Australian Government-supported 
Australian Longitudinal Study on Women’s Health and the new 
Longitudinal Study on Male Health. There are further opportunities to 
build a systemic focus on gender equity through Australia’s Medicare 
Locals and the Australian National Preventive Health Agency. 

We agree that gender analysis frameworks and gender mainstreaming 
have the potential to build gender equity and contribute significantly 
to our understanding and actions on men’s and women’s health. Within 
Australia, increased gender sensitivity and a greater focus on gender 
equity could strengthen a range of initiatives, including strategies 
and implementation for health promotion and disease prevention, 
health services delivery, patient-centred care, social marketing, health 
communication and health literacy.13,14 This is unlikely to occur, 
however, unless researchers, policy-makers and practitioners have a 
clear understanding that gender equity relates to both men and women. 
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The women’s health movement began because women’s experiences 
of health and the health system were invisible, and there was 
widespread evidence that the health system did not meet women’s 
needs or recognise the need for specialised services for women’s 
health. Other issues which gained prominence were the lack of 
women’s representation on decision-making bodies and the inclusion 
of women in research studies – these were recognised as issues of 
equity for women. The exclusion and invisibility of women has not 
been resolved to a level of equality – as most Boards, Councils and 
Management Committees reflect. Women’s representation is far from 
equal. Although the status of women and conditions for gender equality 
have improved considerably across high, medium and low-income 
countries, women and girls remain disadvantaged relative to men and 
boys in many, many ways.

These issues have been recognised globally by the UN and the World 
Health Organization including through the Millenium Development 
Goals. These organisations are clear about their position – that gender 
inequity puts the health of millions of women and girls at risk globally 
– so it follows that we must analyse the source of those inequities. 
Gender mainstreaming is about making women’s experience and 
specific health needs more visible. 

It is legitimate to continue to raise awareness of these issues for 
women as my article does. As strongly as the author of the letter makes 
her case, gender equity can still be studied from the perspective of 
women without matching men’s experience. Researchers should not 
be made to feel that they can no longer talk about women’s health 
independently of men’s issues. Indeed, if the policies I examined were 
devoid of gender analysis, who are they about? The universal ‘person’? 
Or are they primarily about men’s experience? 

That said, my interest and expertise is in women’s health. I don’t have 
expertise in men’s health and invite the authors to publish on gender 
equity in policy from the perspective of men’s health. 
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In 2012, an international randomised controlled trial demonstrated 
that 11 years after screening with the prostate-specific antigen (PSA) 
test for prostate cancer there was a population-wide mortality benefit 
from having had the test, but that this benefit may be outweighed by 
the harms associated with testing and treatment.1 In Australia, the 
Royal Australian College of General Practitioners does not recommend 
screening asymptomatic men older than 75 years, due to the long 
natural history of untreated localised prostate cancer, the impact of 
competing causes of death, the increase in false-positive results with 
age and adverse effects of radical treatment.2 However – despite these 
recommendations – in a recent Australian study, 47% of men aged 75-
84 years reported having had a PSA test in the previous two years.3 We 
used Australian Medicare claims data to determine the screening status 
of men aged 75-84 years with no prior diagnosis of prostate cancer and 
examined demographic, lifestyle and health-related factors associated 
with prostate cancer screening.

We used a subsample of data from a larger population-based cross-
sectional study of a random sample of men aged 50-84 years resident 
in New South Wales (NSW) selected from the Australian Electoral 
Roll. Participants completed a computer-assisted telephone interview 
undertaken by trained interviewers between January and December 
2007. The participation rate for the overall study was 55%. The Human 
Research Ethics Committee of Cancer Council NSW approved this 
study.

This analysis included men aged 75-84 years, with no prior diagnosis 
of prostate cancer, who provided consent to obtain their Medicare 
claims data. Data relating to any PSA tests participants had between 
2005 and 2008 were provided by Medicare Australia, and for this 
analysis we used Medicare item 66655 to identify PSA tests to “screen” 
for prostate cancer, and items 66656 and 66659 to identify PSA tests 
for monitoring prostatic disease or follow-up of a previous high PSA 
test result. Multivariable logistic regression was used to identify factors 
associated with having a screening PSA test in the previous two years, 
using a significance level of 0.05. Very few men (n=15) in this sample 
had a family history of prostate cancer, so the role of family history 
could not be examined. Data were analysed using SAS software version 
9.2 (SAS Institute, Cary, NC, USA).

Of 315 men who were aged 75-84 years at baseline, 212 (67%) 
consented to our accessing their Medicare claims data. We obtained 
Medicare records for 207 men (98%). The only statistically significant 
difference between men who consented and those who did not was that 
those who had a university-level education were more likely to consent 
(81% versus 65%). Of the 207 men with Medicare records, 65% had a 
record of a PSA test in the two years prior to their interview, 35% for 
screening and 30% for monitoring. In the year prior to interview, 47% 
of men had a PSA test, 20% for screening and 27% for monitoring. 
Of the men who had a monitoring PSA test, 54% had another PSA 
test within 12 months of their interview. When comparing men who 
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