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ABSTRACT
Objectives: Uptake of health screening is low in men,
particularly among those aged <40 years. This study
aimed to explore factors that influence health screening
behaviour in younger men.
Design: This qualitative study employed an
interpretive descriptive approach. Two trained
researchers conducted in-depth interviews (IDIs) and
focus group discussions (FGDs) using a semi-
structured topic guide, which was developed based on
literature review and behavioural theories. All IDIs and
FGDs were audio-recorded and transcribed verbatim.
Two researchers analysed the data independently using
a thematic approach.
Participants and setting: Men working in a banking
institution in Kuala Lumpur were recruited to the study.
They were purposively sampled according to their
ethnicity, job position, age and screening status in
order to achieve maximal variation.
Results: Eight IDIs and five FGDs were conducted
(n=31) and six themes emerged from the analysis.
(1) Young men did not consider screening as part of
prevention and had low risk perception. (2) The
younger generation was more receptive to health
screening due to their exposure to health information
through the internet. (3) Health screening was not a
priority in young men except for those who were
married. (4) Young men had limited income and would
rather invest in health insurance than screening. (5)
Young men tended to follow doctors’ advice when it
comes to screening and preferred doctors of the same
gender and ethnicity. (6) Medical overuse was also
raised where young men wanted more screening tests
while doctors tended to promote unnecessary
screening tests to them.
Conclusions: This study identified important factors
that influenced young men’s screening behaviour.
Health authorities should address young men’s
misperceptions, promote the importance of early
detection and develop a reasonable health screening
strategy for them. Appropriate measures must be put
in place to reduce low value screening practices.

INTRODUCTION
Most healthcare systems and policies focus
on addressing the needs of children,

adolescents, elderly people and women; very
few look into the healthcare needs of men,
particularly young men.1–5 This is despite
clear evidence showing that men experience
significantly more premature deaths than
women.6–11 Statistics have shown that there is
a sharp rise in morbidity when men reach
40 years of age. For instance, 10% of men
aged 20–35 years have hypertension com-
pared with 40% of those aged 45–54
years.12 13 Likewise, for diabetes, in 2008
3.7% of American adults aged 20–44 years
had diabetes compared with 13.7% of those
in the 45–64 age group.14 The prevalence of
diabetes among younger men is rising.15

This pattern is also observed in other parts
of the world.16 17 In addition, more young
men than young women die prematurely
across the world.3 In the USA, young adults,
men and Asian Americans are reported to be
less health conscious, less likely to seek treat-
ment and have poorer disease control than
older adults, women and those from other
ethnic groups.18 19 The increasing disease

Strengths and limitations of this study

▪ This study focused on the health screening
behaviour of young working men in the commu-
nity, a frequently overlooked population.

▪ We conducted the study with men in the com-
munity rather than those attending clinics as this
group of men tend to underuse health services.

▪ We captured views, experiences, barriers and
facilitators to health screening from men across
different ethnic groups, age, job positions and
screening behaviour.

▪ Both in-depth interviews and focus group dis-
cussions were used to triangulate the data and
the study was informed by behavioural theories.

▪ This study was conducted in an urban setting
where men had easy access to healthcare ser-
vices and most of the participants were from
higher level of education. Therefore, the findings
may not be transferable to other populations in
Malaysia.
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burden in young men has resulted in loss of productivity
as well as increased healthcare cost.15 18 20–22

It is therefore important to identify risk factors and
detect diseases in young men while there is still a
window of opportunity to intervene before the disease
develops or progresses. The US Preventive Services Task
Force (USPSTF) recommends screening in younger
adults, including men, for hypertension, diabetes, sexu-
ally transmitted infections (STIs), HIV, hepatitis, dyslipi-
daemia, depression, smoking, alcohol and obesity.23

These recommendations, however, need to be persona-
lised according to individuals’ risk factors such as ethni-
city, past medical history, family history and lifestyle to
avoid medical overuse and overdiagnosis.24–26

Currently, health screening uptake in young men
remains low in Malaysia as well as globally.27–31 The
American Time Use Survey found that men aged
25–44 years spent most hours in work-related activities
and the least time for personal care, including screen-
ing.32 Compared with women, men are less likely to
attend health screening,33–35 which may explain why
men have poorer health.9 10 Many studies have looked at
factors that influence screening uptake in older men;
however, few have explored young men’s decision to go
for screening, particularly for non-STI conditions such
as high blood pressure, dyslipidaemia, obesity, smoking
and alcohol.36–39

This qualitative study therefore aimed to explore
factors that influence health screening behaviour among
young working men in Malaysia. Malaysia has a dual-
sector (public and private) healthcare system and her
population consists of different ethnic groups including
Malays, Chinese, Indians and aboriginal groups. In this
era of globalisation with active migration across the
world, it is important to understand the health-seeking
behaviour of different ethnic groups, and the gender
differences within each ethnic group.

METHODS
Study design and context
This study employed the interpretive descriptive
approach to explore the health screening behaviour of
young men.40 The interpretive approach was used to
gain a deeper understanding of young men’s screening
behaviour with regard to their age, ethnicity, job pos-
ition and screening behaviour.41 Semi-structured
in-depth interviews (IDIs) and focus group discussions
(FGDs) were conducted in Kuala Lumpur, the capital
city of Malaysia, which is a fast-paced city with a highly
competitive working environment. In this study, men
working in the banking industry were chosen because of
the stressful and sedentary nature of their job. They are
a group of ‘hard-to-reach’ men in the community, who
are less likely to use health services despite having easy
access to them. Most men in this study subscribed to
health insurance covered by the bank while those from
lower job positions were covered by the worker’s union.

The company has panel doctors and all the staff are
reimbursed for their medical expenses but not for
screening. Only staff at higher positions and who have
worked for a certain number of years are entitled to
health screening reimbursement. All IDIs and FGDs
were conducted at their work place.
This study was approved by the University of Malaya

Medical Centre Medical Ethics Committee (MECID.NO:
201410701) and the study conformed to the Declaration
of Helsinki.

Sampling and recruitment
Men of different ethnicities, job positions, age and
screening status were recruited using purposive sampling
in order to achieve maximal variation. Approval from
the banking institution was sought and the human
resource department helped to send invitation emails to
all male staff in the organisation. The invitation emails
included the purpose of the study and the details of the
researchers. Men who were interested in the study con-
tacted the researchers and interview appointments were
arranged via emails. Men from the older age group were
included in the study to provide triangulation of the
data.42 43 Views from the older men are important as
they could share and compare their views and ex-
periences of health screening between now and when
they were younger. They could provide input based on
actual lived experiences rather than perceptions. This
was particularly relevant in the context of colorectal
cancer screening which is recommended for men above
50 years of age. The FGDs were delimited by job position
so that the participants were comfortable to discuss and
disclose their views on health screening without hier-
archical influences.

Data collection
Two male researchers (CHT and CJN) trained in qualita-
tive interviewing conducted the IDIs and FGDs. An IDI
allows the researcher and the participant to discuss
more personal and sensitive issues while an FGD takes
advantage of group dynamics to enrich the data by
enhancing group interactions. These two methods also
serve as a form of triangulation to provide a comprehen-
sive understanding of what influenced men to either
attend or avoid health screening.42 44 Before the inter-
views, the participants read through the participant
information sheet and the researchers encouraged the
participants to raise questions about the study, which
were answered accordingly. The participants were made
aware that their participations were voluntary and that
they could withdraw from the study at any time. We also
obtained their verbal as well as written informed
consent to participate in the study and for audio-
recording the interview. All data were anonymised and
stored in password-protected computers which could
only be accessed by the researchers. During the inter-
view the participants were asked to describe their health
screening experiences, particularly the factors that
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influence their decision to undergo health screening.
The researchers followed the interview guide which was
developed based on a systematic review of barriers
and facilitators to health screening in men,38 theories
(integrative model, health belief model and masculinity
theories),45–47 experts’ opinions and researchers’ experi-
ences (see online supplementary appendix 1). It was
pilot tested with three participants and revised accord-
ingly. The interviews were conducted in a private room
at the participants’ workplace and there were no other
personnel in the room during the interviews. One
researcher led the interview while the other took field
notes. The IDIs and FGDs were conducted until data
saturation was achieved.

Data analysis
The audio-recorded interviews were transcribed verba-
tim, checked and analysed using the NVivo 10 software.
The transcripts were not returned to the participants for
comment. Two researchers (CHT and CJN) first famil-
iarised themselves with the data by reading the tran-
scripts and field notes of the first (IDI) and the second
(FGD) interviews repeatedly. They independently
assigned codes to each phrase, sentence or paragraph of
the transcript based on the study objective (open
coding). The codes were merged to form bigger themes
interpreted based on the relationship identified between
and within the codes (axial coding). Both researchers
met to discuss the analysis and any differences in the
coding were resolved through consensus. The analysis
was also confirmed by a third researcher (AW). CHT sub-
sequently coded the remaining transcripts and discussed
any new codes that emerged with the research team.
Throughout the analysis, the interpretive description
approach was used by performing constant comparison
to identify similarities and differences in the views and
experiences of health screening among the participants.
The data were interpreted in the context of the partici-
pants’ age, ethnicity, job position, screening status and
interview mode (IDI vs FGD). Three researchers, a pro-
fessor in men’s health (AW), a professor in family medi-
cine (CJN) and a health researcher (CHT), were
involved in data collection, analysis and writing up. All
researchers were trained in qualitative research; CHT
was trained in qualitative research and had conducted
qualitative interviewing previously; CJN conducts qualita-
tive research workshops and had published qualitative
research articles; while AW is an experienced qualitative
researcher and had published extensively. The research-
ers critically examined their own roles and challenged
the interpretations of the data throughout the study to
reduce potential biases.

RESULTS
Eight IDIs and five FGDs were conducted from July to
November 2015. A total of 31 men participated in this
study and their characteristics are shown in table 1. The

age of the participants ranged from 24 to 64 years and
10 of the 31 were aged ≥40 years old. Two men can-
celled the interview appointments due to a busy sched-
ule and feeling unwell. The duration of the interviews
ranged from 30 min (IDI) to 90 min (FGD) and there
was no repeat interview. This study identified six factors
that influenced young men’s health screening behav-
iour: misconceptions, receptivity, life priorities, cost con-
siderations, doctors’ influence and medical overuse
(figure 1). The italicised subheadings below and in
figure 1 indicate factors that are unique to younger
men. The participants did not provide feedback on the
findings.

Misconceptions about health screening
Screening is not part of prevention
Young men often did not perceive screening as part of
prevention, unlike health promotional activities such as
exercise and diet. They could not differentiate between
‘screening’ and ‘diagnosis’. They would go for a medical
‘check-up’ when they had symptoms, such as pain, or
when ill. Some of them mentioned that it was the Asian
culture to seek help from doctors when sick, not when
they were healthy.

If I have time, I will go for check-up. If I have no time, I
won’t. It is fine because I am already exercising regularly.
When I suddenly feel like not OK, like feeling weak, then
I’ll go for a check. If I feel strong, there is no need to
check.

(Malay, Clerk)

Table 1 Participants’ characteristics

Characteristic N %

Age, years

20–29 11 35.5

30–39 10 32.3

40–49 5 16.1

50–59 4 12.9

60–69 1 3.2

Ethnicity

Malay 14 45.2

Chinese 12 38.7

Indian 3 9.7

Others 2 6.5

Job position

Senior manager 8 25.8

Officer 7 22.6

Sales advisor 9 29.0

Clerk 7 22.6

Education level

Primary school 1 3.2

Secondary school 4 12.9

Certificate/diploma 8 25.8

Degree 17 54.8

Postgraduate 1 3.2

Regular screening

Yes 13 41.9
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[Participant’s father was diagnosed with serious diseases
and he was probed whether that prompted him to go for
health screening] “… Not as in like ‘you may also fall
sick, you got to go and check’. But instead of going for
screening, I would take it as ‘I need to start living a
healthy life’, like let’s say drink a lot of water, sleep at
least about 8 hours a day, something like that.”

(Other ethnicity, Senior manager)

It’s not like my friends in Australia and in England, they’re
not afraid of hospitals, they don’t have this phobia of
going to clinics or hospitals. But for us, even now, until
today, I think it’s a burden for me to go to the hospital, the
thought of ‘Oh, tomorrow I got to go to the hospital’, you
have all these negative things. I think we are in the system
where we go to the hospital to get a cure, to find the
remedy for it, whereas people in the developed nation,
they go there because they want to prevent it (the disease).

(Malay, Senior manager)

Still young and healthy
Most younger men did not bother to go for health
screening because they felt that they were still young

and healthy. They considered screening as being
unnecessary and would delay going for it as long as they
were ‘able to perform routine activities without difficul-
ties’ and leading a healthy lifestyle.

Because we are still young, so we don’t bother about
screening too much.

(Chinese, Sales advisor)

The test lab sent letters asking me to go (for screening)
again but I have been monitoring my diet carefully, and I
can sleep, can move and can run, so I did not bother
about it.

(Chinese, Sales advisor)

Screening is important but you can delay it because you
do not have it [disease] yet, not feeling the pain yet.

(Malay, Officer)

‘The more you check, the more likely you’ll get it’
On the other hand, some younger men considered it a
taboo to talk about screening as they felt that it was self-
fulfilling: ‘you will get the disease if you keep thinking

Figure 1 Summary of the factors that influence young men's health screening behaviour.
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and talking about it’ and ‘the more you check, the more
likely you will get it’.

People go on to live until they’re 80 and they die
of something else. So, the body fixes itself, you know.
So maybe what you don’t know won’t kill you. Sometimes
I think it’s self-fulfilling. When someone says you have a
disease, you behave that way.

(Chinese, Senior manager)

Receptivity to health screening
Younger generation are more receptive to health screening
The younger participants mentioned that they were
more open and receptive to health screening than older
men because the younger generation had more access
to health information and hence were more health
aware.

I think we [the younger generation] are more open to
suggestions. But the older generation, they are a bit
resistant to new ideas. Now people have social media,
these kind of things at least we got to know about, eg,
free health screening campaign, ‘Hey why don’t we go,
since it’s for free’. But then for the older generation,
they always felt that, ‘I am ok, I am healthy, so although
it’s free why should I do it?’ That kind of mindset.

(Malay, Officer)

But I can see the changes with my daughter. She’s not
worried about hospital. And anytime that she suffers
from something you know, she always insists on going for
a check-up and everything. So I can see the changes
already. But for my generation and upwards, no. Hospital
is the last place you want to go.

(Malay, Senior manager)

Life priorities
Marriage as a trigger for men to go for screening
Some men did not consider screening until they were
married. Marriage made them more health conscious
because they felt a sense of responsibility and wanted to
stay healthy for their family. For those participants who
were married, their partners played an important role in
motivating them to go for health screening.

You know when I was younger, the priority was basically
you work and work, you want to make more money, so I
stayed over time [in the office], sometimes you sleep less,
you know. All we think about is that you want more
money to go and enjoy yourself. But once you get
married and once you are old, the priority changes. I go
for regular check-up and things like that. You worry
about things, you know. Because whatever you do will
impact you, your wife and also your family.

(Indian, Senior manager)

Cost considerations in health screening
Limited financial resources
Young working men, who had limited income and
young families, often had financial commitments includ-
ing servicing loans for their house, car and education.

This made health screening a lower priority at that stage
of their life. They would only go for screening if it was
free or paid by the company.

I think it also depends on a person’s stage of life, like eg,
I just bought a house and I need to renovate it. So asking
me to go for a health check-up, asking me to spend 300
or 400 or 1000 dollars is out of the question.

(Chinese, Officer)

If the company doesn’t cover for me, I would not go.
(Chinese, Senior manager)

Wasteful to screen just to find out you are healthy
Some younger men considered it ‘wasteful to screen just
to find out that you are healthy’. Some even reduced
the frequency of screening to save cost, especially when
the screening test results were persistently normal.

Because we are sure we’re healthy then we don’t have to
spend our money to go to the clinic. For me, if I don’t
get a fever, my life is healthy, I can do everything, and I
don’t feel sick.

(Malay, Sales advisor)

You don’t want to be wasting four, five thousands for a
test which ends up telling you that you are healthy. Yeah.
Just to fulfil your need of knowing that you are healthy.

(Indigenous, Senior manager)

I used to do [health screening] annually, then I noticed,
every year I see the same report, same result, so, why
waste the money? So now I delay 1–2 years and then only
I do [go for health screening]

(Chinese, Senior manager)

Personal health insurance is a double-edged sword
Having personal health insurance could be a facilitator
or a barrier to health screening. Some participants who
had personal health insurance were reassured that the
treatment cost would be covered if a disease was picked
up during screening. In contrast, some considered
screening as an extra financial burden and would,
instead, invest in health insurance so that the treatment
cost would be covered if they fall sick.

Some people won’t go for check-up. Instead they might
opt for insurance and felt that ‘let’s say anything
happens, then I’m covered’. I think most of them feel
that way. They considered that as ‘preventive measures’.

(Malay, Officer)

Influence of doctors on men’s uptake of screening
Doctors’ characteristics
When considering whether or not to undergo health
screening, most men preferred doctors whom they
could trust, especially those with whom they were famil-
iar (eg, a family doctor or personal friend). They also
preferred doctors of the same gender, particularly
among the Muslim men, because they found it easier to
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establish mutual understanding and were more at ease
with male doctors, particularly when discussing sexual
issues or undergoing genital or rectal examination. They
also preferred doctors of the same ethnicity because
they shared the same language and culture.

Well my records are with him, he knows all my history so
well. I just talk to him freely on my health issues. If I
change to another doctor, then I will need to start all
over again. This hospital will need to transfer all my
records to other hospital, and then the new doctor has to
read through my records again, and trying to get the
picture of my health. So it takes time.

(Chinese, Senior manager)

I prefer a male doctor. It is easier for us to talk; it is
about men. If the doctor is a female, you will be shy or
… is a barrier if you want to say something personal. You
know the [female] doctor is professional, but for us, like
us Malay, sometimes we have got ‘adat-adat sopan’
[polite culture]. You don’t want to … you cannot be too
rude to ask the female doctor. If you got any disease on
your private part, how do you want to tell her? For us …
like me, Malays, like sometime, I would not be comfort-
able. If I have a choice, It’s better to see a male doctor,
rather than a female.

(Malay, Officer)

I prefer Chinese because we can communicate easier [in
Chinese], easier to understand. If it is Malay, we may not
understand.

(Chinese, Sales Advisor)

Doctors’ recommendations
Most men would follow their doctor’s advice whether or
not to take up health screening. Most doctors would rec-
ommend screening for cardiovascular disease but few
recommended cancer and mental health screening,
such as depression.

It’s a full medical check-up, they took my blood test, and
then I have to go through the stress test. So, based on
the normal graph, everything is ok. But the doctor
advised me to go further to angiogram, because that one
[stress test] is not accurate according to the specialist,
you need to go for angiogram to check.

(Malay, Senior manager)

I don’t remember the doctor asked me whether I am
feeling depressed or have little interest in doing things.
He is focusing more on my physical health.

(Malay, Senior manager)

I’m surprised that until now the doctor has not recom-
mended bowel cancer screening to me [this participant
is above 50 years old].

(Indian, Senior manager)

Doctors’ negative attitudes towards screening in younger
men
Some of the younger men in this study mentioned
that doctors were disinterested in engaging them in

health screening. They felt that the doctors did not
listen and explain much about the tests and did not
allow them to ask questions. These younger men felt
that they were not taken seriously because they were
young and assumed to be healthy. One young partici-
pant was asked by the doctor ‘Why did you screen so
much?’

The questions they asked are quite standard and the
doctors seem to be disinterested. So I am not too sure
whether that was a proper medical check-up. Some of
them have the tendency not to listen to me and they
kind of like to jump to conclusion. I wanted to ask more
questions but the doctor wasn’t in the mood to entertain
my questions.

(Chinese, Officer)

Medical overuse
‘More tests are better’
Most of the men in this study would let the doctors
decide which tests they should go for. Others would
choose the packages offered by commercial laboratories.
They wanted ‘detailed’ rather than basic tests, which
they felt might not be enough to assess one’s health.
Most considered ‘more tests are better’, especially if the
cost is covered by the bank.

It’s the completeness. Those normal tests are basically
only taking blood and urine for testing. It doesn’t
include ultrasound, no ECG, no X-ray. Of course, the full
one is definitely better.

(Chinese, Senior manager)

I think those that we have gone through
[pre-employment check-up] are very superficial. If you
want to do [screening], you must do those [tests] that
zoom into detail, very detailed tests that check your
organ functions, whether they are ok or not. I think
these tests are more important, but they are very
expensive.

(Chinese, Sales Advisor)

Doctors performing unnecessary screening tests
Some men lost trust in their doctors when they found
out that unnecessary tests were ordered, especially if
they were done just for profit. This would not only incur
additional costs but might also cause harm.

These days, the medical field can be quite commercia-
lised. Doctors would advise you to take up certain screen-
ing tests, which are expensive and unnecessary. This does
prevent people from going for screening, like for some
of my friends, after they saw the so-called ‘unethical’
practice.

(Chinese, Officer)

I have problems with this because sometimes I doubt the
integrity of the physician. This fellow is trying to make
money, you know, ordered all kind of things that you
don’t need.

(Chinese, Senior manager)

6 Teo CH, et al. BMJ Open 2017;7:e014364. doi:10.1136/bmjopen-2016-014364

Open Access



False reassurance following screening
Screening may provide false reassurance to men, espe-
cially when the test is not accurate to screen for the
disease.

I have a friend, a smoker. He did his tests and everything,
when he came out he said, ‘Oh sh*t, my report is bad,
high cholesterol, all are not good. However, the x-ray
showed that my lung is perfect. Yeah! I’m a smoker but
my lung is good. Healthy.’ Then what can you say?

(Chinese, Senior manager)

DISCUSSION
This study identified some important factors that influ-
enced young men’s health screening behaviour. There
were misconceptions about health screening, higher
receptivity towards screening, life priorities, cost consid-
erations, doctors’ influence and medical overuse. Most of
these factors are applicable to both younger and older
men, but there are a few that are unique to younger men.
Our findings showed that the young men in our

sample lacked understanding regarding health screen-
ing. They were more aware of health promotional activ-
ities such as exercising, maintaining healthy diet and
adequate sleep, but did not see health screening as part
of prevention. When asked about their past experience
in health screening, they misunderstood it for diagnosis.
This lack of understanding could be due to lack of
awareness of men’s health and the fact that current
health campaigns often target women.48 49 When men
are targeted, older rather than younger men are often
the focus. In addition, younger men tend to have a
lower risk perception of diseases as they are still young
and healthy, which has also been found in other studies,
where healthcare is used only when men have symp-
toms.50 51 A participant cited that ‘seeing a doctor only
when sick’ was part of the Asian culture, which is in line
with the study by Dryden et al27 who found that this
health-seeking behaviour is less prominent among non-
whites. These misconceptions about health screening
need to be addressed, particularly through public aware-
ness programmes and health education.
Compared with the older generation, the younger

men in this study were more aware about health and
expressed a desire to take care of their health, especially
among Chinese men. The younger men are more
exposed to health information and therefore more
receptive to health matters, probably due to accessibility
to the internet. This is in accordance with the number
of internet users in Malaysia, where 72.6% of internet
users are aged between 20 and 44 years.52 A report on
activity of internet usage in the USA showed that 35.5%
of people who were connected to the internet searched
topics related to healthcare.53 In addition, studies have
found that internet-based interventions are effective in
changing health behaviours—for example, increased
exercise time, nutritional knowledge and screening
uptake.54–56 Thus, the internet could potentially be an

effective platform to promote health screening in this
group of ‘hard to reach’ men.
Cost is an important consideration among young men

when they make decisions about screening. Young men
are at the phase of building their career and family; they
often have limited income with many financial commit-
ments. Health screening is therefore not a life priority.
This observation holds true in this study, except for
those who were married. Marriage was perceived as a sig-
nificant life event and it changed men’s attitude towards
health including screening uptake. Men care more
about health after marriage as they need to stay healthy
to take care of their family. Therefore, marriage may
be an important transition point in life to reinforce
the importance of health and screening in men. In add-
ition, many studies have found that partners play an
important role in motivating men to go for health
screening.27 37 49 57

Doctors’ recommendation is an important factor that
influences men’s decision to take up screening; however,
in this study it was found that doctors were less likely to
initiate screening in younger men. Although the
USPSTF recommends screening for younger men based
on their personal health risks,23 doctors often do not
recommend screening to younger men as they perceive
them as a low-risk group. A qualitative study reported
that doctors’ intention to initiate health check-up discus-
sions with men was related to doctors’ perception of
men’s receptivity to health check-ups.58 Doctors per-
ceived that older men were more receptive to health
screening and thus were more likely to discuss health
screening with them. However, this pattern may be chan-
ging as young men were found to be receptive to health
screening in this study, especially when its benefits had
been made clear to them. Doctors’ perceptions towards
and practice of health screening in young men need to
be realigned according to established clinical practice
guidelines.
The issue of medical overuse was raised by the partici-

pants. When undergoing health screening, young men
wanted more screening tests and some doctors tended
to promote unnecessary screening tests. This is probably
because young men did not realise that some of the tests
were inaccurate and not evidence-based. Some doctors
also recommended unnecessary tests for profit, which
caused men to lose trust in the doctors. In addition,
screening tests are often offered in packages rather than
tailored according to men’s health profile. For example,
non-evidence-based screening tests such as a chest X-ray
is still mandatory for pre-employment check-up in
Malaysia. When the chest X-ray turns out to be normal,
men will use it to justify their smoking behaviour. The
same observation was also found in high-risk smokers
who had low-dose CT for lung cancer screening.59

Morgan et al24 has outlined several strategies to mitigate
medical overuse including constraining resources at
the system level, highlighting low-value clinical services
to the healthcare providers and involving patients in
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shared decision-making. However, these strategies have
not been evaluated. More effort and interventions need
to be put in place to curb medical overuse, including
screening in young men.
Masculinity did not emerge as a main barrier to

screening in this group of men, albeit being probed
during the interviews. This is unlike studies with commu-
nities such as African-Americans, which found that
‘machismo’ is a common barrier that prevents men from
taking up screening.36 They are expected to be
‘staunch’, and seeking healthcare is considered a sign of
weakness.48 However, when probed about mental health,
a few men in this study cited that they did not want to
be screened for mental health problems such as depres-
sion. Similar to other studies, men with high levels of
gender conflict were reported to be less likely to seek
help on mental health issues as opposed to physical
health problems.60–62 Depression conflicts with the mas-
culine norm such as stoicism; it may also increase self
and societal stigma, which may explain why these men
disfavour mental health screening.63 Efforts should be
taken to address the negative impact of conforming to
the masculine norm and to encourage men to be
screened and to seek help for depression in view of the
high suicide rate among men. This study highlighted
the need to address men’s misconceptions about health
screening; this requires effective interventions that
provide accurate information about health screening.
Men should be made aware of screening tests which are
evidence-based and educated on low-value screening
tests which should be avoided. In addition, future
screening programmes for men must take into consider-
ation men’s life stage when developing an intervention,
as men have different priorities and needs at different
stages of their lives.

Strengths and limitations of the study
This study has several strengths and limitations. We
focused on the health screening behaviour of young
working men in the community, an important yet fre-
quently overlooked population. The study was con-
ducted with men in the community rather than those
attending clinics as this group of men could provide
views of men who tend to underuse health services. This
study captured a wide range of views, experiences, bar-
riers and facilitators to attending health screening from
men across different ethnic groups, age, job positions
and screening behaviour. However, most of the partici-
pants had received a higher level of education, resided
in an urban setting and were working within a single
banking institution. Therefore, the findings may not be
generalisable to other populations and employment
sectors in Malaysia.

CONCLUSION
This study highlights a number of important factors that
influence the health screening behaviour of young men.

These include misconceptions about screening, receptiv-
ity towards screening, life priorities, cost considerations,
doctors’ influence and medical overuse. Health autho-
rities need to address young men’s misconceptions,
promote the importance of early detection and develop
a health screening strategy for them. Appropriate mea-
sures also need to be put in place to address the issues
of medical overuse in order to reduce low-value health-
care and improve the health status of young men.
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