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Masculine Perspectives about Work and 
Family Concurrently Promote and Inhibit

Men’s Healthy Behaviors

Excess male mortality across the lifespan is partly attributed to masculine norms.
Largely unexplored are ways masculine norms are positively aligned with healthy
practices like diet, exercise, and doctor’s visits. Hence, we explored how men de-
scribed their masculine norms in the context of their physical health practices. Data
from 4 focus groups and 16 interviews was analyzed for how masculine norms shape
healthy intentions and behaviors. Contrary to models of masculinity as just a bar-
rier, considerable health motivation is related to masculine roles of providers, work-
ers, and protectors of family. In particular, work and family were central motivators
of healthy behaviors. Better recognition of the role of family and work could help in-
form policy aiming to support healthier men.
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A long-standing health disparity is the higher risk of mortality for males at all ages of the
lifespan, compared to females (Hazzard, 1986). Currently, male mortality is higher than fe-
male mortality nearly worldwide (Wang et al., 2012). While there is a slight narrowing of
the mortality gap between men and women once a population reaches low mortality, de-
mographic transitions to development have been characterized by an increasing proportion
of male excess deaths (Drevenstedt, Crimmins, Vasunilashorn, & Finch, 2008; Gage, 1994;
Glei & Horiuchi, 2007; Raftery, 2012; Weden & Brown, 2006). Males have higher mortal-
ity than females from nearly all leading causes of death, and particularly those causes with
significant social and behavioral components (Rogers, Everett, Onge, & Krueger, 2010;
Xu, Kochanek, Murphy, & Tejada-Vera, 2010). Why male mortality is consistently higher
than female mortality is an intriguing psycho-social health question and a public health con-
cern that is apparent in both developed and developing countries.

Explanations for the gender mortality gap include foci on psycho-social correlates like
masculinity and high-risk behavior among men, and low and lagging health-care utilization
(Bird & Rieker, 1999; Verbrugge, 1985; Williams, 2003). A persistent gap remains between
men and women in health care utilization with women spending more on personal health-
care regardless of insurance status (Cylus, Hartman, Washington, Andrews, & Catlin, 2011).
The gender disparity in mortality has also been attributed to men’s greater level of engage-
ment in high-risk behaviors (Waldron, 1985), under-utilization of primary and preventive
health-care (Corney, 1990; Green & Pope, 1999; Meador & Linnan, 2006; Nathanson,
1977), and delayed contact with healthcare until late in the disease process (Chapple, Zieb-
land, & McPherson, 2004; Galdas, Cheater, & Marshall, 2005; Juel & Christensen, 2008),
compared to women. Thus, even men with some healthcare access still have lower en-
gagement in clinical care. 

Barriers to health-seeking behavior are closely tied to traditional constructions of mas-
culinity, such as strength, stoicism, and self-reliance (Addis & Mahalik, 2003; Chapple et
al., 2004; Courtenay, 2000; O’Brien, Hunt, & Hart, 2005; Saltonstall, 1993; Williams, 2003).
Reports strongly suggest the role of masculinity in men’s disengagement with healthy be-
haviors, indicating that men have low perceived susceptibility to disease (Davies et al.,
2000; Möller-Leimkühler, 2002; Noone & Stephens, 2008; Richardson & Rabiee, 2001),
and desire for personal control (Robertson, 2006b; Saltonstall, 1993; White, 1999).

Although masculinity is framed as patently unhealthy (Steers, 2010), a growing literature
seeks to explore positive frames, particularly in the fields of psychotherapy and men’s men-
tal health (Addis, 2008; Englar-Carlson, 2013; Hammer 2010; Kiselica, 2010; Levant,
2014). However, left largely unexplored are the specific ways that both positive and nega-
tive framings of masculinity are specifically linked (or unlinked) to their physical health
practices. Thus, we explored how men described their masculine norms in the context of
physical health practices, and the identification of barriers and incentives to these practices.

MATERIALS AND METHODS

Research Objectives

Our study, called Health Initiatives for Men (HIM), examined key perspectives of men
around their social, physical and emotional health ideals. Because of its importance in the
literature, we reviewed contexts of masculinity as well as work, family status and health
norms to examine how each shaped men’s healthy intentions and ideals and barriers to re-
alizing those ideals. We recruited men using a community engaged design in the north-
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western U.S. to enroll men with good health support (employed, insured). Interviews and
focus groups assessed healthy ideals domains while focusing on masculine perspectives,
and socio-economic influences (job class, age and family/marital status). Focus groups were
used to elicit group-based phenomena (norms and values about health, work, and mas-
culinity) while interviews were used to explore more individual-level items (how norms
and values are implemented in the lives of each man). By using both focus groups and in-
terviews, we were able to explore the full range of how men perceive health, and intend to
engage in healthy behaviors.

Study Design

We used a Community-University partnership and the core principals of Community-
Based Participatory Research (CBPR) (Azaroff, Nguyen, Do, Gore, & Goldstein-Gelb,
2011; Cook, 2008). We partnered with Premera Blue Cross (PBC) of Mountlake Terrace,
Washington, a health plan with a stated commitment to make a difference in the health of
the employees, customers and communities it serves. All employees of PBC have health in-
surance, although they may choose among coverage options; we could thus focus on how
male employees’ values and intentions influenced their health behaviors largely independ-
ent of variable access to healthcare coverage. We formed a Community-University Advisory
Board (CAB) with key stakeholders, including members of the university research team,
PBC management (medical officers, human resources, operations, and communications),
and four of the most critical stakeholders who were male employees. The CAB ensured re-
spect for interests of all parties throughout the study—protection for and input from par-
ticipants, University research rigor and independence, and community support from a local
health care company investing in exploring ways to improve men’s health. The CAB over-
saw the design, implementation and approval of all study procedures conducted on-site at
Premera, and approved all publications/manuscripts. The CAB does not have access to in-
dividual data results, only aggregated results. Although Premera and the CAB were con-
sultants on our research, approve the findings, and are shared authors in the writing of this
manuscript, the opinions and interpretations do not necessarily represent those of the fund-
ing agencies or Premera Blue Cross.

Recruitment

In October 2009, male employees of PBC were recruited to participate by the chief med-
ical officer via a voicemail and email which directed men to a secure website at the Uni-
versity of Washington where they could volunteer for participation. Of 127 volunteers, a
stratified random sample of 50 men representing age, race and job category distributions at
PBC were selected for participation. The sample was selected to (1) be relatively uniform
in representation across age categories and job categories, and (2) oversample less well rep-
resented self-identified races and ethnicities (see Figure 1). However, the only stratifica-
tion in the qualitative data analysis is by focus group (formed on the basis of job category).
The sample was too small for race and ethnicity separation and because of the nature of our
findings with representative quotes, stratifying data by race and ethnicity could compro-
mise the identity of participants. 
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Ethics Statement

Procedures were approved by the Institutional Review Boards of the University of Wash-
ington and the Pennsylvania State University, and by the Human Resources Office of PBC.
Written informed consent was obtained from all participants.

Data Collection and Use of Theory

We were guided in choosing our conceptual domains (Table 1) for data collection by the
Theory of Planned Behavior. The key component of this model is that behavioral achieve-

ment depends on motivation (intention) and ability (behavioral control). However, both in-

tention and behavioral control are informed by three key constructs: attitudes, social norms,

and perceived control. Specifically, the constructs within the theory of planned behavior

are behavioral intentions, subjective and social norms, self-efficacy and behavioral control.

Together, the constructs in the theory enabled us to focus on how individual and group at-
titudes, social norms and perceived control shape health intentions and behaviors for men,
(Ajzen, 1991), and specifically how these are shaped and informed by masculine norms.
Self-efficacy is a domain previously identified as important in men’s health (Robertson,
2006b; Saltonstall, 1993; White, 1999). 

Data collection included semi-structured interviews (n = 16 men), and focus groups (4
focus groups; 5-9 men per group), conducted by an experienced qualitative researcher (SAS)
and assisted in moderating and note-taking by other authors (BCT and KAO).The focus
group and interview facilitator was female, and the moderators in the focus group were both
male and female. Focus groups and interviews probed the same categories, but focus groups
gathered men’s social group norms about health, while interviews probed men’s personal
experiences and perceptions around health (Table 1). To ensure information was gathered
across job levels, we chose men from each of four employment grades at PBC: parapro-
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Figure 1. Race/ethnicity distrubution of HIM participants.



fessional (hourly workers), professional, middle/upper management, and executive. The 90
minute focus groups were designed by job grade so men with similar positions participated
in the same group. The semi-structured interviews lasted 60-90 minutes. Conversations
were audio-recorded with permission of the participants.

Analysis Methods

Audiotapes were transcribed word-for-word; the qualitative analysis software,
ATLAS.ti6.2 (Berlin, Germany) was used for coding and analysis. Three investigators (SAS,
THC and KAO) made up the analysis team. First, SAS and THC independently read the
transcripts line by line, assigning codes as they emerged from the text using “open cod-
ing”(Bernard, 2006). The two resulting codebooks were merged to form a set of consensus
codes unanimously agreed upon by the analysis team. The merged consensus codes were
used for all subsequent analyses. 

Themes were interpreted using thematic analysis (Braun & Clarke, 2006) informed by
theory (Theory of Planned Behavior) (Larkin, Watts, & Clifton, 2006; Smith, Flowers, &
Larkin, 2009). Themes were generated in an iterative fashion in meetings with the research
analysis team until consensus on measures was reached. Measures used to reach consensus
included identifying (1) codes with the highest frequencies (dominant codes); (2) codes that
frequently co-occurred with dominant codes across transcripts (to determine breadth and
contextual meaning); (3) the highest co-occurrence of breadth and dominant codes; and (4)
re-reading the associated text to understand fuller components of context and meaning and
to extract representative quotes. Repeated codes from a participant and within the same
broad category were treated as one instance. Analysis was strengthened by comprehensive
review of coding reports of queried text related to the research question, reading related
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Table 1
Concepts Probed In Focus Groups and Interviews

Focus Groups Interviews

What it means to be a man? Job and Time Demands
What is a healthy man? Self Reported Health
Norms and Men’s Health Norms and Men’s Health
Health Knowledge Sources Felt Needs/Problems; Health Behavior 

Barriers
Going to the Doctor Social Networks
Healthcare Use/Health Behaviors Health Knowledge Sources
Social Networks Health Behavior Incentives
Health Behavior Incentives Healthcare Use/Health Behaviors
Health Behavior Barriers Economic Issues

Family Structure
Physical Activity
Diet, Stress, Substance Use

Notes: Concepts appear in order of introduction in the focus groups and interviews. Bolded items
denote concepts explored in both focus groups and interviews.



transcript paragraphs, and re-reading all transcripts. Top codes occurring in both focus
groups and interviews are listed in Table 2.

RESULTS

Sample Characteristics

Of all men who signed up as volunteers and were subsequently asked to participate, no
one declined participation. However, one individual did not attend his scheduled interview
and two did not attend their scheduled focus groups, leaving a final sample of 47 men who

were representative of the age distribution of all PBC males. The sample mean age was 42

years (±11 SD; min: 22; max: 62). The race and ethnic distribution of our final sample over-

represents ethnic and racial minorities compared to the distributions at PBC and Washing-

ton State, but under-represents Hispanics and African Americans compared to the U.S.
population at the time of the study (Figure 1). Specific information on race, ethnicity and
age by focus group or interview is omitted since sample sizes are small and may compro-
mise confidentiality. No other demographic information was collected.

Themes

The main themes that emerged from the qualitative work are listed in Table 3. These
themes are contextualized in the results and narratives below on how the men in our sam-
ple think about, talk about and practice health.

Masculinity is a Priority Perspective that Unifies Men

Masculinity emerged as a dominant priority in the lives of men. This is in part because
we began data collection by asking about masculine concepts [“What does it mean to be a
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Table 2
Frequently Mentioned Codes in Focus Groups and Interviews

Rank Focus Group Code Code Freq. Interview Code Code Freq.

1 Masculine Norms 172 Health Communication 151
2 Health Incentives 170 Wife/Partner 139
3 Delay Health/Dr. Visits 169 Work Culture 129
4 What it means to be a man 162 Job Influence 114
5 Wife/Partner 157 Exercise 112
6 Importance of Convenience 155 Family 110
7 What it means to be healthy 152 Diet/Nutrition 102
8 Family 99 Health Incentives 90
9 Choosing a Doctor 88 Masculine Norms 73

10 Visit a Doctor 54 Sports 67

Notes: Ranked by frequency of times coded in focus group and interviews. Bolded items denote
codes frequently mentioned in both focus groups and interviews.



man?” and “What does it mean to be a healthy man?”] (Table 3). Participants returned re-
peatedly to masculinity in the form of physical strength, familial and work responsibility,
avoidance of weakness, and fulfilling masculine roles such as providers of households. This
theme was strongly associated with other domains (e.g. work, family, and health) indicat-
ing it was an important referent.

While the men in our sample described changing social roles for men and women, they
held many traditional values about masculinity, including physical ability and strength,
competition with other men, self-efficacy, and denying weakness. For example, men dis-
cussed how the model of a healthy strong man has shifted by providing contrasts between
the muscle-bound strength of someone like Arnold Schwarzenegger to the leaner, faster ex-
ample of Lance Armstrong (direct comparison by men in the study and not the authors). Yet,
what these men most often associated with masculinity was being capable and responsible
providers for themselves and their families:

Responsibility & reliability are foremost in my mind because, you know, my wife
and my child depend on my paycheck. They depend on me to take care of them, so
that’s kind of my focus on what it means to be a man, at least right now.

In this regard, men overwhelmingly explained that being a good provider was a major mo-
tivation to engage in healthy activities, indicating an incentivizing role for masculinity
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Table 3
Summary of Themes and Around Men’s Healthy Ideals, Norms, and Intentions

Theme 1: The concept of masculinity strongly shapes men’s definitions of a healthy man.
Healthy men are physically active and mentally capable, enabling them to fulfill their primary
roles as protectors and providers for their families and communities. Diet and physical activity
help achieve these roles. Healthy men are strong, action-oriented, problem-fixers.

Theme 2: Masculine norms both motivate and inhibit men’s health-related behaviors. 
The desire to be a good provider and support their families is men’s highest health motivation.
Yet this same masculine norm leads men to prioritize immediate external responsibilities over
personal health. This tension, and the challenge inherent in “doing it all” is a source of stress. 

Theme 3: Structural features of healthcare and work are barriers to men’s healthy behav-
iors.
Men’s definition of healthy behavior does not prioritize clinical care. Instead, diet and physical
activity men are behaviors within men’s locus of control. In contrast, a physician visit is viewed
as a passive activity with little utility, challenging the masculine norm of personal responsibil-
ity. If men “feel fine”, they delay clinical healthcare. Time, location, and cost are also issues for
access to healthcare.

Theme 4: Wives/partners and family are central in men’s health perceptions and behaviors.
Wives/partners and family are key reasons men want to be healthy, and they explicitly exhort men
to engage in healthy behaviors. Partners are the people with whom men most often discuss health,
and whom they trust most. Wives/partners and families are gateways to men finding and using
clinical care.



around healthy ideals. However, men also felt a competing psycho-social expectation (re-
inforced by their fathers) to be good providers, and described ways in which family and
work roles ended up limiting their ability to realize healthy behaviors. The men in our study
exhibited masculine characteristics of bodily self-sacrifice and de-prioritization of personal
health, thus demonstrating commitment to providing for their families, at the cost of some
healthy behaviors:

We’re still the alpha males, and we go out there and we’re the hunters and the work-
ers. In our career, what we do and how we define ourselves—by our work—really
defines what’s important. We have to make choices all the time. Do I go to that base-
ball game? To the doctor? Do I do the meeting? If that health part ain’t broke, don’t
fix it.

These tensions between work, family, and what it means to be a man played a crucial role
in how the men in this study thought about health, talked about health, and practiced health. 

Masculinity Roles are Key in Defining Men’s Healthy Ideals is there a word miss-
ing here? Family and the Life Cycle. Family was a dominant theme in how men think
about health, figuring prominently in the discussions among the men in our sample. The
biggest family incentives to health for men were children and their wives/partners. First,
men pointed out that getting married and building families contributed to how they thought
about health, and changed their view of their masculine role. In addition to being incen-
tives for health as well as motivations for how men view health, wives and partners espe-
cially, but also other family members, encouraged healthy behaviors in men. Specifically,
wives, partners and families directly encouraged men to engage in healthy behaviors with
respect to diet, physical activity and accessing healthcare. 

Finally, family health history also influenced how men talked about healthy ideals—al-
though less so than with wives/partners and children. In particular, men reflected on the
health experiences of older, especially male, family members and how this made them con-
cerned for their own long-term health. They also noted health changes within themselves
with age, and that psychosocial health-related behaviors (e.g. smoking) have changed across
generations. Health ideals and engagement in healthy behaviors, then, are anchored closely
with family in multiple ways that include the immediate family (wives/partners and chil-
dren), and other close family members (parents, siblings).

Defining Healthy Behaviors. The men in our sample defined healthy behaviors prima-
rily as physical activity and a healthy diet. The public health message that diet and physi-
cal activity are critical for health was firmly embedded in how the men thought about health.
Physical activity as a marker of health seemed to strongly reflect men’s desires to engage
in activities that fulfill the home and work roles most important to them. The concept of
physical activity also extended to maintaining masculinity, as men frequently reported com-
petitions of physical strength and ability by comparing their diet and physical activity to that
of other men. 

Similarly, weight was an important marker of health for many men. In fact, diet came up
frequently when discussing health challenges. Men reported social negotiation around their
diets—at home, at work, and with other people’s perceptions of masculine food choices.
Common to various social settings around diet was also a lack of agency or control for men
in making healthy diet choices. Examples of social conflict included feelings of vulnerability
when particular diets (non-meat, for example) are not viewed as masculine:
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I think it’s also hard, um … to stay healthy and not eat a lot of red meat, or eat meat,
because there’s a lot of perceptions of what it means to be a man, and eat lots of
meat…. Not that I … prescribe to that at all, but even if my friends don’t prescribe
to that—it’s always there. My brother, he became a vegetarian, and my girlfriend’s
a vegetarian, and I remember, when they became vegetarians, they were just
ridiculed by everybody, and I mean, no matter who it was, everyone would just do
that, and I was like, that doesn’t make any sense.

The men pointed to masculine identities of ‘provider’ and ‘meat eating’ that did not allow
them to forgo unhealthy food, or to be able to easily provide or obtain healthy food, in both
social and work settings. Social structural issues were also frequently discussed: the cafe-
teria workplace provided a selection of both healthy and calorie-dense foods, but men were
frustrated with the lack of healthy, affordable fast food options outside of the work setting.

Diet and exercise/physical activity were paramount in men’s perceptions and definitions
of health, yet attaining these ideal goals was beyond their control in a range of ways, as dis-
cussed above with respect to lack of masculine, healthy, and convenient food and exercise
options, as well as a lack of sufficient time:

I mean, in reality … you know, between my commute, my work … my family com-
mitments, um…. I don’t have the time. I’m only getting six hours of sleep a night
just to meet the requirements I need now.

Stress and its management was also repeatedly discussed with respect to men’s perceived
ability to engage in healthy behaviors at work and home, including exercise and eating well.
Stress was pervasive across all of the concepts (Table 1), indicating its ubiquity in men’s
lives. Stress also intersected with masculine roles, as men described a struggle to balance
busy work and home lives to successfully meet all of their responsibilities:

So I work out at the gym from time to time, and then I’ll get on a project that’s too
busy … and home life is too intense, and then I’ll drop away for a year or two, and
then I feel stressed. Because I’m stressed at my project, I’m stressed it might take
time away from family, and I’m stressed that I’m not doing what I need to do for my
health at the gym. And so … stress will build up over … every choice that I need to
make, for which there’s not enough room, but every one is … of heavy importance.

Stress management was both explicit and implicit in how the men talked about health, and
was clearly a common health-related concern.

Clinical and Preventive Care. Men’s health ideals were not closely in line with clinical
care practices. The vast majority of men did not view visits to the doctor or clinic as pre-
ventive care, and in general, did not include preventive care when defining health. Men did
not perceive that they ‘get anything out of’ visiting a doctor for preventive care, and were
thus hesitant to allocate time and resources toward it. When men ‘felt fine’ there was little
need to see a doctor. Men tended to discount future health in favor of current priorities:

So if I’m fine now, I’m fine! …I deal with whatever I have to do with today. I’m not
worried about a week from now or a month from now or definitely not twenty years
from now…. I’m a very, very, very, very busy person. And that’s an excuse, but that
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is how I live. And because of that I tend to not think about those things that are not
right in front of my face, right now, forcing me to deal with them, which goes back
to the healthcare choice thing too. If my arm’s not broken, I’m not gonna worry
about it. Cause it’s not holding me back. I’ve got things to do.

Men also expressed a fear of discovering that something is wrong, and worried that going
to the doctor could be a sign of weakness.

…part of the, the masculine male macho bit of it is that, you know, we don’t want
to talk about weaknesses or problems in our systems, you know, we’re fine. You
know, when you’re doing sports and you get hurt, you know, are you ok? Are you
ok? Yeah, I’m fine, I’m fine! You’re in the game, you know?

Men’s Healthy Ideals and their Social Networks

We found that men’s social networks with respect to health were small, consisting pri-
marily of partners and other family members. Health is not generally something men talk
about at work, either because there is little perceived utility in doing so or because health
is personal.

I share my information, this kind of stuff with my wife only. But friends & all that,
unless I know that person has the same condition as I do, I usually don’t want to
share because … everybody has their own problems, you know, I mean they listen,
but does it really help you?

One focus group participant summed up men’s talk around health by saying that men, un-
like women, do not talk freely about their health concerns; instead: “We suffer in silence.”

At first glance this suggests a norm that men do not talk about health. On closer analy-
sis, however, we see that it is around illness that men limit their health discussions. Men do
talk to their wives, partners and family about health, both preventive and illness-related.
Moreover, these social networks are important in their ability to move men towards healthy
behaviors. In particular, wives/partners were described as a source of encouragement, mo-
tivation and communication, and the ones who often initiated the conversations regarding
health.

It is important to men that they feel comfortable talking with their physician, preferably
one who can relate to their experience with respect to age and lifestyle, and who does not
appear judgmental. Interestingly, the men in our study also felt that doctors did not tell them
anything they did not already know. They seem to want more useful information, and more-
over the men in this study expressed a desire to talk more with their doctors about health. 

An important item to note is that the men in our study were in fact eager to talk about
health to the research team. In fact, many participants said they were participating in order
to help us, or other men. This was thus a legitimate and masculine—helping others— rea-
son to talk about health. Men want to talk about health, but in ways that do not conflict with
cultural and masculine norms.

Masculine Norms Resonate in Perceived Barriers to Healthcare

The men in our study professed a preference to self-monitor their own health conditions;
self-efficacy, self-sufficiency, and being able to be active agents on their own behalf were
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important masculine norms that men indicated would help them engage more in clinical
and preventative care. Yet, in a variety of ways men are not able to adequately realize these
masculine ideals with respect to their own health. Self-efficacy, a key construct of our the-
oretical framework (Bandura, 1998) then, is an important masculine norm that does not
seem to be effectively accommodated for men with respect to accessing health.

Men tended to see themselves as fixers of problems and providers of solutions, but felt
the healthcare system did not offer them useful tools and solutions. For example, finding a
doctor was a challenge many men highlighted, and is likely a significant factor delaying
healthcare, particularly preventive care. Also, men repeatedly noted that going to the doc-
tor is not necessarily an opportunity for a man to contribute in his own welfare, but instead
felt like seeking advice from a (distant) professional with little two-way interaction. Over-
all, men want to have greater agency in their own healthcare, but felt they had little or no
control over their health when it was in the doctor’s hands. 

Masculinity also intersects with how some men find a doctor. Particularly difficult for men
was identifying a doctor based on factors that matter most to men: convenience in location,
and concordance in age and personal characteristics of doctors. Also, a further barrier ex-
ists in that doctors are often chosen through social networking, but men who do not talk to
other men lack opportunities to find doctors in this manner. Even though men indicated that
they were able to access physician networks through tools available at their workplace, they
were unlikely to find a doctor in this manner either, because it was not perceived as very use-
ful since there was little indication of personal characteristics of doctors.

Convenience of access to healthcare was also a critical factor influencing men’s use of
healthcare. They expressed a desire for more work-site health clinics, and cited the com-
pany’s program, Know Your Numbers1, as an example of convenient preventive care. 

Despite good insurance coverage, many men mentioned cost as a deterrent to healthcare
and health. When comparing the top thematic barriers to healthcare across focus groups,
paraprofessional men talked more often about delaying healthcare due to lack of conven-
ience and cost. This was the only significant difference we found across focus groups with
respect to the emergent concepts. The cost of going to the doctor, having to ask for time off,
and loss of productivity and/or paid work time are particularly important barriers to health
for paraprofessional men:

Like, I’m not gonna go to my doctor so that he can give me those numbers. I mean,
I could, but I’d have to pay co-pay, and I’d have to take some time off work, if not
a half-day, you know.

In surprising contrast to visits to the doctor, dentist visits were perceived more positively,
as necessary and routine preventive and clinical care. Men felt they got something concrete
from the dentist such as clean teeth—services men could not provide for themselves. Un-
like doctor visits, frustration, fear, inconvenience, complexity, anonymity and lack of util-
ity were not primary barriers to dental visits. Going to the dentist once or twice a year is an
established, convenient and familiar routine for many men.

11

MASCULINE PERSPECTIVES ABOUT WORK AND FAMILY

1 Know Your Numbers was an early voluntary incentive campaign initially launched by PBC
where once per year employees could get their blood pressure, blood sugar, total cholesterol and
body mass index measured on-site during work hours. The campaign continued to evolve as part
of a larger workplace culture of health effort that has grown and been rebranded internally as
Health365.



DISCUSSION

To identify men’s health ideals and how they are or are not realized in practice, we as-
sessed health norms and perceptions, as well as health incentives and barriers in a sample
of men with near-optimal healthcare resources. We used the Theory of Planned Behavior to
identify outcome, normative and efficacy beliefs that in this theory motivate health inten-
tions and behaviors. We found qualitative support that masculinity concepts strong influence
each of these sets of beliefs and thus men’s health ideals.

We identified key masculine norms associated with men’s primary roles as producers and
providers at home and work. In these roles, masculinity both motivated and inhibited healthy
behaviors across a range of health domains in men’s lives. Overall, we find that men’s fam-
ilies and jobs are key supportive networks that strongly motivate healthy practices, and are
simultaneously significant barriers as well, particularly when the networks compromise
achieving masculine ideas of self-efficacy and behavioral control.

Masculinity and Health

The most striking tension between masculinity and health that emerged from this study
was the finding that masculine norms both motivate and inhibit men’s health-related be-
haviors. While some masculine norms and roles can be barriers to men’s healthy behav-
iors, men see feeling and remaining healthy as central to being successful in their roles as
providers and problem-solvers, as also reported by Griffith (2011) in the U.S. literature,
and by (Sloan, Gough, & Conner, 2010) and (Grunfeld, Drudge-Coates, Rixon, Eaton, &
Cooper, 2013) in the U.K. context . Thus, men’s jobs and families often define them
(Meador & Linnan, 2006; Williams, 2003), and, we find, are simultaneously incentives and
barriers to health. Grunfeld and colleagues (2013) illustrated this in their qualitative study
on men with prostate cancer who were seeking to return to work: men linked their jobs to
self-identity and often described work as their ‘life’ (Grunfeld et al., 2013). In fact, the mas-
culine norms of placing importance in family and work are emphasized in literature on
“positive masculinities” in psychology. Specifically, the positive masculine norm of “male
ways of caring” is a central criteria related to the expectation that men must care for and pro-
tect their loved ones (Kiselica, Englar-Carlson, Horne, & Fisher, 2008; Kiselica, 2010).
Also, what Kiselica (2010) called the “worker/provider tradition of men” deals with an ad-
ditional expectation that men must work, and that work helps a men to achieve a social cri-
teria for manhood while at the same time earning money to fulfil one’s role as a provider.
Psychology literature suggests that work and family may be a central part of male identity
and self-esteem (Loscocco, 2007) that assists men in embracing healthy and constructive as-
pects of masculinity. Our findings are a significant addition to this literature, supporting
that, in addition to how studies on mental health counseling and treatment, being a capable
provider and tending to family are key positive masculine constructs in male physical health
behaviors. However, the positive perceptions men have about their roles as providers for
families comes at a cost, as men may forgo healthy activities and behaviors in order to meet
time demands associated with their family and work roles. The tension between positive
masculine norms being associated with both motivations and barriers to health may be in-
formed by hegemonic masculinity. That is, a behavior that challenges the orthodox mascu-
line norm is deemed with less value (de Visser & McDonnell, 2013). Thus, whether a man
is willing to value motivations to engage in healthy behaviors for the sake of one’s family
may be outranked by providing for the family itself. Consequently, men face conflicting
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goals of taking care of others, maintaining their job roles, and taking care of themselves.
Our findings may also add to the larger masculinity literature. In the positive masculini-

ties movement, this study may address which concepts of positive masculine norms apply
to physical health. Three constructs within positive masculinities—Ways of caring, the role
of work, and self-reliance—are consistent with growing men’s health literature that shows
that being providers, and protectors are most salient for men’s physical health behaviors
and practices. 

Also, literature on psychosocial and hegemonic masculinity suggest that masculinity is
plural encompasses both beliefs and behavior. However, both have been critiqued for rigid
hierarchies that may not reflect the fluidity of men’s embodied masculinities (de Visser &
McDonnell, 2013). In that regard, we present evidence that the social construct of mas-
culinity is indeed plural, and also multi-faceted—positive and negative—with regard to in-
tentions and motivations to engage in health behaviors.

Another stress point between masculine norms and health is the idea that men simply ig-
nore poor health in comparison to women (Galdas et al., 2005; Jeffries & Grogan, 2011;
Noone & Stephens, 2008). This perception limits recognition that men are thinking about
health, but making decisions based on other priorities. Men’s priorities, when asked, in-
clude foci on diet, weight, physical activity, and stress, which are central to health defini-
tions and important themes in our and previous qualitative work (Robertson, 2006a;
Saltonstall, 1993).

Similarly, ideas that men don’t talk about health (Pinnock, O’Brien, & Marshall, 1998)
fail to recognize that while men may not define health in medical terms, they do have frame-
works to think about, and talk about, health (Robertson, 2006b). We found that men do want
to talk about health, particularly with their providers. The contexts in which men do talk
about, and enact, health tend to be those that foster preservation of masculine norms or
identity(McCoy, 2009; Pinnock et al., 1998), such as helping others, or addressing health
issues associated with keeping fit for a physically demanding job (O’Brien et al., 2005;
Robertson, 2006a). Men particularly talk to family members about health, regardless of
whether the men themselves are currently partnered. One area for further action that emerges
from these findings is for healthcare providers to assume men do want to talk about health,
in ways that address masculine norms of respect and responsibility.

An important, and perhaps critical, feature regarding men’s masculine ideals is behavioral
control. In our study, men who felt physically and mentally capable of fulfilling their cur-
rent work and family responsibilities defined themselves as healthy. Like Saltonstall (1993)
we found that men view their bodies as “a medium of action” in ways that influence health
and definitions of health. This resonates with previous work showing that men define health
in terms of ability to engage in traditionally masculine-related activities important to them
like sports or work (Gascoigne, Mason, & Roberts, 1999; Meador & Linnan, 2006), and to
this list we would add family as well. 

From these findings, we see that concepts of masculinity are central in both positive and
negative ways in shaping men’s definitions and enactments of health. A substantial litera-
ture on men’s health behaviors suggests an important role for masculinity (Courtenay, 2000;
Galdas et al., 2005; Noone & Stephens, 2008; Robertson, 2006a), particularly where health-
seeking behavior itself is framed as a sign of weakness (Chapple et al., 2004; Noone &
Stephens, 2008; Richardson & Rabiee, 2001). Masculinity is widely and largely conceived
as a barrier to good health for men (Addis & Mahalik, 2003; Courtenay, 2000; Springer &
Mouzon, 2011; Steers, 2010) although it is recognized that multiple, contextually specific,
or changing masculinity norms interact in a range of ways with men’s health (Addis & Co-
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hane, 2005; Galdas et al., 2005). Our study is one of few to introduce masculinity as a pos-
itive contributor to health. One of the only other studies to our knowledge that also intro-
duces masculinity as a motivator to men’s health is by Sloan et al. (2010), who explored this
in 10 men in the U.K., and found that even apparently ‘healthy’ men perceive health as ex-
cessively feminine, and justify their health practices through sporting, appearance (mus-
cles) and concerns and being autonomous. Similarly, de Visser and McDonnell (2013)
indicated in a larger sample of college-aged men that engage in traditionally masculine
health-related behaviors like sports and team activities in efforts to accrue masculine capi-
tal as their health behaviors. Our study extends this work on positive masculine norms
around family and work identities, and adds a new perspective by describing a masculinity
that both motivates and constrains healthy behaviors and interacts in specific ways with
public and clinical health efforts.

Wives/Partners and Family

Our and other qualitative research on men’s health provide strong indirect support for
the well-established observation of a consistent health advantage for married over unmar-
ried men (Rendall, Weden, Favreault, & Waldron, 2011). (Rendall et al., 2011; Weden &
Brown, 2006). In our study setting, the very definition of what it meant to be a man was to
be a good provider to family. We found that partners and family play a pivotal role con-
necting men to healthy behaviors, including clinical care and this is well-documented in
previous studies (Griffith et al., 2011; Robertson, 2006b; Tudiver & Talbot, 1999).

We also found that men’s health-related social networks seemed small and highly family
oriented. Previous research has shown that socially isolated men had higher mortality from
cardiovascular disease and suicides/homicides than men with the largest social networks
(Kawachi et al., 1996). An area ripe for future research is thus exploration of opportunities
for expanding men’s health related social networks at the family, workplace, healthcare,
and community levels.

Even in a work setting where men had ample access to health and healthcare information
sources, social networks via family (for both partnered and single men) seemed critical for
connecting men to healthy behaviors. Contextualizing health in terms of family and life-
cycle/life-style, such as age-specific concerns, family history of illness, transitioning to
being partnered and having children, and the ability to enjoy activities and time with part-
ners and families emerged as themes among the men in our study, as other studies have
found (Meador & Linnan, 2006; Pinnock et al., 1998). Framing health as important for
men’s roles as providers may be a way to better integrate this masculine norm into a model
of healthcare that builds on men’s strengths and priorities, and provides them with more
acceptable settings in which to network and talk about health. Families are clearly critical
correlates of men’s health and important gateways to men enacting health. However, at the
same time that partners and families were central health motivators and facilitators, men tend
to sacrifice personal welfare for the sake of their families. Thus, policies, work settings,
and public health messaging around men’s health could be structured to strengthen family
gateways in order to engage positive masculine norms and ideals that resonate with moti-
vators for men to engage their own health.

Structural Barriers to Men’s Health

As Courtenay (2000) and others have argued, the healthcare system is predicated on ask-
ing for help because of some health weakness; the system is thus fundamentally anti-mas-
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culine and conflicts with male desires for self-reliance (Addis & Mahalik, 2003). In men-
tal health and counseling, strong male self-reliance has also been noted (Kiselica, Englar-
Carlson, Horne, & Fisher, 2008; Kiselica, 2010; Levant, 2014). Our work supports this:
traditional clinical care did not fit within men’s health ideals because it conflicted with de-
sires for self-efficacy, personally controlled information and active solutions. Additionally,
consistent with previous work (Chapple et al., 2004; Davies et al., 2000; Pinnock et al.,
1998; White, 1999) we found that men perceived that doctors had little to offer them.

Our participants appreciated a dentist-model of care (with check-ups initiated by
provider), and had a high level of interest in tracking their health through take-away, bio-
logical indicators, measured in on-work-site clinics, with appropriate assurances of and con-
fidentiality of results. There are thus unmet needs for more perceived usefulness and
accessibility of clinical care, better tools and resources, and more dialogue and effective in-
teractions with healthcare professionals. Further support for this comes from our follow up
quantitative health assessment of a sample of 94 men from PBC: 70% of the men were
overweight by BMI and percent body fat measures (O’Connor, 2011) indicating that de-
spite good access to and use of health resources, there are unrealized health ideals. Taken
together, these findings support that men want tools to be healthy (Griffith et al., 2011)
more action-oriented and more coordinated healthcare might find success in encouraging
men to engage effectively in health care. 

The only significant focus group differences that emerged in our study were issues around
economic costs of accessing health care. The cost of going to the doctor (co-pays, bills, lost
paid work time), having to ask for time off, and loss of productivity appear to be significant
barriers to health for paraprofessional men. Thus, even though all men had health insur-
ance coverage, the type of coverage may have important effects in limiting or promoting
men’s health. Thus, in addition to health seeking as fundamentally anti-masculine, lost work
time and pay for health seeking can further distance men from the health system.

Men are interested in making healthy choices but their job and family priorities constrain
their time to enact health and healthcare. The importance of convenience for healthcare ac-
cess has emerged in previous studies (Saltonstall, 1993), especially with regard to compet-
ing priorities and responsibilities (Chapple et al., 2004), and healthcare cost and lost time
at work (Griffith et al., 2011; Pinnock et al., 1998). The men in our study indicated that nor-
mative practices in the workplace, especially in relation to exercise and preventive clinical
care, are important areas for men’s health initiatives. This may help to address the finding
in our and other studies (e.g. Fletcher, Higginbotham & Dobson, 2002) that men define
health as the ability to function well in the present, rather than as illness prevention activ-
ity. Future-discounting of health is a recognized barrier to health and well-being in behav-
ioral economics (Thaler & Sunstein, 2008).

Overall, it appears to be important that men retain agency, choice and control in their
healthcare, as well as other health behaviors like diet and exercise. Men do monitor their
health, value self-reliance, and appreciate being nudged, as the dentist model does. How-
ever, men want doctors who offer convenient, cost-effective care that allows men to be part-
ners in their own health engagement. In previous work, clinical psychotherapy that promoted
men’s independence and other positive masculine norms resulted in improved outcomes
(Addis, 2010; Addis, 2013; Levant, 2014); and increased utilization (Novack, 2013). How-
ever, the extent to which promoting these frames of masculinity in physical health and heath
behavior change intentions is unknown and may be the subject matter of future work. In our
study, we begin to understand the links between positive norms and men’s health. Men com-
monly mentioned incentives for healthcare engagement including streamlined processes to
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access healthcare, convenient healthcare locations, reduced out-of-pocket costs,
evening/weekend options for going to the doctor, healthy and affordable fast food options,
and fitness and healthcare services available at the workplace. A better understanding of
these social and behavioral factors behind men’s healthy activities are in many ways criti-
cal to men engaging healthy practices, and may help inform interventions to reduce the bur-
den of decreased health among men.

Limitations and Strengths

Our convenience sample of men working at a health insurance company in the North-

western U.S. may not be representative of many men in the U.S. or elsewhere. Like many

qualitative studies to date of men’s health (Davies et al., 2000; Galdas et al., 2005; Noone

& Stephens, 2008; O’Brien et al., 2005; Saltonstall, 1993), most of the men in our sample

were white. Most were partnered, and many had children. Presumably a majority were het-

erosexual (we did not ask about sexuality but several men self-identified as homosexual).

All were gainfully employed and insured. Norms, barriers and incentives with respect to

health are likely to be influenced by these parameters. This is a limitation, but also a

strength: we show that insured men working in a healthcare company which provides a

range of health and wellness initiatives continue to perceive and experience significant bar-

riers to engaging in health.

CONCLUSIONS

Men in our sample perceived and described a range of barriers—stress, lack of conven-
ience, health costs, work, family—to achieving their healthy ideals, but they also identified
key incentives as well. Masculinity emerged as an important incentive for men’s health, as
well as a barrier, across a range of health domains, especially through men’s roles as
providers and workers; work and family are central to their concepts of masculinity, and as
such are major motivators for health. Better recognition of the role of family in men’s health
ideals could help justify and inform policy aiming to support healthier families. Given the
significant role and importance of family in men’s health, the lack of close family ties likely
has profound implications for men’s health, and is an area ripe for more research. Self-ef-
ficacy and responsibility were also key masculine norms for the men in our sample, and
these could be better leveraged for men’s health in employer, community and health care set-
tings. 
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