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Abstract
Objective—To gain a greater understanding of masculinity and its potential influence on health-
improving behavior in midlife and older African American (AA) men.

Methods—Forty-nine AA men aged 45–88 years completed in-depth interviews to ascertain their
perspectives on masculinity, how masculine identity in this population might be influenced by age
and physical activity level, or how it might impact health. Taped interviews were transcribed and
organized for analysis with common themes identified by multiple researchers.

Results—Most often cited attributes of someone considered “manly” included a leader of a
family/household, provider, strong work ethic, and masculine physique. Terms such as
responsible, principled, and man of character also described the typical man. Potential negative
and positive influences of manhood on health included avoiding health care appointments and
being a good example to children/others, respectively. Themes associated with age-related
changes in manhood were acceptance and being more health conscious. Elements associated with
how manhood was influenced by AA race included stress and perseverance.

Conclusions—Midlife and older AA men in this study primarily expressed views of masculinity
that fit the traditional perception of manhood. However, the attributes revealed, such as family
provider, responsibility, self-reliance, and perseverance, were viewed as having potential for both
negative and positive impacts on health and health-improving behaviors. It will be essential to
integrate these prevalent attributes of masculine identity into health promotion interventions such
that they facilitate positive behavior change while not competing with gender role norms among
this vulnerable group of men.
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Introduction
Men who endorse traditional beliefs about manhood or dominant norms of masculinity
engage in poorer health-related behaviors and have greater health risks than men who hold
less traditional beliefs [1-5]. For example, research across different racial and ethnic groups
has consistently found that men with traditional views of manhood are less likely than
women, to perceive themselves at risk for illness; believe they have internal control over
their health; contemplate changing unhealthy habits; and utilize health care [1,3-9]. The term
hegemonic masculinity defines ideal masculine attributes, as well as broader aspects of
patriarchal societies [10]. Power, wealth, physical strength, emotional control, self-
sufficiency, and virility represent the dominant cultural ideal for men in the United States
[11,12].

The prevailing North American cultural beliefs that men are independent, self-reliant,
strong, and resilient, interact with other factors, such as age and social conditions, to
influence attitudes towards health behavior in men [13]. For example, physical activity (PA)
programs comprised of recreational sports may be more attractive to some men who may
perceive less strenuous PA, such as walking, to be primarily for women. However, this
perception may be tempered in midlife, when older men have been found to be less likely to
endorse dominant cultural norms of masculinity [14]. A greater understanding of
masculinity in midlife and older men, and its influence on health behavior, will help foster
the formation of gender-specific health promotion interventions for this population.

African American (AA) men suffer a disproportionate burden of preventable morbidity and
mortality with an average lifespan of 6–11 years less than others [1,15]. Correspondingly,
AA men have significantly greater odds than white men for coronary heart disease,
hypertension, stroke, cancer, and diabetes [16-18]. A variety of factors contributing to the
health disparities observed for AA men have been identified [1]. In addition to such factors
as socioeconomic status, health care access, and environment, health behaviors – such as
smoking, alcohol use, nutrition, and PA – partially account for the results [1,2,19]. The
interaction of masculinity and other social factors (e.g., racial discrimination and mistrust of
physicians) have also been identified as important factors in AA men that underlie unhealthy
lifestyles and perceived lack of interest in improving health [1,20-23]. These factors, in turn,
are associated with poor health outcomes and reduced longevity in AA men.

The purpose of this study was to (1) ascertain perspectives on masculinity in AA men aged
45–84 years, (2) determine if these perspectives vary by age or PA behavior, (3) identify the
potential influence these views may have on health, and (4) distinguish how these
perspectives may be applicable to engaging older AA men in community-based health
promotion.

Methods
This study was conducted in Columbia, South Carolina, USA with study procedures
approved by the Institutional Review Board at the University of South Carolina. A
Community Advisory Board (CAB) of five AA men from various professions and four
academicians with expertise in health communication, community-based research, and
men’s health assisted with developing interview questions, identifying recruitment
strategies, and interpreting findings. Recruitment strategies included targeted
announcements to county departments on aging, senior centers, senior residential
communities, churches, and participants in previous research projects; listserv postings to
University employees; mass communication; and word of mouth. Eligibility criteria were
being an AA male (self-identified) between the ages of 45 and 88 years. Based on self-report
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PA questions from the Behavioral Risk Factor Surveillance System, participants were
categorized as either meeting (>150 minutes per week of moderate to vigorous intensity PA)
or not meeting (<150 minutes per week of moderate to vigorous intensity PA)
recommendations for PA [24,25].

Each interviewee completed an informed consent form and personal demographic and
medical history questionnaire prior to the interview. A brief masculine identity survey was
completed to assess participants’ attitudes about being a man [11]. For one question,
participants rated how true (“not at all true” to “very true”) they believed that taking risks
that are sometimes dangerous is part of what it means to be a man and what distinguishes
men from women. For four other questions, they rated how important (“not at all important”
to “very important”) it was as a man to (1) be self-sufficient and always try to handle
problems on your own, (2) be physically strong and tough, (3) control your emotions and
never to reveal sadness or vulnerability, and (4) not engage in activities that you think others
might consider feminine. Responses to each item received a score of 1–4 and a total
masculine identity score (range 5–25) was compiled.

Interviews were conducted within these groups: (1) 45–64 year old AA men meeting PA
recommendations (n = 17); (2) 45–64 year old AA men not meeting PA recommendations (n
= 12); (3) 65–84 year old AA men meeting PA recommendations (n = 10); and (4) 65–84
year old AA men not meeting PA recommendations (n = 10). The interview guide, which
was partially derived from a similar instrument used previously with AA women aged 35–54
years [26] and finalized with input from the CAB, contained questions about general health,
masculine identity, and PA preferences, benefits, barriers, and facilitators. The complete
interview guide was pilot tested with three AA men of the same age as study participants.
Two members of the research team (EB and CR), who had been involved with the
development and pilot testing of the interview guide and who had several years of
qualitative research experience, conducted all of the interviews.

Specific to masculine identity, participants were asked to think of someone they considered
manly or a typical man, and to describe what made that person manly. They were also asked
how the concept of manhood changes with age, impacts health, and is influenced by AA
culture or traditions. Participants were not prompted by the moderator with sample
responses. However, moderators probed participants with follow-up questions about their
responses if additional detail was needed.

Qualitative Data Coding and Analysis
Audio recordings of the interviews were transcribed verbatim into Microsoft Word.
Transcripts were edited to remove personal identifiers and text files were entered into QSR
NVivo7 [27], a qualitative data management program. The interview questions guided
codebook development. A pair of coders used this initial codebook to review one interview
transcript and independently assign codes to sections of interview text, modifying and
adding codes as needed. This approach was completed with four additional interviews prior
to finalizing the codebook. During this “open coding” process, consensus was reached about
the definition of each code and a list of codes was agreed upon. Inter-rater agreement of at
least 85% between coders was considered an acceptable threshold for coding consistency.
Inter-rater percent agreement within the 70–90% range has been reported to be appropriate
for qualitative coding [28,29]. All transcripts were then coded with the finalized codebook.
“Axial coding”, or the connecting of codes and identifying relationships between codes
suggestive of themes (i.e. topics discussed frequently), was also conducted. Finally,
comparing and contrasting these emerging themes within and across the interviews was used
to detect similarities and differences in the data [30].
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Total masculine identity scores for combinations of age and PA were compared using
independent t-tests (P < 0.05).

Results
Forty-nine AA men were interviewed. Overall, participants were married, had a high school
or college education, had an annual income of >$50,000, were overweight or obese, reported
having at least one chronic medical condition, and self-rated their health as good to excellent
(Table 1). Mean masculine identity scores for each group ranged from 13.5–14.9 on the 5–
25 point scale with no significant differences noted by age or PA. Participants’ quotes
typifying themes and subthemes are provided in Table 2.

Description of the typical man
Most often cited attributes of someone considered manly included leader of a family/
household, role model/mentor, strong work ethic, and masculine physique. With respect to
leader of a family/household, the concepts of making a living, being a provider, maintaining
order, and assuring protection, comfort, and safety were mentioned. One of the primary
subthemes that emerged was “responsibility”; being responsible for the family and one’s
self. AA men frequently stated other personal attributes such as principled, man of God,
compassionate, honest, loving, caring, selfless, and wise. In essence, being a man of
character and faith was considered an important component of manhood.

Many attributes of a physical nature also described the typical man. Most common were
sexual prowess, strong, well-dressed, athletic, and active. In sum, AA men in this study
viewed the typical man as one with a masculine physique who carried himself with
confidence. Interestingly, this more traditional view of masculine identity was more
apparent in the responses from physically inactive men compared with active men.

Changes in manhood with age
Most of the men responded that age-related changes in health and physical capacity created
a change in self-perceived masculinity. For example, men reported feelings of “acceptance,”
“relaxation,” and “letting go” in relation to physical alterations associated with aging. Some
expressed a certain futility that comes with aging. Reflecting this majority view, one man
stated, “I’m too old to do anything about it anyway.” In contrast, several men highlighted
positive changes with aging such as getting smarter/wiser, as well as becoming more health
conscious and embracing healthier behaviors over time.

The perceived role of race on manhood
A majority of the men did not believe that masculinity differed between men of varying
races or ethnicities. One participant’s statement exposed this commonly expressed
perspective: “I don’t think that it [i.e., race/ethnicity] would have anything to do with it. A
man is a man.” However, for those who did report differences, two subthemes emerged:
perseverance and stress. Some men stated that within the AA community, the attitude of
never giving up/quitting is embraced. Another comment was that midlife and older AA men
have faced greater racism during their lives. This form of oppression (real or perceived;
intentional or unintentional) leads to stress that some men handle poorly, yet others adapt by
developing a “don’t quit” attitude. Another contributor to stress in AA men’s lives is related
to the role of provider. These men commented that working hard and taking responsibility to
provide financially for the family wore down the body, created stress, and caused health
problems, and this leads to further stress.
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The influence of manhood on health
The vast majority of responses to this query could be assigned to either a negative or
positive influence. The negative influence masculinity could have on health was associated
with terms such as “tough,” “macho,” “stubborn,” and “reckless.” Men reported that the
concept of being a man led one to hide any signs of pain or suffering, as expressing pain or
suffering would be viewed as a weakness. Some stated that men have an attitude of being
able to mend themselves, not wanting to admit defeat to an ailment, and feeling ashamed to
talk about health concerns. An indication of this prevalent view was captured by one man
who firmly stated, “If you have cancer, you’re less of a man.”

The concepts of “tough,” “macho,” and “reckless” were also related to poor health behaviors
such as drinking, smoking, poor diet, and being sedentary. In one sense, poor health
behaviors were “necessary to prove manhood” as men are encouraged to “push beyond their
limits.” However, men also commented that poor health behaviors were ignored because
men were “stubborn to change.” Some of the men also reported that positive health
behaviors (e.g., walking, aerobics, eating healthy) are viewed as feminine and more
appropriate for women.

Aligned with these views were remarks about avoiding doctor visits and other health
appointments such as, “I haven’t been to the doctor in years.” Some men discussed the need
“to be in control” and the concern that they would lose control if they went to a doctor. One
striking comment was that going to the doctor was associated with “girl stuff.” This shared
perspective was exemplified by one participant who claimed, “That’s just the whole mental
capacity. The conditioning of snakes and snails and puppy dog tails versus sugar, spice and
everything nice.”

On the positive side, participants frequently stated that perceptions of manhood can lead to a
healthier lifestyle. The concept of responsibility was prevalent in that many men described
remaining physically active, eating better, and getting adequate rest so that they could take
care of themselves and live longer –and thereby better provide for their families. Reflecting
this collective viewpoint were comments such as, “Health is number one to being a
successful man,” and “A healthy lifestyle is the outcome of being a good man.” Some men
revealed that manhood favorably influences health through participation in sports and other
physical activities.

Discussion
Men’s and women’s shared perceptions and understandings about what it means to be a man
contribute to definitions of masculinity, which are further defined by ethnicity and culture
[1,31]. Cultural perceptions of “how a man should be” that are endorsed by family,
colleagues, friends, peer groups, and others can produce social norms that either positively
or negatively influence health-related behaviors. In this study, we explored the relationship
between masculinity and health disparities of a particularly vulnerable population – AA men
in midlife and older adulthood [32].

Participants primarily expressed traditional, or stereotypical, views of masculinity in
describing the “typical” man. The most frequently cited attributes of someone considered
“manly” included a leader of a family/household, a provider, someone having a strong work
ethic, and a masculine physique. The men commonly used terms such as “responsible,”
“principled,” “man of God,” “macho,” and “strong” to describe the typical man. Some views
of being a man as expressed by these AA men, >45 years of age, are comparable to those
previously found to be associated with college-age males of various ethnicities [33]. These
include the concepts of macho, masculine physique, sexual prowess, and strong. However,
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other attributes, such as those of being a provider, a man of character and faith, and
responsible seem to be associated with a level of maturity that comes with age and
experience [34]. The mid-range scores on the masculine identity brief questionnaire also
reflect a moderate view of masculinity in this group of midlife and older AA men, when
compared with younger men.

Other investigators have noted that whereas age-related changes in the body and men’s self-
perception of masculinity create an emotional challenge in some men, other men find self-
respect and opportunity [12,35,36]. Reflections by the midlife and older AA men in the
current study, 76% of whom reported the existence of at least chronic disease or condition,
confirm these contrasting views. Themes of acceptance and relaxation, as well as futility,
were associated with age-related declines in physical function. Overcoming these age-
related perceptions and physical alterations that can both threaten a man’s sense of
masculinity and undermine the adoption of health-promoting behaviors represents a distinct
challenge to health care providers and public health practitioners. However, many of the
men also reported favorable changes occurring with aging, such as wisdom, being more
health conscious, and practicing healthy habits to combat functional decay. A useful strategy
with this population may be to identify midlife and older AA men of varying levels of
physical function and/or health who have a positive outlook on aging to serve as role models
for other men to pique their interest in maintaining good health. These findings also attest to
the need to more deeply explore masculinity across AA men of varying ages and
circumstances to understand similarities and differences in their perceptions and how these
can be utilized to develop gender-tailored health promotion programs [12].

Many of the participants reported that, among midlife and older AA men, masculinity can
have a negative influence on health-related behavior. Avoidance of medical appointments
was commonly identified, and other positive health behaviors (e.g., walking for exercise,
healthy eating) were often viewed as less than manly and not to be adopted. Several men
reported that going to a doctor or other health care provider would be perceived as losing
control of one’s life and/or health. Although one study recently reported that delays in
doctor visits by AA men are due more to medical mistrust rooted in expectations of racially-
based treatment than masculine identity [20], the present study suggests that factors
associated with masculinity, such as admitting a lack of self-reliance when seeking health
care assistance, do contribute to these delays. It appears vital for medical and other health
care professionals especially to be aware of the need to integrate procedures within their
practice that enable midlife and older AA men to feel as if they are co-equal in decisions
about the care and treatment they receive and in control of the process.

Some men commented that working hard and taking responsibility as family provider to
fulfill expected social and cultural roles wore them down, thereby causing stress and health
problems. The difficulty of living up to highly idealized, and often internally contradictory,
norms and stereotypes of traditional male gender roles has been described as gender role
strain or gender role conflict [32,37,38]. Others have hypothesized that as AA men strive to
resolve differences between their desire and their capacity to achieve prominent male roles
(i.e., experience gender role strain/conflict), these men may be less likely to engage in
health-promoting behaviors [12,39]. Interestingly, many men in this study also reported how
traditional views of masculinity could favorably impact their health. Here again, the notion
of responsibility was identified as critical in motivating men to be physically active, eat
healthier, and get adequate rest so that they could take care of themselves and their families.

The majority of men in this study did not believe that what it means to be a man differs
among men, based on their race or culture. However, for those who did perceive some
influence of race or culture on masculine identity, the concepts of perseverance and stress
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were assigned to being AA. Despite the potential negative consequences of racism-related
stress, some men acknowledged that racism leads to an attitude of never giving up.
Perseverance was perceived as a positive attribute that could lead to changes in behavior to
promote better health. Whether this perspective is unique to AA men or also present in men
of other races or cultures is unknown and requires additional investigation.

There are several implications for practice that can be gleaned from this study. Clearly,
researchers and health promotion professionals should consider how to integrate the
component of responsibility into gender-tailored interventions to inspire midlife and older
AA men to begin and maintain positive health behaviors, and how embracing such
behaviors will assist them in successfully fulfilling their role as family provider. It has been
proposed that educational programs may need to be implemented among AA men and
women to transform socially constructed aspects of masculinity that negatively influence
health behaviors [32]. The current results support this strategy in an effort to raise awareness
within the AA community that being a man and being healthy can co-exist and, as indicated
earlier, favorable health behaviors can help maintain masculinity despite aging and the
presence of a chronic disease or condition.

An interesting finding was that AA men who self-reported low levels of PA were more
likely to describe a typical man with terms such as sexual prowess, strong, well-dressed,
athletic, masculine physique, confident, and active. If health promoters are going to be
successful in encouraging inactive AA men to increase their PA level, they should realize
that this “ideal” may exist among their clients. It may be necessary to gradually shift
inactive AA men’s views of what it means to be a man and educate them that increases in
PA level may not result in attainment of attributes such as athletic, masculine physique, and
sexual prowess. Focusing on short-term behavioral goals (e.g., steps or minutes of PA per
week), as well as other benefits of being physically active (e.g., better sleep, reduced risk or
improved management of chronic disease) will aid midlife and older AA men in achieving
meaningful outcomes that reinforce positive behavior change.

If health promoters can determine how to incorporate the attribute of perseverance in to
behavior change interventions for midlife and AA men, as well as demonstrate to them how
behavioral changes will help manage stress, recruitment and retention efforts will be much
more successful. A similar conclusion was provided in a recent study of younger AA men as
the authors proposed the leveraging of traditional masculine self-reliance in interventions to
empower AA men to “seize control” of their health [23]. Another formative study reported
that AA men aged 33–77 years perceived work and family as more important than other
aspects of their lives, and unfortunately, strategies for coping with stress did not include
healthy behaviors such as physical activity [39]. Additional qualitative and intervention
research is needed to determine the most acceptable methods of integrating masculine
responsibility and self-reliance in to health-related programs for AA men.

Limitations to the present study should be noted. First, by its nature, the sample size was
small, self-selected, and from one geographic location. The majority of participants were
married, well-educated, and of middle to upper income. However, it was not intended for
these qualitative findings to be generalized to all AA men in the state, AA men in other
regions of the South, or other racial or cultural populations. Physical activity level
determined by responses to a self-report survey may have led to some misclassification due
to recall bias or social desirability [40]. However, this instrument has proven reliability and
validity in AA adults [41].

Some participants >80 years of age had difficulty providing meaningful responses to certain
questions, and future studies may consider incorporating other procedures (e.g., focus
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groups) with larger numbers of AA men in this age group to gain further understanding of
their views of masculinity. Despite these limitations, this study provides excellent insights
into views of masculinity in AA men aged >45 years, and how such perspectives may be
useful for constructing gender-tailored health promotion interventions in this vulnerable
population.

In conclusion, the midlife and older AA men in this study expressed views of masculinity
that fit the traditional perception of manhood. However, for many of the men, aging was
also associated with a “softer” perspective of masculinity. The attributes revealed, such as
family provider, responsibility, strong, self-reliance, and perseverance, were viewed as
having potential for both negative and positive impacts on health and health-improving
behaviors. We echo the need for health providers and promoters to acknowledge midlife and
older AA men’s priorities and work closely with them to determine the most effective means
of delivering health promotion programs [39]. As such, it will be essential to integrate the
prevalent attributes of masculine identity mentioned above into health promotion
interventions such that they facilitate behavior change while not competing with gender role
norms among this at risk group of men.
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Table 2

Select quotes typifying emergent themes of masculine identity from interviews with African American men
45–84 years of age.

Description of the typical man

Leader of family/household;
provider; responsibility; role model/
mentor

“A man to me is a person willing to do four things. Protect, provide, sustain and maintain his
household and family. That to me is man.”

“Now, if you’ve got a family, take care of his family and basically take care of your responsibilities.”

“When you think about someone… being masculine or manly, it’s not their height. It’s not their size.
It’s the way you carry yourself… a hard worker… a good provider… a good leader… give advice.”

“It is our responsibility to impart wisdom on the younger generation.”

Man of character and faith/spiritual “If you look at the physical specimen, somebody who goes out and works out all the time, that could
deteriorate over the years… so when you lose that, what do you have left? The character of the
individual.”

“This man is very manly. He stands for, you know, a lot of good things in life, honesty… he’s a good
person.”

“What makes the person manly is not so much the physical, but the spiritual. How he relates to his
family… his children… his wife… the spiritual background he has.”

Physical nature; masculine physique;
macho; sexual prowess; athletic;
active

“… a good specimen… well built… anatomically and muscle-wise… not fat at all.”

“Lean built, what I mean by that is no excessive fatness on a person… body looks good.”

“Usually I think about a man, I used to think about the old rough and hard working, blue collar
worker… he works out and… he’s more active.”

“I’m manly because the way, you know, I take care of myself. Well, mostly my sex life, and that’s
what makes it.”

“When I think of what makes a someone manly is just that whole male persona of masculinity,
athletic… physical fitness and all those kinds of things.”

Changes in manhood with age

Acceptance; letting go; futility “And as the older you get, you know that you have to compensate and really come to the realization
that you can’t do what you did when you were a young person or a young man.”

“It changes with age because at a certain age you know you’re not going to be around that long
anyway. So you get to the point where it doesn’t really matter.”

Smarter/wiser; become more health
conscious

“… as I’ve gotten older, I’ve try to eat smarter… I feel like I’m in the best physical shape that I’ve
ever been in… I know that I can’t stop getting older, but I don’t have to get aging… just be smarter
about it.”

“I think the older a man gets, he’s a little wiser. And he’ll do things, more things in moderation as far
as trying to do better for his health.”

Influence of AA culture on manhood

Lack of difference among cultures “I don’t know if there’s much difference from the different cultures that I’ve seen… the macho man
tends to do the same kind of macho man kinds of things.”

“I don’t think there is a difference. A man is a man. There’s certain things men do, it don’t really
matter what race or nationality.”

Perseverance; stress “A lot of times you were denied opportunities… so sometimes that takes away your manhood. It
becomes a matter of struggle or survival and, you know, as a man, you do what you have to do… it’s
not fair… you just discover your manhood in a different manner.”

“I may not have all of the advantages of some people of other racial origins, but what you do is you
don’t quit, you don’t give up. You have to be twice as good and do what it takes to be that good”

Influence of manhood on health
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Negative influence “Well, from an African American perspective, men are the last people to go to the doctor. A lot of that
is because they are conditioned to be hard and we don’t feel pain and we’re not supposed to show pain
because that’s a sign of weakness or being soft.”

“Part of it is that medical macho thing. I don’t go to the doctor. What I need to go to the doctor for?”

Positive influence “If you feel good, if you’re in good health, you can present yourself better. You can communicate
better. You’re more active.”

“Like I said, you want to be around. You want to live a long, long time. So, in order to do that, you
have to see the doctor more often, eat the right foods, just be more in tune with your body.”

“If you have kids, you want to live as long as possible. In order to do that, you have to maintain a
certain type of healthy lifestyle. It wouldn’t be fair to my sons if I lived a lifestyle that… required them
to care for me later on.”
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