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Abstract.

This paper presents findings from a pilot study focusing on men’s perceptions of gender-
role ideologies and their sexual and reproductive health. The objective was to examine
how gender role ideologies and practices impact on men’s social and health well being in
South Eastern region of Nigeria. Data from adolescent and adult men aged 15-75 were
collected in this study between April and June 2003 using both quantitative survey
interviews (N= 1,372) and qualitative techniques such as focus group discussion (N =
20), in-depth interviews (N= 10) and key informant interviews (N=10) in selected parts
of South Eastern Nigeria. We collected data on basic socio-demographic variables,
attitudinal questions on gender role ideologies, sexuality issues, HIV/AIDS knowledge,
awareness and practices. Our analysis shows that there are social and health costs
associated with adherence to masculine ideologies among the Igbo of Nigeria. The study
found a strong association between masculine ideologies and men’s health, risk-taking
and health-seeking behaviors. Implications of the findings on reproductive health service

delivery are highlighted.



Introduction

Since the ICPD of 1994 in Cairo, Egypt, population and development programs and
policies have increasingly adopted a reproductive health approach. The shift has had
important consequences for the ways in which men are conceived of as participants in
sexual and reproductive health. On the one hand, men are seen as important influences on

the reproductive health of others (Dudgeon, 2003, Mundigo, 1998).

While reproductive health needs of men have finally been placed squarely on the research
and policy agendas, there are many unanswered questions about what constitutes male
reproductive health as well as the best ways to achieve it. Increasingly it has been
recognized that there is need to understand more qualitatively male involvement in
reproductive health, as well as men’s reproductive health problems (Mbizvo, 1996).
Because societies privilege men, they structurally affect the reproductive health of others,
in ways that women do not: namely through the positions of authority they occupy,
resources they control and the sexual and reproductive norms that they support or subvert
(Dugdeon, 2003). Thus since 1994, there has been a renewed recognition of the role of
men in the reproductive and sexual health of women and the importance of including
them in programmatic efforts. (Eschen et al, 1999; Hawkes, 1998, JHUCCP, 1999,
Danforth and Green, 1997, Drennan, 1998, IPPF/RHO/AVSC, 1998, AGI, 2002;
Courtenay, 2000; Sabo and Gordon, 1995; Hull, 2000 and RHO, 1999).

Nevertheless, little is known about men’s perception of their social and health needs.
While it is generally acknowledged that gender-based customs and ideas promote men’s
behavior, there is a notable lack of research on men’s understanding of these gender
issues and how they impact on men’s social and physical health (Eschen et al, 1999;
Hawkes, 1998, JHUCCP, 1999, Danforth and Green, 1997, Drennan, 1998,
IPPF/RHO/AVSC, 1998, AGI, 2002; Courtenay, 2000; Sabo and Gordon, 1995; Hull,
2000 and RHO, 1999). Men'’s studies in Nigeria and elsewhere especially in sub-Saharan

Africa, however, have examined male role from the prism of deficit: men need to do

more _to participate in preconceived sexual and reproductive health programs (SSRH,

1999; Feyisetan et al 1998; Ezeh, 1993; UNFPA, 2001). Over-emphasis on male




involvement in women’s reproductive health has led to an oversight of men’s health

needs. This is a major shortcoming of existing studies.

Individual and collaborative studies on gender-based violence in several settings in
Nigeria (Odimegwu et al 2002; Odimegwu 2002; Okemgbo et al 2001; Kuteyi et al,
2001), women’s perception of reproductive morbidities (Kuteyi et al, 2001) and male
role in emergency obstetric care (Odimegwu et al 2002) in conjunction with a series of
community-based seminars on the elimination of gender-based violence highlight the
importance of understanding men’s perceptions of cultural beliefs affecting their health.
In most of these, there is a failure to demonstrate how gender inequities affect the health
of men. Interventions having to do with maternal-child health, contraceptive use and
decision-making or reproductive health problems have traditionally excluded men. The
exclusion of men can be explained by factors such as limited resources (human, material
and financial), men’s lack of involvement and interest in reproductive health and

(Collumbien and Hawkes, 2000). Much of the interventions are also externally driven.

While men acknowledge that they have a role to play in their partners’ health, they
enjoined researchers to ‘20 hear from us because we have health problems too”
(Odimegwu et al 2002). What has emerged from these studies is the need to study men,
their perceptions of masculinity and its impact on reproductive health. Different
approaches to promoting men’s involvement in reproductive health reflect the fact that
men are seen as primarily a ‘problem’ or a means to an end. This over-simplistic view of
males has no doubt made men averse to participating in these programs. The result is that
a mass of men in public and private places is not attracted because they are accused of
irresponsibility with few promises of benefit to them (Hull, 2000 ). Although men are
used as research subjects, researchers neglect to examine men’s health risks due to their
gender role ideologies. Rather than understand what men believe and feel and their health
problems, they have often been studied from the perspective of what we could learn
about them in order to convince them to participate in preconceived women’s sexual and

reproductive health programs.



This paper will explore men’s perceptions of masculinity and its impact on their well-
being. Understanding men’s reproductive health need required framing men’s health and
well-being within local context. The promotion of gender equality and equity, a central
policy goal of ICPD, cannot be achieved if the needs of males are neglected. (Barker,
1999; 1996; Keijizer, 1995, Stillion, 1995; Keijizer, 1995;Canetto, 1995; Mbizvo and
Basset, 1996, Dudgeon 2003, Lorber 1997; Moynihan, 1998; Sabo and Gordon 1995,
Sargent and Brettell 1996).

Men’s perception and understanding of the relationship between gender role ideologies
and health in sub-Saharan Africa, where cultural beliefs and values are accorded primacy
are little un-researched. The effective role of males in gender equity and health promotion
including the prevention of disease transmission requires a carefully designed effort to
reach and educate men about the impact of gender inequities on their and their partners’
health (RHO, 1999). Done correctly, this offers an effective means of promoting male
involvement in reproductive health needs of their partners and achieving gender equity.
Addressing sexual and reproductive health needs of men (e.g. infertility, STIs including

HIV and access to contraceptives will benefit the man, woman, family and the society.

Therefore the two basic research questions in this study are (1) what are the traditional
and current perceptions of masculine ideologies? (2) What are the social and health
consequences of such ideologies? It is our conviction that raising awareness of men’s
health risk as a result of gender inequities is a sure way of promoting effective and
sustainable male involvement in gender and reproductive health programs. The overall
goal of this study is to increase an understanding of how men’s perception of the impact
of the social construction and expression of masculinity in their well being in a Nigerian

ethnic group.

Literature Review
Since 1994, studies on men have received increased attention. These include studies
focusing on men’s involvement and responsibility in reproductive and sexual health of

women (Mundigo, 1995, UNFPA, 1995; AGI, 2002, Omideyi et al 1999, Feyisetan et al



1999, Bankole and Singh, 1998, Odimegwu et al 200). One major conclusion from all

these studies is the need to promote male involvement in reproductive health activities.

Emerging studies have reported on the connections between gender and health of men
(Sabo and Gordon, 1995). These argue that numerous aspects of health, ranging from
accidental deaths to cardiovascular disease are conditioned not only by differences
between male and female physiologies but also by the culturally specific, socially
constructed gender roles and identities that men and women perform. Courtenay (1998,
2000) has posited that there is a reciprocal relationship between masculinity and health,
stressing that men’s health problems are often produced by men’s enactment of
masculinity, and that cultural norms and expectations reinforce these enactments. Other
researchers have reported some illnesses to be un-masculine, and some disorders such as
infertility and erectile dysfunction as un-masculine (Inhorn, 2002, 2003b). There are
particular masculine sexual behaviors that are unhealthful for both men and women, and
these include sexual promiscuity (Farmer et al 1996), avoidance of contraceptive use

(Ward et al 1992).

Maskowski (1999) and Unruh et al (1999) have reported that men are less likely to
discuss experience of pain or physical distress. Men report less pain for the same
pathology, less severe pain, greater tolerance of pain and shorter duration of pain.
Moreover, men have been found to report less pain in front of female health professionals
than male health professionals (Levine and DeSimone 1991; Puntillo and Weiss 1994).
Emotional inexpressiveness of men has been blamed on traditional masculinity. The
reluctance to acknowledge or report physical and emotional distress can have far-
reaching implications for men’s health as it can influence health-seeking decisions, delay
intervention and undermine diagnosis and treatment planning (Courtenay 2003).
Masculinity is not all negative. Positive masculine characteristics include ability to act
independently, to be assertive and to be decisive. Reliance on these helps men to cope
with some difficult moments (Sharpe et al 1995; Charmez 1995). In terms of expression

of emotions, physical distress, men report less fear or emotional distress but more likely



to express anger than women (Courtenay, 2001a). The inexpressiveness of men has been

reported to have direct and indirect effects on their health and well-being

Though there has been a realization of the need to engender health, the result has been an
exclusive emphasis on women and ‘gender and health’ has become synonymous with
women’s health (Sabo and Gordon, 1995; Courtenay, 2000). While men have been used
as research subjects, they are neglected in research, as there are few studies to examine
men and the health risks associated with men’s gender especially in Africa. The health
risks associated with masculine gender have largely remained uncharted. Even in studies
that address health risks more common to men, the discussion of men’s greater risks and
of the influence of men’s gender is absent. This study therefore examines how
masculinity is perceived and its impact on social and physical well being among the Igbo

of South East Nigeria

Theoretical Framework.

Explanations of masculinity and men’s health have focused primarily on the hazardous
influences of the male sex role (Courtenay, 2000; Harrison et al 1992). The sex or gender
role theory posits that boys learn to adopt masculine behaviors that in turn heighten their
susceptibility to illness or accidental death. This theory holds that social environments
from the level of culture down to individual family and peer relationships, teach men and
women to display distinct sex-typed behaviors and attitudes. Pleck (1981, 1995) posited
that this teaching is accomplished through the adoption of norms and stereotypes. Norms
are prescriptions for how men and women should behave, while stereotypes are

generalizations about what men and women are like and can do.

Masculinity ideologies are ideas and concepts that individual men hold about what it
means to be a man. The study of masculinity ideologies is concerned with the extent to
which men endorse ideologies that emphasize self-reliance, competitiveness, emotional
control, power over others, and aggression (Pleck et al 1993). For example, a man might
believe that men should keep their emotions under control, and that by extensions; they

should not be emotional when under stress. Alternatively, endorsement of masculine



ideologies might involve a man’s devotion to self-reliance in the face of hardship, a belief
that competition is professional and social domains is crucial for success, a strong
preference for resolving conflicts with aggression so as not to appear feminine or a desire
to demonstrate dominance and power over others in social interactions. Additional health
beliefs and behaviors that can be used to demonstrate masculinity include the denial of
weakness or vulnerability, emotional and physical control, the appearance of being strong
and robust, dismissal of any need for help, a ceaseless interest in sex, the display of
aggressive behavior and physical dominance. In exhibiting masculinity, men reinforce
strongly held cultural beliefs that men are more powerful and less vulnerable than
women; that men’s bodies are structurally more efficient than women’s bodies; that
asking for men and caring for one’s health are feminine and that the most powerful men

among men are those for whom health and safety are irrelevant. (Courtenay 2000).

According to this framework, males use health beliefs and behaviors to demonstrate
dominant and hegemonic masculine ideals that clearly establish them as men. Hegemonic
masculinity is the idealised form of masculinity at a given place and time. It is the
socially dominant gender construction that subordinates feminities as well as other forms
of masculinity, and reflects and shapes men’s social relationships with women and other
men. It is in pursuit of power and privilege that men are often led to harm themselves.
The social practices that undermine men’s health are often the instruments men use in the
structuring and acquisition of power. Men’s acquisition of power requires, for example,
that men suppress their needs and refuse to admit to or acknowledge their pain (Kaufman,

1994 in Courtenay 2000).

Subscription to traditional masculinity ideologies may influence men’s health —seeking
patterns. For example, men with traditional masculinity ideologies may deny or refuse to
seek help for pain, illness, or emotional problems in an effort to avoid being perceived as
vulnerable or weak (Kaufman, 1994, Mansfield 2003). Thus adherence to traditional
masculinity ideologies may be hazardous to men’s health. (Mahalik et al 2003, Harrison
et al 1992; Stillion 1985). Sabo et al (1986) tapped sex-role theory to explain the

psychosocial reactions and adjustments of male partners of women who had been



diagnosed and treated for breast cancer. Other studies have been done using this
theoretical framework (Nix and Lohr, 1981; Degregorio and Carver 1980; Cummings et

al (1983)).

This framework has been criticized as implying that gender represents “two fixed, static
and mutually exclusive role containers” (Kimmel, 1986 in Courtenay, 2000) and for
assuming that women and men have innate psychological needs for gender-stereotypic
traits. Sex role theory, Courtenay (2000) reported, also fosters the notion of a singular
female or male personality, a notion that has been effectively disputed and obscures the

various forms of feminity and masculinity that women and men can and do demonstrate.

Igbos and Masculinity

Igboland is the home of the Igbo people of South East Nigeria. The area is divided into
two unequal parts by the River Niger. One part is the eastern region made up of the five
Igbo-speaking States of Anambra, Enugu, Abia, Ebonyi and Imo States. The other part is
in the midwestern region of Nigeria, and is located within the present Delta State. For the
ethnic group, personal advancement and participation in local affairs are matters of
individual initiative and skill. Success, eldership, wealth, a good modern education,
political power and influence are all ways by which the Igbo people could distinguish

themselves.

Achebe (1958) in his seminal work, Things Fall Apart, has provided a glimpse of the
Igbo traditional gender norms and values .A boy’s father will do everything to ensure that
there is no trace of feminine trait in his son. Achebe in this work showed how through
informal education, boys are groomed to be men, bold, courageous, audacious and
fearless. On the other hand, the women groom their daughters on how to be soft,
subservient, passive, weak and gentle. This silent but rigorous schooling into the
individual gender stereotypes are ingrained in the Igbo institution. Each of the sexes
knows what is expected of him or her. Ozumba (2005) suggests that men and women in

this area seem to have accepted their gender roles as a fait accompli.
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In the family, women sweep the house, wash the plates, cook the food while the men split
the firewood, pound the yam, and climb the palm trees. In farming, the women plant
maize, melons, beans and cassava while the men made the yam mounds. Yam stood for
manliness as it is regarded as the king of the crops (Achebe, 1958). In traditional Igbo

society, a man is known by how many mounds of yam he has acquired (Uchendu, 1968).

Among the Igbo, women’s image is that of one who enjoys the labour of men. They are
called ‘oriaku’, meaning enjoyer of the wealth of their husbands. In the family if a child
is born, the sex is determined and if a boy, that means a bundle of joy to the parents. For
the man, joy, because he has a man who will take his place after his death and continue
the family lineage. It is joy for the mother because that will properly entrench her in her
husband’s heart. Having a male child means nothing can uproot her from the family and
means also that she has a voice in the family. But if the child is a girl, the husband and
wife receive it with mixed feelings, especially if the woman has more than three
consecutive female children. For the man it brings sorrows because his hope of having a

male child to continue his lineage is becoming slimmer.

As the children begin to grow, the males and females are socialized differently. The boys
are socialized to see themselves as superior, stronger, more important and indispensable.
The females are trained to act as appendages of the men. Fathers tell their sons stories of
violence and bloodshed to toughen them and prepare them for future roles as the
protector, guardian and head of their families. On the other hand, the mothers tell their
daughters feminine stories about how to behave themselves so as to attract good men as

future husbands.

Gender-roles are clear-cut that the males getting into the areas meant for females and vice
versa are regarded as abomination. The boys’ duty ranges from washing his father’s
clothes, taking care of the flock, getting knives and axes sharpened; leads in the way to
the farmlands, protects the girls, ensures that the difficult tasks are done. While the male
child is not restricted, the female is not. (Achebe, 1958, Ozumba, 1995, 2005, Achufusi,
1994). Gender role ideology is well ingrained in Igbo society.
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Methodology.

The study was conducted in Imo State, located in the Southern part of Nigeria. All of the
participants are Igbo, the third largest ethnic group in Nigeria. The data collection sites
are Owerri, the State Capital and Orsu, a typical rural area. To understand the social and
health costs associated with adherence to ideologies about masculinity, both qualitative
and quantitative approaches to data collection are used. The research design is a
descriptive formative research. This was used because we wanted to generate enough
concepts to be used in the design of the instruments eventually used for the study. The
data were collected in two phases. Qualitative data collection techniques were used

during the first stage and quantitative approach during the second.

Qualitative information came from focus group discussion (N=20) sessions or
interviews, in-depth interviews (N=10) with community or opinion leaders and health
care providers in the communities. The selection criterion for the focus group discussions
was that the potential participant must be resident in the selected research site.
Individuals invited to participate in the group discussions were those perceived as most
likely to provide the most useful information. Twenty focus groups (10 in each location)
consisting of between 6 and 8 individuals were run. These were organized around four
age groups, namely 15-24 (young males), 25-39 (young adults), 40-54 (middle-aged
groups) and the elderly group (55+). In each research site, group participation was based
on similarity with respect to age, education and occupation.

During the sessions, all the participants made contribution to the discussions. At times
there were dominant speakers but session organizers/moderators were trained on how to
handle such participants. When other participants were given opportunity to talk, passive
respondents tended to support the dominant opinion. At the end of each question, the
moderator summarized the main points of the discussion, and made sure the participants

subscribed to it to arrive at a consensus of opinion.

Before the study started we explained to the traditional leaders of the areas the purpose of

our research. Based on the criteria already discussed with research assistants, those who
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were asked to participate in the group discussions were those perceived as likely to
provide the most useful information. The average age of participants was 44.5 years, and
the size of the focus groups ranged from 6-8 men (adolescents and adults). Group
discussions centered on men’s perceptions and beliefs regarding masculinity, awareness
of and attitudes toward gender-based ideologies and practices in Igboland. Also discussed
were sexual and reproductive health needs of men and their relationship to masculinity.
Specifically, we sought information on their knowledge of and attitude towards women’s
empowerment and their involvement in reproductive health program. Finally we
discussed how men would be involved in reproductive health services especially as it
affects men. Average duration of each interview was 90 minutes. All the interview
sessions were tape-recorded. At the end of the sessions, a research assistant employed for

that purpose transcribed the taped cassettes.

In-depth interviews were conducted with individuals considered as key informants. These
included adolescents, health care providers and opinion leaders in the communities. A
total of ten (10) in-depth interviews (5 urban and 5 rural) were done. Among adolescents,
the selection criterion was reported sexual activity or expression of stronger gender
identification with masculine ideologies. In-depth interviews also focused on the same
issues as discussed in the FGDs. In order to gather information on the health needs of
men, in-depth interviews were also conducted with a traditional health worker, a

laboratory scientist and a chemist/pharmacist, a medical doctor and a male nurse.

Quantitative

A series of steps were taken to select potential participants during the second data
collection stage. Enumeration of households by type of residential zone took place at the
first step. Owerri was divided into traditional area, migrant area and government reserved
estates. Traditional zones are inhabited by poor indigenes. Medium income earners who
are mostly migrants to the urban center inhabit migrant zones. Top government officials
and nouve riche inhabit government reserve estates. Orsu, the rural area, is homogenous

in terms of culture but socio-economically diverse.
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Sample size selection

Simple and stratified random sampling procedures were used to select the participants
during this phase. In the capital, stratified random sampling procedure was used. The size
from each stratum was based on probability proportionate to size in order to gain
representativeness. Systematic random sampling was then used to select potential
participants from selected households. Since Orsu is ethnically homogenous, a simple
stratified random sampling strategy was used in selecting rural respondents. A total of
1,372 respondents were eventually sampled and interviewed. It was easy for this complex
approach to be adopted because during the qualitative data collection exercise, we
established rapport with community members. Moreover, we recruited male residents of

the areas as research assistants. This greatly facilitated the data collection process.

The research instrument included several questionnaires in different sections. The
questionnaire included items about the background characteristics of the respondents:
age, education, and religion. It also consists of twelve items that examine perceptions of
gender roles at home, society and at work. Items include statements such as “ The man
has the final say in the house”, and “women should not earn same salary as men”. The
scale of responses ranges from strongly agree (1) to 5 (strongly disagree. The
questionnaire was validated in another study conducted by the first author (Odimegwu,
2002). The Cronbach’s alpha internal validity value for the questionnaire was 0.67. To
determine if an individual adheres to masculine ideology or not, the responses were
scored and means found. The higher the score, the more liberal the participants gender
role ideology (referred to as non-traditional) while the lower the score the less liberal and
hence regarded as traditional. The instrument also included items assessing health status,
risk-taking behaviors (such as alcohol consumption, drug abuse and unprotected sex),

awareness of STIs including HIV/AIDS and health-seeking behavior.
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Data Analyses

Qualitative Data.

A thematic approach involving three stages was used to interpret the qualitative data. In
the first stage, transcribed document were read and re-read in order to generate
explanations addressing the basic research questions. During the second stage, these
were sorted into specific themes. The third stage is the systematic organization (coding)
of the entire data and matching it with the relevant research questions. This allowed for
an understanding of the extent to which the qualitative data generated information
directly related to the primary aim of the study and provides explanations for the key

findings fro quantitative analyses.

Quantitative data

Three levels of analysis were conducted namely frequency, cross tabulations and
multivariate. The multivariate logistic regression procedure was used to examine the
association of masculinity with men’s health status, risk-taking and health-seeking
behaviors. Health status was assessed by whether the man has any serious illness during
the year before the interview. Risk-taking behavior was evaluated by whether a man
consumed alcohol or smoked cigarettes, pot or crack prior to engaging in sexual
intercourse or if he did not use the condom always. Health-seeking behavior was
measured by whether the respondent who has a serious illness during the preceding 12
months sought modern health care. Independent variables include age, place of residence,
number of lifetime sexual partners, educational level, religious affiliation and masculine
ideologies (measured by whether an individual holds traditional or non-traditional

masculine ideas).

Findings

Profile of Respondents.

Approximately 59(58.9) percent of respondents holding traditional (gender) beliefs live
in the rural area compared with 37 percent of those who live in the urban areas (Table 1).
As evident, traditional masculine beliefs cut across all levels of education. Those with

secondary or higher level of education are non-traditional than others. The table also
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shows that adherence to masculine ideologies varies by religious affiliation, with

Catholics showing more traditional beliefs than others. Majority of the respondents hold

traditional masculine ideas (70%).

Table 1: Percent distribution of respondents by socio-economic characteristics
controlling for type of masculine ideologies, South East Nigeria, 2005.

Masculine Ideologies
Characteristics Non-traditional | Traditional Total
Place of Survey
Urban 63.1 414 53.1
Rural 36.9 58.6 46.9
Age
15-24 15.9 24.5 20.0
25-39 20.0 26.5 23.0
40-54 40.4 28.9 34.0
55+ 23.7 20.1 23.0
Educational Level
None 2.2 3.0 2.6
Primary 20.8 28.2 24.5
Secondary 44.2 45.2 44.7
Tertiary 58.7 41.3 28.2
Marital Status
Married 53.1 59.6 56.4
Divorced/Separated/Widowed | 44.3 39.1 43.7
Religious Affiliation
Protestant Orthodox 29.1 26.3 27.7
Catholic Church 58.1 60.2 59.2
Muslim 1.0 0.7 0.9
Evangelical 11.2 9.8 10.5
Traditional Religions 0.9 2.7 1.8
Media Exposure
1 Source 52.5 48.2 50.4
2 Sources 92.9 91.4 92.2
3 Sources 84.1 83.8 83.9
Total 69.8 30.2 50.0
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Perceptions of Masculinity

Focus group participants generally agreed that being a man in this ethnic group connotes
a lot of meanings and challenges. In general, discussants endorsed the idea that a man is
the one who takes responsibility, has a family (wife and children), possesses tangible
items such as land and house, a player in the community, has recorded some
achievements in life and does not exhibit any feminine traits. According to men aged 40-

54 in a rural group discussion,

When you call me a man, I have a sense of a burden bearer, someone who defends
and cares for others, who represents his father in lineage continuity. As a man 1
am expected to provide for my family, defend and represent it.

... be a man of substance, endure a lot of difficulties without complain or
showing signs of strain; able to give a wise judgment.

He should be entrusted with certain responsibilities like going into marriage,
family affairs, financially viable and capable.

Young males added that “Our idea of being a man is being independent, strong-willed,
able to take and stand for decisions, responsible to ones immediate environment, not a
gossip or talkative”. [15-24 Males, FGD, Urban].

Furthermore, “being a man goes with boldness, fearlessness, perseverance, diligence,
handwork, integrity. You don’t just be a man in Igboland because of your penis or other
physical features but by your ability to carry out challenges that come the way of a man”.
(Key informant aged 60, Rural).

Participants further reported that a man holds power and authority in his house; he does

not betray his emotions when he is under stress nor is he irrational.

Sources of Masculinity

Participants agreed also that the socialization process of male children in the community
starts from home via parents, peers, schools and churches, and in recent times, movies
and televisions. Mode of transfer of knowledge includes storytelling, suggestions and
disciplinary measures. The older respondents reported how their parents schooled them in

those days in the act of being a man while the younger ones explained that they are still
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learning from their adult relations, movies and media on how to be a man or the

characteristics of manhood.

The family is the outreach center for boys to learn about masculine identities. He
learns how to behave and act like a man at home. He is taught how to be tough,
offensive or defensive, to succeed, to use excessive power and authority. It is the
environment he finds himself that contributes to defining him as a man. [Adult
male aged 45+, Urban, IDI].
Nonetheless, qualitative and quantitative data analyses both demonstrate changes in the
mode of socialization. In the context of globalization and increasing exposure to and use
of technology. According to the participants, the role of parents and other adults in
knowledge transfer is decreasing. Other pressing demands like work, media listening and

viewing among others are making it impossible to spend as much time on folk tales and

the like which serves in transferring ideas about masculinity

Societal Expectations.

Society expects a man to be able to provide accommodation for his family, including his
siblings and fulfill other social obligations. A man should be physically strong and is not
expected to betray his emotions and be able to endure physical pain and discomforts. A
man who does not show sexual interest in women is perceived to have a sexual or
biological problem. Igbo society expects that a man will exercise power and authority
over his household, including the dominance of wife (wives) and children. Although the
males are expected to be the main decision-makers, the following serves to illustrate that
some of them perceive a need for husbands (men) to listen to their wives (partners).

When there is a disagreement, you can call her and explain to her why you think
your decision is better. Always avoid a third party. Even though she does not
agree with the man, he is the one to take and implement the decision. If there is a
disagreement you have to take the final decision because where there is blame,
the man is held responsible... The man gives a final decision on how he wants his
family to be run. [Men, aged 40-54, tertiary education, Urban FGD].



18

Achievement of Social Expectations

There are a number of ways in which Igbo men are able to demonstrate proof of
masculinity. These include (1) marrying and having children, (2) building a house (3)
having a male child (4) possession of achieved social titles (5) dominance over women
(6) participating in and (7) contributing to community development. Married life is
considered the normal condition in this society and marriage is a status conferring
(Uchendu, 1968). A man who does not have a wife and or children faces social ridicule
and castigation. An unmarried male is referred to as a male-woman, a pejorative term. A
man with many wives is regarded as ‘ogaranya’, a man who is rich in terms of both
money and people. Traditionally, among the Igbo, having many children is a sign of
wealth (Uchendu, 1968, Odimegwu, 1998). Focus group participants, nonetheless,
acknowledged that due to economic pressures, the association between wealth and high
fertility is weakening. Among contemporary Igbo, the quality rather than quantity of
children is emphasized now than before. Furthermore, an Igbo man could also use
physical force to demonstrate power and authority and by possessing titles such as ‘nze’,
‘ozo’ as illustrated in Achebe’s seminal work, Things Fall Apart. For example, one
elderly man points out that

Even the great hunters show their strength especially when they kill lion or have
an incredible accomplishment, which earn them the title “ogbu agu” (killer of
lion), or when a man is able to fight for his village.

Men also marry many wives to show that they are men and able to control a large
family. Some men are given the title of “Osuji” because of their ability in yam
cultivation, which the more yams you had, showed how rich you are.
[Men aged 55+, Rural FGD]
Polygamy and multiple sexual relationships, which were traditionally used as bases of
power, are in the decline due to a number of factors such as religion, economic pressures

and migration. Multiple sexual relationships are no longer encouraged because of the

risks involved (STIs and HIV/AIDS).
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Social Costs and Rewards

The social and physical costs resulting from adherence to traditional masculine ideologies
were acknowledged by the majority of group discussants. One community leader
observes that in community meetings or assembly “you are denied recognition”, and
emphasized, “in fact people trample on your rights because they know you cannot do
anything because you have not guts”. The pressure of ridicules, jokes and gossip often
result in risk-taking behaviors such as smoking, drug abuse, alcoholic consumption and
such health problems as suicide, heart attack, and high blood pressure. Most men adhere
to masculine norms and beliefs because of the social ridicule and shame they portend.
An elderly participant pointed out

Your mates will be making mockery of you because you cannot prove that you are
a man. You have nothing to show for being a man. You will be object of jokes and
gossips in the community. Your bigger family, that is, all relations of yours, will
bear thee shame. They will say their brother is not a man, is a disgrace.
On the other hand, the reward for being a man involves social recognition and approval.
The family and community will be proud of the man. It is commented by participants that
this aspect of social approval has led to a situation whereby male folks in the community
do a lot of things to demonstrate their masculinity so that they will win societal approval.

However they noted that there is always a limit to these. Igbo society honors hard work

and diligence borne out of sincerity but does not encourage laziness and shady deals.

Health Costs: Sexual and Reproductive Health Needs

In attempting to avoid the social costs of masculinity, many men have been infected with
STlIs, including HIV. Most of the participants attribute the current rates of HIV/AIDS in
society to men’s attempt to demonstrate proof of masculinity. They feel that sexual
double standards that empower males must be challenged in order to abolish this
problem. However a few of the men noted that culture is overemphasized. They hold that
culture has a moral prescriptive power — it recommends but does not enforce. They
stressed that an individual man has a right to reject cultural prescriptions that compromise

his health.
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Furthermore, participants pointed out other health problems, which men suffer as a result
of masculinity. These include heart failures, cancer, HIV, STIs, high blood pressure and
suicides. They argued that in order to impress the society or initiate a false start, most
men risk their lives by engaging in dangerous practices that are not healthy. According to
the discussion, most men go extra mile to do some work in order to earn a living and
meet up with societal expectations. One result of this excessive activity is that they most
often fall sick. And because the society has taught them how to be tough and stoic in the
face of pain, they hardly go for medical attention. When they do, it may be too late,
resulting to death. Moreover, the participants reported that after the excessive activity by
men, instead of taking care of their health, they might end up engaging in smoking and
drinking excessively. These compromise their health further. Even though it is generally
acknowledged that masculine ideologies are common among the Igbo, there is no
sanction against any deviance from masculine traits, except the social cost of ridicule and

shame.

If I do not do those things that we think make us men, nothing happens to me. If I
do not womanize or drink or smoke or engage in hard labour or show stoicism or
even meet the societal expectations of marrying, having children, building a
house etc, nothing happens to me. There is no reason why our culture should be
blamed of anything. Men should learn to be responsible for their action without
blaming the culture. [IDI, Male, aged 45).
Participants identified a number of reasons why most men do not seek for health care
such as financial constraint, ego, fear of stigma, ignorance, fatalism and others.
Participants in one group pointed out that stoicism or emotional inexpressiveness might
be due to pride.

The man is supposed to be defender, comforter and provider in the house. What
happens when you see that man weeping or crying because of pains? It debases
him or reduces his prestige level before his family members. He is supposed to be
the general of the family’s army and should not betray his emotions as it will
affect his troops (family members) [Men, aged 40-54, Rural FGD].
Although most men do not seek health care early enough, participants noted that this is
done for the sake of confidentiality and not necessarily because of masculine beliefs. Men
often do not have enough sleep because of the pressure of the need to accomplish societal

demand. They pointed out that most men spend time rolling on their beds thinking about
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what to do in order to meet societal expectations. They argued that because of social
demands, men find it difficult to stay in bed to recover from illness. One middle-age man
explains

If I stay in bed longer than necessary, who will take care of my family? It is not
that we do not know the value of these things, but circumstances force us to do
some things that are inimical to our health. If you check your body and the case is
not serious, you can get out of the bed. (Key informant aged 55, Urban).

There was agreement that some cultural practices expose men to health hazards. Men
who are encouraged by society to have multiple sexual partners are more likely to engage
in risk-taking including criminality. Participants were able to link such behaviors with the
spread of sexual and reproductive health problems in the community as the following
remarks show.

Yes there is a connection between these. When a young man knows he is of age
and he begins to drink and smoke, he will feel he is a big boy. When he does
these, he will think that when he sees a lady and talk to her, she will take him as a
big boy. Anybody who drinks and smokes too much will likely go out after some
girls. [Adolescents, aged 15-24, Urban FGD]

Drunkenness and sexual promiscuity are in common. Some men said when they
are drunk, they feel high. It is then you see them going after girls, messing around
with them. They believe if you don’t drink or smoke, you do not belong. Some men
even go to the extent of betting on their abilities to drink so many bottles of beer.
After drinking they will now want a lady who they will want to use. Some girls
even like guys who drink and smoke. [Middle-aged Men, 25-39, Rural FGD].

Although their health needs were never acknowledged, they pointed out that most men
have special needs demanding attention. They however pointed out that a trip to hospitals

and clinics and herbal homes would however highlight the magnitude of these problems.

Masculine Ideologies, Health Status and Risk-taking behaviors

Quantitative data analysis shows that health status and risk-taking behavior vary by
masculine ideologies (Table 3). Over one-fourth of the men had a serious illness during
the year before the interview. As the information shows, among those with a serious
illness, in general, those who adhere to traditional beliefs engage in risky behaviors often

than others do. Health status and risk-taking behaviors vary by masculine ideologies
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Table 3: Distribution of respondents by their health status and risk-taking
behaviors controlling for masculine ideologies, South East Nigerian 2005.

Masculine Ideologies

Health Status Non-traditional Traditional Total
Serious Illness in | 27.4 52.2% 39.8
preceding 12 months
Risky Behaviors
Smoked 51.0 62.9%* 57.0
Age at first smoking 16.7 20.5

19.5
Current Smoking | 38.6 42.7* 56.0
Habit -daily
Consumed Alcohol | 69.2 93.5% 81.4
Age at first alcohol | 22.5 18.5 20.5
consumption
Current alcohol | 16.4 43.6* 23.0
consumption - daily

* Significant at 95%

Masculine Ideologies and Sexual Behavior.

Most men interviewed have had sexual intercourse. The median age at sexual debit is 20
years and less than half (42%) used a method of contraception at that time (Table 4). It is
evident that sexual activity, age at debut, and the use of birth control at sexual debut
varies by masculine ideologies. It is also obvious that numbers of current and lifetime
sexual partners also vary by masculine ideologies. Among those who have had sex with
commercial sex workers (CSW), those adhering to traditional masculine ideologies are
far more likely than their non-traditional counterparts not to use condoms during sex with

CSWs.
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Table 4: Distribution of respondents by their sexual behavior controlling for
masculine ideologies, South East Nigeria, 2005.

Masculine Ideologies

Sexual Behavior Non-traditional Traditional Total

Ever had sex? 96.2 98.4 88.2

Median age at first sex 22.5 19.2 19.9

Used contraception during first | 49.5 15.7* 41.9

sex

Mean number of sexual partners 2.6 1.9
2.1

Alcohol consumption prior to

sex

Always 15.8 53 5.9

Often 4.0 2.9 34

Occasional 40.8 49.8 43.0

Never 47.9 48.0 47.6

Sex with Commercial Sex | 25.5 27.3* 26.1

workers

Sex with CSW  without | 14.7 45.3% 30.0

condoms

Lifetime sex partners 3.1 4.4 5.7

* Significant at 95%.

Masculine Ideologies and Health-seeking Behavior

A number of studies have found that men use health services and visit physicians less

often than women but do so if they have a serious health problem (Eisler 1995). This

study found that though cultural norms promote stoicism, there are limits to it. Among

Igbo men, stoicism is related to age, type of illness and access to health care services.

According to focus group participants, Igbo men seek health care if they are ill whether

mild or serious but only when the illness is not the type with a stigma.

Participants agreed that men seek for health care services when they are sick. There are

different types of health care options available. Men seek for health care when the
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sickness is not the type with stigma. It was agreed that men most often do not disclose

their illness in order not to shake the confidence of individual family members who

depend on them for assistance and survival.

“Some go to native doctors because they believe native doctors (traditional health
care practitioners) because they believe traditional healers can treat them better.
Some people believe that whoever has gonorrhea, syphilis or staphylococcus, and
goes to a modern health care provider, he will only give him an injection to
suppress it then after some months it will re-occur. That is why most infected
people go to native doctors with the belief that these will give them medicines that
cure it completely. Others visit prayer houses, pharmacy or herbal medicines.
When these fail they resort to western orthodox medicine. [Men aged 40-54,

Rural, FGD).

The choice of type of health care services is dependent on age of the person, belief

systems, availability of funds, type and serious of illness.

Multivariate Logistic Analysis.

Table 5: Logistic model of predictors of association between masculine ideologies and men’s health

status, risk-taking and health-seeking behaviors, South East Nigeria 2005.

Variables Health Status (Il in | Risky Behavior Health-seeking
preceding year) Behavior
A.Socio-demographic
characteristics
Age
<25 1.00 1.00 1.00
25-39 0.55 1.29 1.21
40-54 1.21 0.97 0.86
55+ 0.30 0.89 0.87
Place of Residence
Urban 1.00 1.00 1.00
Rural 2.67* 1.32 0.45
Number of Sexual | 1.32 1.05% 1.78*
partners
Educational level
None 1.00 1.00 1.00
Primary 0.51* 1.69 7.90%*
Secondary 0.39% 1.54 5.46*
Tertiary 0.58 0.10* 8.35%
Religious affiliation
Protestant Orthodox 1.00 1.00 1.00
Catholic Church 0.74 4.34% 1.21
Muslim 0.69 1.38 1.32
Evangelical 0.58 3.16 1.45
Traditional Religions 2.11 5.08%* 2.32
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Media Exposure

1 Source 1.00 1.00 1.00

2 Sources 0.89 0.76 1.34*
3 Sources 0.78 0.56 1.25%

Traditional Religions 2.11 5.08* 2.32
Masculine Ideologies

Non-Traditional 1.00 1.00 1.00
Traditional 4.22% 1.87* 1.20
*P <0.05.

Quantitative analysis shows that health status, risk-taking and health-seeking behavior are
related to socioeconomic status and masculine ideologies. Rural respondents are more
likely to have experienced poor health, engage in risk-taking behaviors and less likely to
seek for modern health care than their urban counterparts (Table 5). The influence of
education is observed by the fact that educated respondents are less likely to have been
sick, more likely to engage in risk-taking except those with tertiary level of education.
The educated respondents showed more likelihood of health-seeking behavior than
otherwise. They have knowledge and in most cases control enough financial resources to
seek for health care. Logistic regression further shows that Igbo males who traditional
masculine beliefs are more likely to have experienced poor health (OR=4.22) and engage
in risky behavior (OR=1.87) than the non-traditional ones. Although non-significant,
traditional oriented males are also more likely (OR=1.21) than their non-traditional
counterparts to seek health care. This may be due to a misunderstanding of the question
on health seeking behavior as respondents may have reported using health care services

even if it is the traditional type.

Discussion and Conclusion

This study provides an important insight into how men’s knowledge and attitudes toward
gender ideologies and health interact. Qualitative data analysis shows that both young
and adult men in the study associated masculinity with having many sexual partners, non-
use of condoms during sexual act. It is also associated with independence, self-reliance,
hard work, rationality, power and authority, aggressive, and tough. The analysis also

shows that there are social and health costs attached to adherence to traditional gender
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role ideologies. These costs arise from societal expectations of the Igbo male. Failure of
the man to demonstrate proof of manhood reverberates in shame, ridicule and street
jokes. Health consequences related to adhering to masculine ideology include STIs

including HIV/AIDS, low sperm count, cancer, early ejaculation, wet dream, and herpes.

Health-seeking behavior may involve going to modern medical clinics, traditional herbal
homes, seeking information from friends, chemists/pharmacy, using contraceptive when
having sex. Obstacles to health seeking among Igbo men include financial constraints,
pride, ego, fear of being stigmatized, religious beliefs, age, lack of information, familial
and community obligations. Although stoicism is seen as a quality of manliness, most
FGD participants claim that this is not a barrier to seeking health care.

Although Igbo men subscribe to cultural norms promoting masculinity, some argue that
culture does not enforce obedience. They suggest that it will be out of fashion for men to
adhere to the same set of values that their parents upheld. Traditional practices such as
polygamy and multiple partnerships are today viewed as risky behaviors that cannot be
upheld in contemporary society. They further pointed out that risk of infection; economic

costs and general societal changes do not permit the continuation of such practices.

There seems to be an emerging general shift toward to non-traditional gender role beliefs
and practices especially in the urban area and among those who have some level of
education. Nonetheless, traditional masculinity is more common among rural men.
Irrespective of masculine orientation, Igbo men seek health care when they are ill, but the

timing of this is determined by a number of factors.

The findings from this study can guide programme designers and other personnel about
how best to provide health care to males. Intervention and prevention programs can target
cultural-specific beliefs and practices that place the man and his family at risk. Since men
are seen as defenders of certain categories of women such as mothers, sisters and wives,
programmers should emphasize this beneficial aspect of masculinity by encouraging
males to discuss reproduction and safer sex with their partners. Focus on altering

community norms of sexual behavior can lead to changes in deeply ingrained beliefs and
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behaviors. Success of such approaches have been reported in diverse settings such as the
U.S.A where sexist double standard declined, and in Uganda where HIV infection rate
among pregnancy women fell from 21 percent in 1991 to 10 percent in 1998 (Halperin
and Williams, 2001). Achieving this sort of change in masculinity and its associated
behavior required the involvement of government, religious organizations, schools and

the media.

Despite what we know about how masculinity can negatively impact men’s health care,
men’s underutilization of services remains problematic. Broad-based strategies that take
masculine ideologies into account are needed to increase men’s utilization of health care
services. This requires education for health care providers about masculine ideologies and
individual men about the importance of health seeking and the detrimental effects of
masculine role socialization. Research must focus on testing interventions designed to
increase men’s health seeking and participation in reproductive health services in order to
determine the most effective strategies. Future research should also look into why men
patronize commercial sex workers, even without the use of condoms, in this era of
HIV/AIDS. Further research is needed into the cultural, social and economic factors
associated with men’s sexual and reproductive behaviors. Understanding men, their
ideologies and helping them to overcome many socio-cultural barriers to help them play
critical role in comprehensive reproductive health will be much gains to men, their
partners and the society at large. Risk reduction and reproductive health programs
addressing men’s perception of risk, that emphasize the association between masculinity
and health will help advance further the ICPD goal of gender equality, equity and

reproductive health for all.
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