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Introduction
Of the various factors that influence health 
outcomes, self-care practices, specifically 
health behaviours, have a significant role in 
morbidity and mortality. Since self-care is 
identified as having an important role in the 
management and outcomes of chronic illnesses 
(Qoli et al 2016), and engaging in factors 
that promote a healthy lifestyle may decrease 
the rates of mortality (Loef and Walach 
2012), there is a need to explore potential 
underlying factors that may affect a person’s 
engagement in self-care.

Non-adherence to treatment regimens 
can be an issue, particularly outside 
acute care, where there is a greater need 
for patient responsibility and self-care 
(Jallinoja et al 2007). Failure to appropriately 
seek professional assistance and follow 
treatment plans, and deficiencies in the way 
individuals care for their own health can 
affect the course and outcomes of acute and 
chronic illness (Sanders Thompson et al 

2009). These risky health behaviours have 
also been associated with men who endorse 
a traditional masculine ideology (Mahalik et al 
2007). Orem’s (2001) theory of self-care 
provides an explanatory framework for 
examining self-care practices and the influence 
that masculinity ideology plays on self-care 
behaviours among men. 

Masculinity ideology
Masculinity ideology is defined as the 
internalised systems of beliefs and attitudes 
that generate and coordinate an individual’s 
expectations, goals and behaviours in 
congruence with the culturally defined 
standards of the male role (Pleck et al 1993, 
Levant and Richmond 2007). Although this 
is a recognised definition of masculinity 
ideology, it is not an all-encompassing 
universal standard. Masculinity ideology 
reflects an individual’s culture (Levant et al 
2003), producing the construction of diverse 
masculinity ideologies (Pleck 1995).
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Masculinity ideologies are comprised of 
socially acceptable ways for boys and men to 
think, feel and behave (Mahalik et al 2003). 
A person’s perception of social norms, such as 
masculinity ideology, influences their health 
behaviours (Mahalik et al 2007).

There is no evidence of a predetermined 
biological essence that contributes to the 
development of masculinity ideology. 
Differences in socioeconomic status, education, 
age and race are among the factors that 
influence the development of masculinity 
ideology (Kimmel and Messner 1992). 
Although masculinity ideology may be diverse 
across various cultures, there are certain 
standards and expectations that are commonly 
associated with the traditional male role. Those 
that adhere to these common standards and 
expectations have been referred to as having 
a traditional masculinity ideology (Pleck 1995).

Traditional masculinity ideology
Traditional masculinity ideology is a cultural 
dynamic with a long-established history of 
defining ‘what it means to be a man’. Men 
of certain cultures are inhibited when it 
comes to exhibiting behaviours or thoughts 
attributed to the female role. Those who 
endorse traditional masculinity ideology 
adhere to a wide range of specific behaviours 
and self-perceptions that comprise a cultural 
expectation for men (Wade 2008). For 
example, one of the central norms of traditional 
masculinity ideology is restrictive emotionality; 
thus, being viewed crying in public would be 
a violation of this norm for men who endorse 
traditional masculinity ideology (Eisler and 
Skidmore 1987). Achievement, self-reliance, 
a reluctance to consult medical and mental 
health care providers (Addis and Mahalik 
2003), and suboptimal use of preventive 
healthcare (Mahalik et al 2006) have been 

associated with traditional masculinity 
ideology. Research has suggested that men 
who endorse a traditional masculinity ideology 
are also more likely to engage in risky health 
behaviours (Mahalik et al 2007). 

Since health behaviours such as self-
care have been identified as an important 
component in the prevention and management 
of chronic illness (Becker et al 2004), 
consideration must be given to the potential 
influence that masculinity ideology has on 
health behaviours. With the potential influence 
that masculinity ideology has on self-care 
practices – in relation to health behaviours and 
ultimately health outcomes – it is essential to 
examine which aspects of masculinity ideology 
are most influential.

Orem’s theory of self-care and 
traditional masculinity
An examination of the theory of self-care (Orem 
2001) reveals various concepts including basic 
conditioning factors (BCFs) and self-care agency 
with its tier of constructs. The theory of self-
care provides a description and explanation of 
why and how individuals care for themselves.

Although Orem’s theory of self-care included 
the concept of therapeutic self-care demand, 
the theory of self-care – with its explanation 
of how specific human factors may influence 
self-care – is the focus. Figure 1 shows 
a proposed theoretical model of self-care at the 
conceptual and theoretical levels, as adapted 
from Orem’s (2001) self-care deficit theory. 
The conceptual level represents the relationship 
of BCFs such as age and gender to self-care 
agency, and how this relationship influences 
self-care and ultimately health. The theoretical 
level depicts the relationship between specific 
BCFs and constructs of self-care agency, and 
how this relationship influences self-care and 
eventually health outcomes.

Figure 1. Proposed theoretical model at conceptual and theoretical levels
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Basic conditioning factors
BCFs are defined as ‘personal conditions 
or environmental circumstances’ that 
may influence individual competence for 
engagement in self-care actions (Orem 2001). 
There are ten BCFs (Orem 2001):
	» Age.
	» Gender.
	» Developmental state.
	» Health state.
	» Socio-cultural orientation.
	» Healthcare system.
	» Family system factors.
	» Pattern of living.
	» Environmental factors.
	» Resource availability and adequacy.

BCFs involve cultural, environmental, 
socioeconomic conditions and other human 
conditions. They affect a person’s self-
care agency, that is the ‘complex acquired 
capability to meet one’s continuing 
requirements for care of self that regulates life 
processes, maintains or promotes integrity of 
human structure and functioning and human 
development, and promotes well-being’ 
(Orem 2001). Racial identity is an addition to 
the conceptualised BCFs with a focus on its 
relationship with masculinity ideology.

Racial identity as a basic conditioning factor 
Racial identity is developed through cultural 
socialisation, personal experiences and 
lifelong learning, and may have an influence 
on the development of how masculinity 
ideology affects a person’s self-care agency. 
The influence of racial identity may be an 
underlying phenomenon resulting from the 
way in which it is conceptualised during 
socialisation. The conceptualisation of 
racial identity is considered a BCF because 
the sociocultural orientation may affect 
an individual’s engagement in self-care. 
Although Orem (2001) named ten BCFs, 
she acknowledged that they ‘should be 
amended whenever a new factor is identified’.

Since the development and operability of 
self-care agency can be influenced by BCFs, it 
is essential that these factors are understood 
when assessing an individual’s ability to 
undertake self-care activities. An in-depth 
knowledge of these factors is required for 
a more complete understanding of the 
influences they may exert on self-care agency.

Self-care agency
Like masculinity ideology, self-care agency is 
derived from cultural socialisation, personal 
experiences, and knowledge acquired 
throughout a maturing individual’s lifespan. 

Self-care agency is a multidimensional concept 
consisting of an organised hierarchy of three: 
a basis of foundational capabilities and 
dispositions; power components as an enabler 
for self-care operations; and capabilities for 
self-care operations (Orem 2001).

Foundational capabilities and dispositions 
The foundational capabilities and dispositions 
form the base of the hierarchy of constructs 
that comprise self-care agency. Foundational 
capabilities are the sensations, perceptions 
and physical movements that are essential 
for individuals engaging in self-care. 
Foundational dispositions refer to the common, 
prevailing attitudes a person holds, and which 
affect the goals they seek. These dispositions 
affect a person’s willingness to view themselves 
as self-care agents and include constructs such 
as self-understanding, self-awareness, self-
concept, self-image, self-value, self-acceptance, 
self-concern, and willingness to meet self-needs. 
These dispositions affect the power component 
of motivation. For example, an individual’s 
perception of their worth as a person (self-
value) can affect the self-care operations required 
to engage in self-care behaviour (Orem 2001).

Power components
The power components comprise the middle 
layer of the self-care agency hierarchy of 
constructs. Power and capabilities are 
synonymous in their meaning. The power that 
an individual possesses means that a certain 
activity can be undertaken, not necessarily 
that it will be undertaken (Orem 2001). 
There are ten power components of self-
care agency necessary to undertake self-care. 
These comprise the ability to (Orem 2001): 
	» Maintain attention and exercise vigilance 
with regards to self as self-care agent.
	» Control the use of physical energy.
	» Execute and control body 
movements for self-care.
	» Be rational within a self-care 
frame of reference.
	» Make decisions regarding self-care and 
operationalise those decisions.
	» Access motivation for self-care.
	» Acquire, retain and operationalise 
knowledge related to self-care.
	» Acquire a range of skills to undertake 
self-care operations.
	» Prioritise discrete self-care actions with 
previous and subsequent actions towards the 
goals of self-care. 
	» Undertake self-care operations and integrate 
them with other aspects of living on 
a consistent basis.

Key points
	● Self-care practices, 
specifically health 
behaviours, have 
a significant role 
in morbidity and 
mortality

	● It is important to 
consider the potential 
influence of masculinity 
ideology on the health 
behaviours of men

	● Nurses should 
understand the specific 
aspects of masculinity 
ideology that have the 
potential to affect men’s 
self-care behaviours
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Capabilities for self-care operations
The top layer of self-care agency’s hierarchal 
structure consists of three self-care operations 
delineated by Orem (2001): estimative 
operation, transitional operations and 
productive operations. The estimative 
operation phase involves examining what 
actions need to be taken and becoming 
knowledgeable about one’s self, the meaning 
of the existent conditions and the means 
available for effective regulation of self-care. 
The transitional operation phase includes 
judgements regarding the preferred course 
of self-care and decisions about whether 
or not to engage in regulatory self-care 
operations. The productive operation 
phase is when goals are set and plans of 
action specified.

Relationship between masculinity 
ideology and self-care agency
It is worth considering the comparison between 
the recognised constructs of masculinity 
ideology (such as self-image, self-value 
and self-awareness) as identified by other 
researchers (Majors and Billson 1992, Addis 
and Mahalik 2003, Roberts-Douglass and 
Curtis-Boles 2013), and the dispositions that 
can affect an individual’s goal-seeking (such as 
self-confidence, self-reliance and self-esteem), 
as identified by Orem (2001).

Table 1 shows a comparison of Orem’s 
(2001) foundational dispositions and the 
constructs of masculinity ideology. Based on 

the similarities, masculinity ideology aligns 
with dispositions affecting goals sought.

Masculinity ideology conceptualised 
as a foundational disposition reflects the 
gender-based beliefs and values that affect 
a person’s willingness to meet self-care 
needs or to seek appropriate support in 
meeting those needs. Studies involving the 
use of healthcare services, specifically among 
African-American men, suggest that the men’s 
decisions regarding self-care are associated 
with their formulation of masculinity 
ideology (Whitley et al 2005, Wade 2008, 
Hammond et al 2010).

As a foundational disposition, the beliefs 
and attitudes that generate a person’s 
expectations, goals and behaviours – in 
congruence with their culturally defined 
standards of the male role (Pleck et al 1993, 
Levant and Richmond 2007) – will affect their 
willingness to view themselves as a self-care 
agent and accept being in need of, or having 
the ability to undertake, self-care measures.

Culture as a basic conditioning 
factor in men 
Based on Brannon’s (1976) analysis of what 
a man is ‘supposed to be’ in US culture, 
Brannon and Juni (1984) developed the 
Brannon Masculinity Scale. This 110-item 
scale measures an individual’s approval of 
the norms and values that define the male role. 
For the purposes of this scale, masculinity 
ideology was conceptualised using four 
norms, which were defined by David and 
Brannon (1976): 
	» ‘No sissy stuff’ – men should not engage in 
feminine behaviours.
	» ‘The big wheel’ – achievement and success 
should be a man’s focus.
	» ‘The sturdy oak’ – men should not show 
indications of weakness.
	» ‘Give ’em hell’ – men should search for 
adventure despite any risks of violence.

Men have traditionally been raised to be 
strong and silent, and act as providers for 
their families while avoiding vulnerability, 
tender emotions and femininity. These 
characteristics were assimilated into a set of 
seven traditional male role norms ascribed 
by Levant et al (1992): avoiding femininity, 
restrictive emotionality, seeking achievement 
and status, self-reliance, aggression, 
homophobia and non-relational attitudes 
toward sexuality. 

The degree to which these characteristics 
are instilled in a man is determined primarily 
by the culture in which he is raised. Although 
culture has many proposed definitions, it is 

Table 1. Comparison of Orem’s (2001) 
foundational dispositions and the 
constructs of masculinity ideology

Constructs of the dispositions 
affecting goals sought

Constructs of 
masculinity ideology

Self-image Self-image

Self-value Self-confidence

Self-awareness Self-reliance

Self-concept Self-esteem

Self-acceptance Self-awareness

Self-concern Values

Self-understanding Willingness to seek 
assistance

Willingness to meet needs 
of self

(Majors and Billson 1992, Orem 2001, Addis and Mahalik 2003, 
Roberts-Douglass and Curtis-Boles 2013) 
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defined here as acquired patterns of behaviour, 
beliefs, lifestyles and characteristic thoughts 
that contribute to the world-views and 
decision-making of a certain population of 
people (Purnell and Paulanka 2008).

During their development, men learn to 
evaluate their adequacy by matching their 
preferences, beliefs, attitudes, behaviours 
and personal attributes with the norms of 
the culture to which they belong. In their 
formative years, men begin to internalise 
motivational factors that prompt them to 
regulate their behaviour so that it conforms 
to the culture’s definition of masculinity (Bem 
1981). The formulation of these internalised 
factors is what constitutes a person’s 
masculinity ideology, and the health behaviour 
of male participants has been found to be 
significantly predicted by the perceived 
normative behaviour of other men in the same 
culture (Mahalik et al 2007).

Race and culture have accounted for 
many of the differences in the ways that men 
subscribe to being masculine (Brod 1987, 
Kimmel and Messner 1992). Assumptions 
have been made that the socialisation of men 
is congruent with the standards of masculinity 
for their culture (Carter et al 2005). However, 
there are factors that influence the socialisation 
of men from differing racial and ethnic groups. 
Socio-political histories, in combination with 
the relationships these groups have with the 
dominant race and culture, causes variations 
in the development of racial identity (Carter 
1995, Helms 1996, Sue and Sue 2013). These 
variations could influence the unique way men 
with differing racial identities understand and 
express masculinity (Carter 1995).

Incorporating racial identity 
as a basic conditioning factor
Studies (Denyes et al 2001, Sousa et al 2005, 
Callaghan 2006) have used demographic 
questionnaires to assess BCFs, including 
race, to identify potentially significant 
relationships. These studies used 
a demographic questionnaire to assess 
race as a BCF, with participants asked to 
identify their racial origin. Although race 
is an important component to consider 
when assessing BCFs, asking participants to 
identify their racial origin alone may project 
the assumption that members of a specific 
racial group homogeneously identify with 
that group. Given that racial identity is 
developed through cultural socialisation and 
personal experiences, it is reasonable to expect 
differences among members of the same racial 
group, necessitating the need to explore the 
dimensions of racial identity as a BCF. Since 
racial identity has dynamic properties that 
may influence the development of masculinity 
ideology and ultimately a person’s self-care 
agency, both components must be considered 
when addressing health behaviours.

Figure 2 shows the relationship between 
BCFs, masculinity ideology and health 
behaviours using Orem’s nursing theory of 
self-care; it enables an exploration of the 
strengths of relationships between BCFs, the 
foundational disposition of self-care agency 
and self-care. 

Implications for nurses
Nurses must diagnose an individual’s ability 
to engage in self-care at the time of the initial 
assessment as well as in the future. Nurses 

Figure 2. Relationship between basic conditioning factors, masculinity ideology and health behaviours
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must accurately assess patients’ self-care 
agency to establish their rationale for making 
judgements. In this way, the nurse can choose 
a reliable and valid method of providing 
support, as well as designing and implementing 
care plans (Orem 2001).

Given that modern healthcare is focused on 
addressing the causes of preventable morbidity 
and mortality, and on the promotion of health, 
the reactive stance of treating diseases could no 
longer dominate healthcare systems (Koh et al 
2014). Consequently, nurses must take an 
aggressive approach to the promotion of health 
through research-acquired knowledge. 

An understanding of masculinity ideology 
as it relates to healthcare behaviours has 
the potential to guide nurses in formulating 
comprehensive assessment tools and care 
plans. Orem’s (2001) self-care theory allows 

nurses a conceptual frame of reference by 
which they can examine masculinity ideology 
in its relation to self-care behaviours among 
men of various races. 

Conclusion
It is imperative that healthcare providers 
understand the specific aspects of masculinity 
ideology that have the potential to affect self-
care behaviours, particularly among men from 
diverse racial backgrounds.

Self-care is crucial to the promotion of 
health and the prevention of complications 
during treatment, recovery and rehabilitation 
from disease. Masculinity ideology is a critical 
dispositional variable among men from 
different cultures that deserves ongoing 
examination to understand its influence on 
self-care behaviours.
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