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ABSTRACT  

 Research suggests a gender paradox in health; men tend to have higher SES 

than women, which has a robust influence on health, but engage in less healthful 

behaviors. Research posits that countervailing mechanisms, such as masculinity, lead 

men to not use health resources to maintain or enhance social status. Masculinity, a 

commodity that must constantly be earned, is often implicated in men’s lower rates of 

health behaviors. Yet, some men continue to engage in healthful behaviors, despite 

potential violation of masculine norms. An additional countervailing mechanism may 

be future orientation, which is the ability to consider potential distal outcomes of 

immediate behaviors, and the extent to which immediate behaviors are driven by 

potential outcomes. The present study explored the direct and interactive associations 

of masculinity, future orientation, and SES, on men’s health behaviors. Data were 

obtained from 245 college men. Results indicated that masculinity did not moderate 

the relationship between SES and health behaviors, and further, future orientation did 

not moderate masculinity’s association on the relationship between SES and health 

behaviors. However, follow-up analyses indicated that future orientation mediated the 

relationship between masculinity and health behaviors, and further, income moderated 

the relationship between future orientation and health behaviors. This suggests that 

masculinity had a direct negative association with men’s health behaviors, and future 

orientation had a positive indirect association with that relationship. Income positively 

interacted then with future orientation and health behaviors. Clinical and theoretical 

implications were addressed, and future research directions were discussed. 
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CHAPTER I  

INTRODUCTION 

In the U.S., one third of all deaths among men are preventable (Yoon, Bastian, 

Anderson, Collins, & Jaffe, 2014). Men engage in more than 30 controllable behaviors 

that increase risk for disease, injury, or death (Courtenay, 2000a). Indeed, the leading 

causes of death among U.S. men, regardless of age group, tend to be unintentional 

injury, diseases and illnesses with modifiable risk factors, and suicide and homicide 

(Center for Disease Control and Prevention, 2015). 

 The socioeconomic status (SES) gradient in health, which refers to the 

positive association between SES and engagement in health behaviors, is well-

established (Adler et al., 1994; American Psychological Association, 2015). Indeed, 

SES is one of the most striking and robust influences on health behaviors (National 

Center for Health Statistics, 2014). However, although men typically have higher SES 

than women, men have higher rates of morbidity and mortality (Pinkhasov et al., 

2010), suggesting a gender paradox in the SES health gradient. One potential construct 

influencing this relationship is conformity to masculine norms. 

Conformity to masculine norms has a negative relationship with men’s health 

behaviors (Parent & Moradi, 2009). However, many men still engage in healthful 

behaviors, despite the fact that such engagement may violate masculine norms. Some 

research has indicated that the relationship between conformity to masculine norms 

and health behaviors varies by SES; conformity to masculine norms weakens the 

health-promoting aspects of higher SES (Springer & Mouzon, 2011). Given this 

complex relationship, it is important to consider additional constructs that might 
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significantly interact with the relationship between SES and engagement in healthful 

behaviors. One such construct is future orientation (i.e., consideration of future 

consequences of current behaviors), which has been found to have a positive 

relationship with health behaviors among men (Visser & Hirsch, 2014).  

The present study attempted to elucidate men’s decisions to be (or not to be) 

healthy. Knowledge of factors that may influence men’s health behaviors can help to 

inform policy and treatment recommendations. College men were used as participants, 

as they may be at greater risk for engagement in unhealthful behaviors, given college 

is where many first become responsible for their own health (Mahalik, Lagan, & 

Morrison, 2006). A theoretically-grounded moderated moderation model was 

explored, which posited that the relationship between SES and men’s engagement in 

healthful behaviors is moderated by conformity to masculine norms, and that the 

significant interaction of conformity to masculine norms on the SES-health behavior 

relationship is moderated by future orientation.  

SES and Health 

 SES has been consistently linked to health; as SES increases, individuals tend 

to experience better health (Springer & Mouzon, 2011). SES has been operationalized 

in a variety of ways, including income, subjective perception of SES, and multi-

dimensional measures. Large scale, nationally representative studies have 

demonstrated the SES health gradient (i.e., higher engagement in healthful behaviors 

as SES increases) across educational level, occupational status, and income; relative 

risk of mortality decreases with increasing levels of education, occupation status, and 

income (Adler et al., 1994; Committee on Health and Behavior, 2001). Specifically, 
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compared to higher SES (i.e., above the poverty line) individuals, lower SES (i.e., 

below the poverty line) individuals are 2.5 times more likely to be hospitalized or use 

the emergency room rather than regularly visit a primary care physician, and 3.5 times 

more likely to encounter physical limitations due to disease and illness (National 

Center for Health Statistics, 2013). By age 25, lower SES individuals have a life 

expectancy approximately six years shorter than higher SES individuals (Braveman et 

al., 2010). Ultimately, the SES health gradient has been found to persist across myriad 

diseases and illnesses regardless of their prevalence or severity, or individuals’ access 

to universal health care, and has been demonstrated across the lifespan (Chen & 

Miller, 2012).  

It is important to note that recent research has suggested that subjective 

measures of SES (e.g., perception of personal status, compared to others) are better 

predictors of health behaviors than objective measures of SES (e.g., yearly income; 

Cohen et al., 2008; Operario, Adler, & Williams, 2004). Cohen and colleagues (2008) 

suggested that subjective SES reflects individuals’ success or failure to meet their 

potential (e.g., educationally), allows for the consideration of multiple indicators of 

status, weighs the importance of each indicator based upon individuals’ goals and 

values (e.g., value education or income more), and allows for finer gradation of 

objective indicators (e.g., income is not universal; its value depends on geographic 

location), while an objective measure of SES does not. While objective and subjective 

measures of SES have been associated with morbidity and mortality, only subjective 

SES is reliably associated with health when both are entered simultaneously into the 
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same model (Adler, Epel, Castellazzo, & Ickovics, 2000; Operario, Adler, & 

Williams, 2004; Singh-Manoux, Marmot, & Adler, 2005). 

 The theory of fundamental causes is often used to help understand the SES 

gradient in health (Link & Phelan, 1995). Link and Phelan (1995) posited that a 

fundamental social cause of health inequalities requires four features: influences 

multiple disease outcomes, affects disease outcomes via multiple risk factors, involves 

access to resources than can be used to avoid risk or minimize consequences of 

disease, and requires an association between a fundamental cause and health over time 

via the replacement of intervening mechanisms. These four essential features have 

been persistently found in research examining associations of SES and health 

behaviors (Phelan, Link, & Tehranifar, 2010). According to the theory of fundamental 

causes, SES is related to multiple disease outcomes via pathways that change over 

time due to resources used to avoid risk and enact preventive strategies. Specifically, 

SES encompasses a myriad of resources, such as money, power, prestige, and 

knowledge, which are used to gain health advantages through increased access to and 

knowledge about health (Phelan et al., 2010).  

Despite evidence supporting the theory of fundamental causes explaining the 

SES health gradient, it does not explain the gender paradox in health, where men tend 

to have higher SES but engage in less healthful behaviors compared to women. Men 

consistently engage in unhealthful behaviors that increase risk for disease, injury, or 

death (Courtenay, 2000a). This lack of engagement in healthful behaviors helps 

explain gender-related disparities; men, compared to women, encounter higher rates of 

morbidity and mortality (Pinkhasov et al., 2010).  
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In general, men seek less medical and mental health help, engage in fewer 

preventive behaviors, have poorer dietary intake and sleep hygiene, exercise less 

frequently, and more frequently use alcohol, tobacco, and illicit drugs, compared to 

women (e.g., Iwamoto & Smiler, 2013; Levant & Wimer, 2014; Locke & Mahalik, 

2005; Mahalik, Burns, & Syzdek, 2007; Miller, 2008). Such behaviors help to explain 

why men tend to live approximately five years less than women (Murphy, Xu, & 

Kochanek, 2013). 

To enhance the theory of fundamental causes and account for the gender 

paradox, Luftey and Freese (2005) suggested the possibility of other competing goals, 

or countervailing mechanisms, which lead individuals to choose not to use health 

resources to maintain or enhance social status. In other words, most individuals desire 

good health and longevity, but it might not be all that individuals want or one of their 

higher priorities. A countervailing mechanism that might provide insight into the 

discrepancy between the gender paradox and SES gradient in health is conformity to 

masculine norms. Men might avoid using SES resources or engagement in healthful 

behaviors to enact or preserve masculine status. 

Masculinity and Health 

 Masculinity has long been implicated in men’s lower rates of engagement in 

healthful behaviors. However, early research on men’s health behaviors simply used 

men as participants and did not evaluate the social construct of gender, or masculinity, 

leaving its impact unaddressed (Courtenay, 2000a). While it was understood men 

engage in poorer health behaviors than women, there was minimal understanding as to 

whether any social structures influenced men to be more unhealthful. It was not until 
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the past 20 years that research on men’s health began to focus on gendered constructs 

such as conformity to traditional masculine norms and their association with men’s 

engagement, or lack thereof, in healthful behaviors. Gender role norms are rules that 

guide and restrict behavior, and are learned, communicated, and engaged in via social 

interactions (Mahalik et al., 2003).  

The gender role norm model (Mahalik, 2000) posits that sociocultural 

influences of dominant groups in society shape gender role expectations and the 

standards that constitute these norms. These gender role norms are enacted based upon 

what most men do during social interactions, which leads to messages about what is 

acceptable behavior (Mahalik et al., 2003). Men learn the traditional masculine norms 

at an early age, as behavior is either rewarded and reinforced or punished and 

extinguished by family and friends. 

 Conformity to masculine norms can be negatively associated with men’s health 

behaviors (Iwamoto & Smiler, 2013; Locke & Mahalik, 2005; Mahalik, Burns, & 

Syzdek, 2007; Miller, 2008). For example, vulnerability and weakness are considered 

to not be masculine and can lead men to avoid help-seeking behaviors, such as making 

medical or mental health visits (Berger, Addis, Green, Mackowiak, & Goldberg, 

2013). Additionally, risky behaviors such as consuming large amounts of alcohol, 

eating unhealthful foods, engaging in substance use, and having unprotected sex are 

all ways in which men might enact traditional masculinity (Iwamoto & Smiler, 2013; 

Parent, Torrey, & Michaels, 2012; Rothgerber, 2012). Indeed, research indicates that 

conformity to masculine norms is a primary reason why men tend to engage in fewer 

healthful behaviors than women, and why men adopt poorer healthful behaviors as 
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levels of conformity to masculine norms increase (Mahalik & Burns, 2011). Research 

assessing the links between masculinity and health has indicated conformity to 

masculine norms is associated with unhealthy dietary intake; alcohol, tobacco, and 

drug usage; risky sexual practices; suicide risk, aggressive and violent behaviors; 

greater psychological distress; more negative attitude toward help-seeking; decreased 

likelihood of blood pressure and cholesterol level assessments, annual physical exams, 

and cancer screenings; and missing healthcare appointments (Berger et al., 2013; 

Green & Addis, 2012; Levant et al., 2011; Morrison, 2012; Parent & Moradi, 2009).  

 Research on conformity to masculine norms and health behaviors is typically 

viewed through a social constructivist lens of gender, suggesting behaviors serve to 

“do gender,” or enact constructions of what it means to be masculine (Courtenay, 

2000b, 2000c). Thus, men do not fail to engage in healthful behaviors due to 

biological determinism; instead, men’s health behaviors (or lack thereof) are 

enactments of their social construction of traditional masculinity. For example, 

attending a doctor’s appointment might violate a masculine norm of being self-

sufficient, and allows one to be considered weak by other men (Levant et al., 2011). 

Eating healthfully to reduce weight might violate a masculine norm of heterosexual 

self-presentation, and cause one to be considered feminine by other men because it 

suggests actively caring about appearance (Rothgerber, 2013). Conversely, engaging 

in binge drinking might provide validation of a masculine norm of risk taking, and 

allows one to be considered adventurous and outgoing (Iwamoto & Smiler, 2013).  

The conflicts men experience from attempting to enact, or avoid violating, 

masculine norms can have serious health implications. The theory of precarious 
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manhood (Vandello, Bosson, Cohen, Burnaford, & Weaver, 2008) posits that 

masculinity is a commodity that must be earned via gender conformity and can be lost 

via nonconformity. If manhood is viewed from this elusive and tenuous perspective, 

the theory of precarious manhood suggests that challenges or threats to men’s 

manhood will provoke fear and anxiety, and thus, men will feel compelled to 

outwardly demonstrate their manhood through overt behaviors (i.e., masculine norms). 

Then, they will take precautions to avoid future situations where their manhood status 

could be challenged. A review of the precarious manhood literature indicated that 

threats to men’s masculinity tend to lead to increased stress, risk taking, aggression, 

and avoidance of femininity (Vandello & Bosson, 2013), all of which either directly 

impact men’s health, or indirectly lead to behaviors that jeopardize men’s health.  

SES, Conformity to Masculine Norms, and Health 

Despite both SES and conformity to masculine norm’s associations with health 

behaviors, few studies have incorporated both variables into the same model to test 

direct and interactive associations of each with health behaviors. Springer and Mouzon 

(2011) explored the interaction between masculinity and SES in regard to health 

behaviors among men. Results indicated conformity to masculine norms moderated 

the relationship between SES and health behaviors; masculinity weakened the positive 

association between SES and health behaviors. Thus, conformity to masculine norms 

is associated with men’s health behaviors independent of their SES; men who conform 

more closely to masculine norms do not exhibit health benefits from higher SES, as 

their engagement in healthful behaviors decreases as SES increases. “Doing” gender, 
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then, might act as a barrier (i.e., countervailing mechanism) for men to engage in 

healthful behaviors, regardless of SES.  

Research indicates adherence to some masculine norms is bad for men’s 

health, and that it may minimize men’s use of SES resources. However, many men 

still engage in healthful behaviors, despite the fact that it may violate masculine norms 

(Iwamoto, Corbin, Lejuez, & MacPherson, 2014). Given the gender paradox within 

the SES gradient in health, and the complex relationships between masculine norms 

and engagement in healthful behaviors, further investigation is warranted. Thus, it is 

important to consider others constructs that might be involved in whether men decide 

to engage in healthful behaviors. For example, the extent to which men think about the 

future during decision-making processes might play a role in determining their health. 

Future Orientation and Health 

 Individuals’ subjective experience of time, or temporal orientation, has been 

implicated in guiding health-related behaviors and decision-making among men 

(Visser & Hirsch, 2014). How one perceives the future is related to their attitudes, 

motivation, and behavior (Kotter-Gruhn & Smith, 2011). The term used to describe 

one’s perceptions and actions related to the future is future orientation, which has been 

defined as consciously self-constructed and represented images of the future. Future 

orientation consists of cognitive, affective, and motivational dimensions (Seginer, 

2009). Individuals with future orientation are more likely to engage in healthful 

behaviors and less likely to engage in risky behaviors than individuals who are more 

present or past oriented (Hall & Fong, 2003).  
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Early conceptualizations of future orientation were viewed through the lens of 

Trommsdorff’s (1983) future time perspective theory, which posits that individuals’ 

sense of purpose for the future acts as a motivational force, allowing them to engage in 

behaviors perceived to be imperative for their desired future outcomes. In considering 

the future, then, individuals are capable of engaging in abstract cognitive processes 

that allow for consideration of past experiences while also weighing competing 

options to determine whether to engage in a behavior, and thus, construct possible 

futures (Zimbardo & Boyd, 1999). Individuals who are considered to have a future 

orientation engage in forward thinking and planning, with the intent of ensuring 

present behaviors align with future aspirations (Visser & Hirsch, 2014). Initial 

research on future orientation focused on adolescents, as adolescence is considered to 

be a critical period for temporal orientation development (Kerpelman & Mosher, 

2004). However, research on health was minimal, as adolescents are typically not in 

direct control of health behaviors, which are dependent upon parents or guardians 

(McAdams, 2013).  

 Over the past two decades, research on future orientation has used the 

consideration of future consequences model (CFC; Strathman, Gleicher, Boninger, & 

Edwards, 1994), which is derived from Trommsdorff’s (1983) future time perspective 

theory. CFC posits that individuals determine whether to engage in a specific behavior 

by considering the potential distal outcomes of their immediate behaviors, and the 

extent to which they are influenced by these potential outcomes (this is distinct from a 

general preoccupation with time; Strathman et al., 1994). Essentially, CFC suggests 



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

11 

that when individuals are confronted with a behavioral decision, they must consider 

the conflict between the immediate and future consequences.  

 The resolution of this dilemma is considered to be a stable individual 

characteristic. Individuals with low CFC are strongly influenced by the immediate 

consequences of their actions and tend to focus on their immediate needs and 

concerns, and are less aware of the long-term consequences of their actions (Orbell & 

Hager, 2006). Individuals with high CFC are strongly influenced by the future 

implications of their actions and utilize longer-term goals as guides to behavioral 

decision-making (i.e., engaging in immediate effort for possible future gain; Orbell & 

Hagger, 2006). Individuals’ level of CFC can operate as a cognitive bias that affects 

judgment and decision-making; a strong present orientation leads to a focus on current 

elements in decision-making (e.g., convenience; immediate benefits) and a strong 

future orientation leads to a focus on long-term rewards that may require greater effort 

and delayed gratification (Orbell, Perugini, & Rakow, 2004).  

CFC is fundamental to theoretical accounts of health-related decision-making, 

such as the health belief model (HBM; Janz & Becker, 1984), which provides a 

conceptual understanding of why individuals do or do not engage in various health 

behaviors based upon individuals’ consideration of a particular behaviors’ costs and 

benefits. HBM posits health behavior depends upon the value placed by the individual 

on a particular goal and their estimate of the likelihood a given behavior will achieve 

that goal (Janz & Becker, 1984). In other words, individuals consider whether the 

future benefits of a particular behavior are worth the immediate costs. For example, in 

regard to health screening and physical exams and checkups, a variety of costs could 
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be encountered, such as the aversive nature of the assessments or the risk of a positive 

test result, as well as benefits, such as early detection and treatment intervention, 

reduced risk of mortality, or peace of mind. Individuals with high CFC would then 

consider the future benefits of health screening to be worth the immediate costs of 

engaging in the behavior. Thus, a greater CFC can be associated with a greater 

concern for overall health.  

 In regard to health behaviors, individuals who are future-oriented are more 

likely to consider the long-term consequences of their current health behaviors during 

decision making processes, and are less likely to engage in problematic or risky 

behaviors, as these in effect risk their future health (Joireman, Shaffer, Balliet, & 

Strathman, 2012). CFC is associated with health behaviors, such as safer sexual 

practices, greater likelihood of participating in various health screenings, less 

problematic alcohol and substance use, lower likelihood of smoking, greater 

likelihood of healthful eating and adequate exercise routines, lower body mass index, 

better sleep habits, and greater likelihood of engaging in behaviors to prevent future 

illness and ultimately increase quality of longevity of life (Adams & Nettle, 2009; 

Appleby et al., 2005; Crockett, Weinman, Hankins, & Marteau, 2009; Joireman et al., 

2012; Peters, Joireman, & Ridgway, 2005; Sirois, 2004; Whitaker et al., 2011).  

Ultimately, the association between temporal orientation and health behaviors 

has been established over the past two decades (Hall, Fong, & Sansone, 2015). Now, 

research is beginning to explore how temporal orientation can add to more complex 

models of health-related decision-making. For example, Hall and colleagues (2015) 

found that engagement in healthful behaviors mediated the association between 
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temporal orientation and body mass index (BMI); the significant negative relationship 

between temporal orientation and BMI was significantly reduced when they controlled 

for engagement in healthful behaviors. Given the established association between 

future orientation and health behaviors, future orientation could be an important factor 

to consider in exploring men’s engagement in healthful behaviors. 

The Present Study 

Despite advancements in medical knowledge and technology and our 

understanding of the power of gender and social norms, men continue to engage in 

fewer health behaviors than women. Thus, it is important to explore potential factors 

that are associated with men’s engagement in healthful behaviors. The present study 

attempted to assess the direct and interactive association of conformity to masculine 

norms and future orientation on the relationship between SES and men’s engagement 

in healthful behaviors. As outlined in the previous paragraphs, each construct (SES; 

conformity to masculine norms; future orientation) has been found to be associated 

with health behaviors within their respective areas of research. However, few studies 

have explored these constructs within the same model among a specific population. 

The present study will utilize college men as participants, as they are at 

particular risk for not engaging in health behaviors (Mahalik et al., 2006). College 

men consistently score lower than college women on various health behavior indices 

such as safety-belt use, sleep hygiene, dietary and exercise habits, and health 

screenings and exams, which is associated with conformity to masculine norms 

(Courtenay, 1998, 2009; Mahalik et al., 2006). Further, the leading causes of death 

among U.S. college-men are unintentional injury, suicide, homicide, and diseases and 
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illness with modifiable risk factors (Center for Disease Control and Prevention, 2015). 

College men are also less likely to consider long-term consequences of their current 

health behaviors and have greater difficulty considering the future and struggle to 

enact health behaviors to achieve long-term health goals, compared to college women 

(Hoppmann & Blanchard-Fields, 2010). Additionally, college men, compared to 

college women, tend to under-estimate their chances for negative health outcomes, 

leading to increased likelihood of risky health behaviors (Steinberg, 2008). Many of 

these temporal beliefs and unhealthful behaviors among college men appear to be 

related to masculine norms.  

Thus, gaining a greater understanding of college men’s engagement in 

healthful behaviors is needed. College is a transitional phase of life where men 

typically first become primarily responsible for their own overall health instead of 

their parents or guardians. Davies and colleague (2010) reported that college men’s 

health is in crisis, as college men are not engaging in healthful behaviors. By including 

conformity to masculine norms and future orientation within the same model to 

explore their association with the relationship between SES and engagement in 

healthful behaviors, a better understanding of college men’s health could evolve.  

While research has begun to explore the gender paradox in health more in-

depth, it has been minimal to this point. In particular, work has only begun to integrate 

the role of conformity to masculine norms into knowledge of behavioral health. 

However, research testing the relationship between masculinity and health behaviors 

typically omits SES in its statistical analyses. Additionally, men and masculinity 

literature is now testing more complex models to provide greater understanding of 
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masculinity’s effect on men’s lives. Including future orientation as a construct in this 

study could provide a novel avenue for future research regarding men and masculinity. 

Future orientation could potentially provide greater understanding of research that has 

indicated some men still engage in healthful behaviors despite the fact that it may 

violate masculine norms, given its association with health behaviors. Also, the 

majority of CFC and health behavior research has not explored the relationship among 

men participants, alone; analyses have typically included both men and women 

together. Men might not consider future consequences in the same manner as women, 

as it might be a way to conform to masculine norms.  

Identifying factors related to men’s engagement in unhealthful behaviors is 

important for research and practice related to men’s health and well-being. Health 

disparity research emphasizes SES and basic demographics as primary determinants of 

morbidity and mortality rates, which is then reflected in policy decisions. Public health 

interventions tend to be directed at improving SES disparities, with a focus on racial 

and ethnic minority populations. Further, large-scale, population-based health research 

does not explore psychosocial constructs such as gender norm conformity or future 

orientation, which are associated with health behaviors. Thus, identifying 

psychological variables that may be more strongly associated with men’s engagement 

in healthful behavior, then, is imperative and could be used to establish more effective 

policy related to promoting men’s health and well-being. The present study was 

developed to answer the following research questions:  

RQ1: Do SES status, conformity to masculine norms, and future orientation 

each have significant associations with men’s health behaviors? 
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RQ2: Does conformity to masculine norms significantly interact with SES to 

predict men’s health behaviors? 

RQ3: Does future orientation significantly interact with conformity to 

masculine norms and SES to predict men’s health behaviors?  

To explore these research questions, the following hypotheses were tested:  

H1a: SES will be significantly positively correlated with men’s engagement in 

healthful behaviors.  

H1b: Conformity to masculine norms will be significantly negatively 

correlated with men’s engagement in healthful behaviors.  

H1c: Future orientation will be significantly positively correlated with 

engagement in healthful behaviors.  

H2: Conformity to masculine norms will moderate the relationship between 

subjective SES and engagement in healthful behaviors (Figure 1). The interaction of 

conformity to masculine norms and SES will significantly weaken the significant 

positive association between SES and healthful behaviors; participants who conform 

more to masculine norms will engage in less healthful behaviors, regardless of SES.  

H3: The aforementioned-moderated relationship in H2 will be moderated by 

future orientation (Figure 2). The magnitude of moderation by conformity to 

masculine norms on the relationship between SES and engagement in healthful 

behaviors will be significantly weakened by future orientation; participants who have 

higher levels of future orientation will engage in more healthful behaviors, regardless 

of conformity to masculine norms or SES.  
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CHAPTER II 

METHODOLOGY 

Participants 

The present study was approved by the Texas Tech University institutional 

review board. Although power analyses are not defined for moderated moderation, 

G*Power (Faul, Erdfelder, Lang, & Buchner, 2007) was used to conduct an a priori 

power analysis to explore appropriate sample sizes. A linear multiple regression F-test, 

fixed model, R2 deviation from zero was used (α = .05, η2 = .80); a sample size of 103 

was indicated to detect a medium effect. However, to aim for greater generalizability 

and to account for potential missing data, a sample size of 250 was desired. Indeed, 

regarding multiple interaction models, sample sizes of at least 200 are recommended 

(Frazier, Tix, & Barron, 2004). 245 college men, over the age of 18 were recruited as 

participants. No men were excluded based on race, ethnicity, or sexual orientation. 

Participants were recruited via the Psychological Sciences participant pool, which is 

composed of students from undergraduate sections of introductory psychology. 

Students are required to complete a set amount research participation. They were 

given opportunities to sign up from a list of de-identified studies through the SONA 

website. Upon completion, participants were given credit for participation.  

Measures 

 Demographics. Participants were asked to report demographic information 

such as gender, age, race/ethnicity, sexual orientation, and education level. They were 

also asked about guardians’ education and income level, perceived health status, 

insurance status, and how doctor appointments are scheduled. While these additional 
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data were not used in the analyses, they were used to describe the sample to consider 

the generalizability of results. For example, results of a sample of men from a middle-

class background, with insurance, whose guardian makes their doctor’s appointments, 

would not reflect the experiences of a sample of men from a lower-class background, 

without insurance, who have to make their own doctor’s appointments.  

 Socioeconomic Status. To measure subjective SES, participants completed a 

visual analogue scale of their subjective SES (scale range = 0-100; Adler & Stewart, 

2007).  This measure had participants consider their wealth, education, and occupation 

status, compared to other individuals. Moderate correlations have been found between 

subjective SES and objective SES measures such as income, occupation status, and 

education supporting its construct validity (Kraus, Adler, & Chen, 2013). Past research 

has indicated evidence of adequate test-retest reliability (six months;  0.62; 

Operario et al., 2004), predictive validity, as subjective SES has been associated with 

morbidity, mortality, and health-related factors (i.e., cardiovascular disease, heart rate, 

sleep latency, body fat, habituation to stress; Singh-Manoux et al., 2005).  

 Conformity to Masculine Norms Inventory – 46. The Conformity to Masculine 

Norms Inventory – 46 (CMNI-46; Parent & Moradi, 2009) is a measure that assesses 

the degree to which men’s affective, behavioral, and cognitive functioning aligns to 

hegemonic masculinity. The CMNI-46 is a shortened and updated version of the 

CMNI-94 (Mahalik et al., 2003). The CMNI-46 is composed of 46 items and is 

answered on a four-point scale, ranging from strongly disagree (1) to strongly agree 

(4); higher scores indicate greater adherence to masculine norms. 
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Past research has indicated the Cronbach’s alphas for responses to items that comprise 

the CMNI total scale have ranged from .86 to .90 (Levant & Wimer, 2014; Parent & 

Moradi, 2009). Strong correlations have been found between CMNI-46 scores and 

other related constructs among college men, such as scores on the Gender Role 

Conflict Scale (O’Neil, Helms, Gable, & Wrightsman, 1986) and the Male Role 

Norms Inventory (Levant, Rankin, Williams, Hasan, & Smalley, 2010), supporting its 

construct validity (Levant & Wimer, 2014; Parent & Moradi, 2009; Parent, Moradi, 

Rummell, & Tokar, 2011). 

 Consideration of Future Consequences Scale – 14. The Consideration of Future 

Consequences Scale – 14 (CFCS-14; Joireman et al., 2012) is a measure that assesses 

the degree to which individuals consider and are influenced by the potential future 

outcomes of their current behavior. The CFCS-14 is an expanded and updated version 

of the CFCS-12 (Strathman et al., 1994). The CFCS-14 is composed of 14 items and is 

answered on a six-point scale, ranging from very uncharacteristic of me (1) to very 

characteristic of me (6); higher scores indicate greater consideration of future 

consequences of behaviors. Past research has indicated the Cronbach’s alphas for the 

responses that comprise the CFCS-total score have ranged from .80 to .82 (McKay, 

Morgan, van Excel, & Worrell, 2015). Research has indicated significant positive 

correlations between CFCS-14 scores and scores on measures of locus of control, 

conscientiousness, delay of gratification, and optimism measures, as well as the 

Zimbardo Time Perspective Inventory (ZTPI, Zimbardo & Boyd, 1999), supporting 

the convergent validity of the CFCS-14. 
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 Health Behavior Inventory – 20. The Health Behavior Inventory – 20 (HBI-20; 

Levant, Wimer, & Williams, 2011) is a measure that assesses health behaviors 

engaged in by men. The HBI-20 is a shortened and updated version of the Health 

Risks Inventory (HRI; Courtenay, 1998). The HBI-20 was developed to reduce the 

complexity of items, and remove items measuring masculinity (Levant & Wimer, 

2014). The HBI-20 is composed of 20 items and is answered on a seven-point scale, 

ranging from strongly disagree (1) to strongly agree (7); higher scores indicate greater 

engagement in health behaviors. Past research has indicated the Cronbach’s alphas for 

the items that comprise the HBI-20 total scale have ranged from .72 to .79 (Levant et 

al., 2011; Levant & Wimer, 2014). Scores on the HBI-20 have been positively 

correlated with scores on the Attitudes for Seeking Professional Psychological Help 

Scale (Fischer & Farina, 1995), and negatively correlated with the CMNI-46 and 

Gender Role Conflict Scale (O’Neil et al., 1986) among college men, supporting its 

concurrent validity (Levant et al., 2011; Levant & Wimer, 2014). 

Data Integrity 

The data were examined and analyzed using IBM SPSS Statistics – 23 (IBM, 

2015). Initially, 245 participants began the survey procedure. The data were screened 

for participants who identified as women or transgender, as well as for participants 

who were missing more than 25% of any measure (Parent, 2013). Five participants 

self-identified as a gender other than “man” (women = 4; transgender = 1) and were 

removed from the data set. Sixteen participants were missing more than 25% of any 

measure and were removed; the majority of these participants appeared to complete 

the first viewed measure on their web-browser and then exited the survey. Further, 16 
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more participants were removed because they specifically failed to provide a response 

on the SES visual analogue scale, which is a one-item measure. The final sample of 

useable data consisted of 208 college men.  

Among the final sample, there were missing data as some participants did not 

response to every item. On the CMNI-46, 45 of the 9,568 total data points were 

missing (.05% missingness). On the HBI-20, 12 of the 4,160 total data points were 

missing (.03% missingness). On the CFCS-14, 2 of the 2,912 total data points were 

missing (.01% missingness). It appeared that the data were missing at random as there 

were no discernable patterns of missingness, as determined through visual inspection 

of the dataset. With a small percentage of data missing in a random pattern from such 

a large data set, missing data were considered to not be of particular concern 

(Tabachnick & Fidell, 2007; Parent, 2013). 

Descriptive Statistics 

Participant’s reported ages ranged from 18-36 (M = 20.18, SD = 2.26), and the 

majority identified as: freshmen or sophomores (68.3%), White or Caucasian (75.5%), 

and heterosexual or straight (92.3%). Also, the majority reported that their guardians 

have at least an undergraduate college degree (69.7%), family income was $50,000–

$150,000 (47.8%), and current health status was good to excellent (62.8%). Last, the 

majority indicated that they were on their guardian’s insurance policy (82.6%), but 

that they schedule their own doctor’s appointments (63.2%). See Table 1 for further 

descriptive statistics. Among the final sample, available item analysis (AIA; Parent, 

2013) was used to calculate Cronbach’s alphas and mean scores of primary measures 
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(i.e., CMNI-46; CFCS-14; HBI-20), which are presented in Table 2. In the current 

study, the alphas for each measure were acceptable and consistent with past research.  

 First, each measure was assessed to ensure there were no unexplained 

abnormalities or outliers. Basic mean and standard deviation information of the 

primary measures are included in Table 2. Overall, there appeared to be no evidence 

of abnormalities or extreme outliers within the responses on the HBI-20, CFCS-14, 

and CMNI-46; among these measures, the Shapiro-Wilk’s test of normality was not 

significant, and levels of skewness and kurtosis were within an acceptable range (i.e., 

between -1 and 1). However, while responses on the SES visual analogue scale 

indicated acceptable levels of skewness and kurtosis, Shapiro Wilk’s test of normality 

was significant. This was likely due to the fact that the mean score was approaching 

one standard deviation above the mean, and five participants reported a maximum 

score of 100 on the visual analogue scale. However, the mean score and incident of 

maximum scores may be due to the fact that 69.7% of participants reported their 

guardians had obtained at least an undergraduate degree, and 31.7% reported that their 

family’s household income was $150,000 or above. Thus, this abnormality is likely a 

reflection of the sampled population; individuals from higher SES families attend 

college at a higher rate than lower SES families (Ingels et al., 2014). While Shapiro 

Wilk’s test of normality was significant, the data were consistent with past research.  

Analysis Plan 

To analyze H1, Pearson’s product-moment correlation coefficient, which 

measures the strength and direction of the linear relationship between two variables, 



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

23 

was used to better understand the relationship between SES, conformity to masculine 

norms, future orientation, and men’s engagement in healthful behaviors.  

Conditional process modeling was used to explore the conditional, or 

contingent, nature of the mechanism by which a variable transmits its effect on 

another variable (Hayes, 2013). Specifically, Hayes’ PROCESS macro was used to 

conduct the analyses for H2 and H3.  

For H2, conditional process modeling was used to test for moderation (Model 

1 in Hayes, 2013; Figure 3). The goal of moderation analysis is to determine whether 

the size or sign of the association of some predictor variable (X) on an outcome (Y) 

depends on a moderating variable (M). In H2, SES (X), health behaviors (Y) and 

conformity to masculine norms (M) was entered in the model. Moderation occurs if 

Model 1 indicates the interaction term of X and M is statistically significant (i.e., 

accounts for significantly more variance of Y than X or M on Y).  

For H3, conditional process modeling was used to test for a three-way 

interaction, or moderated moderation (Model 3 in Hayes, 2013; Figure 4). The goal of 

moderated moderation is to determine whether moderation of some predictor variable 

(X) on an outcome (Y) by a moderating variable (M) depends on a secondary 

moderator (W). In H3, SES (X), health behaviors (Y), conformity to masculine norms 

(M), and future orientation (W) was entered into the model. Moderated moderation 

occurs if Model 3 indicates the interaction term of X, M, and W is statistically 

significant (i.e., magnitude of moderation by M of association between X on Y 

depends on W). See Figures 5-6 to view the hypothesized simple slopes of H2 and H3.  
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Table 1 

Descriptive Statistics: Frequency Counts and Percentages   

Measure Frequency Percentage 

Race/Ethnicity   

White/Caucasian 157 75.5 

Black/African American 11 5.3 

Hispanic/Latino 19 9.1 

American Indian/Native American 0 0.0 

Pacific Islander 1 0.5 

Asian/Asian American 1 0.5 

Multiracial 13 6.3 

Other 5 2.4 

Sexual Orientation    

Straight/Heterosexual 192 92.3 

Gay 5 2.4 

Bisexual 9 4.3 

Other  2 1.0 

Family Household Income    

Less than $50,000 42 20.5 

$ 50,000 - 100,000 59 28.8 

$100,000 - $150,000  39 19.0 

$150,000 - $200,000 32 15.6 

More than $200,000  33 16.1 

Current Self-Rated Health Status   

Poor 3 1.4 

Below Average 8 3.9 

Average 66 21.9 

Good  80 38.6 

Excellent  50 24.2 

Parent/Guardian Level of Education    

Less than High School 5 2.4 

High School degree or GED 23 11.1 

Some college 35 16.8 

Undergraduate degree 71 34.1 

Graduate or Doctoral degree  74 35.6 

Current Insurance Status   

On parent/guardian policy 171 82.6 

On personal policy 17 8.2 

I don’t have insurance policy 16 7.7 

Scheduling Doctor Appointments    

I schedule my own appointment 129 63.2 

My parent/guardian schedules 49 24.0 

I don’t go to the doctor 26 12.8 
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Table 2 

Means, Standard Deviations, Cronbach’s Alphas, and Bivariate Correlations  

Measure 1 2 3 M SD  

1. SES    64.55 18.30  

2. CMNI-46 .02   2.56 0.33 .90 

3. CFCS-14 .11 -.13*  3.98 0.66 .84 

4. HBI-20 .18** -.25** .33** 3.68 0.65 .76 

Note. *p < .001, **p < .05 
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CHAPTER III 

RESULTS 

The first hypothesis (H1a) was that SES would be correlated positively with 

men’s health behaviors. To address H1a, participant responses to the visual analogue 

scale and HBI-20 were used. The results indicated that SES and HBI-20 scores were 

positively correlated (r = .18; p < .001). This weak relationship indicates that as men’s 

SES increases, their engagement in healthful behaviors tends to increase. Thus, this 

component of H1 was supported. This finding is consistent with the SES health 

gradient (e.g., Adler et al., 1994).  

H1b was that conformity to masculine norms would be correlated negatively 

with men’s health behaviors. To address H1b, participant responses from CMNI-46 

and HBI-20 were used. CMNI-46 scores and HBI-20 scores negatively correlated (r = 

-.25; p < .001). This weak relationship indicates that as men’s level of conformity to 

masculine norms increases, their engagement in healthful behaviors tends to decrease. 

Thus, this component of H1 was supported. This finding is consistent with prior 

research that indicates lesser engagement in healthful behaviors, and greater 

engagement in riskier behaviors, are avenues through which men can enact their 

masculinity (e.g., Mahalik & Burns, 2011).  

H1c was that future orientation would be correlated positively with 

engagement in health behaviors. To address H1c, participant responses from the 

CFCS-14 and HBI-20 were used. The results indicated that CFCS-14 scores and HBI-

20 scores were positively correlated (r = .33; p <.001). This weak relationship 

indicates that as men’s level of future orientation increases, their engagement in 
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healthful behaviors tends to increase. Thus, this component of H1 was supported. This 

finding is consistent with research that future-oriented individuals consider long-term 

consequences of behaviors during decision making (e.g., Joireman et al., 2012).  

The second hypothesis (H2) was that conformity to masculine norms would 

moderate the relationship between subjective SES and engagement in healthful 

behaviors. To address H2, conditional process modeling was employed, as outlined by 

Hayes (2013) using the PROCESS macro for SPSS. It was expected that conformity to 

masculine norms (CMNI-46) would moderate the relationship between SES (analogue 

scale) and health behaviors (HBI-20) such that at higher levels of masculine gender 

conformity engagement in healthful behaviors would decrease, while at lower levels 

engagement in healthful behaviors would increase. However, conformity to masculine 

norms did not moderate the relationship between SES and health behaviors (B = 0.00; 

SE = .01; 95% CI = -.01, .02; p = .61). Further, while the overall model was significant 

(R2 = .10; F (3, 204) = 7.65; p < .001), neither SES (B = -0.00; SE = .02; 95% CI = -

.03, .03; p = .92) nor conformity to masculine norms (B = -.71; SE = .42; 95% CI = -

1.54, .12; p = .09) were uniquely significantly associated with health behaviors, and 

the interaction term did not significantly increase the proportion of variance explained 

in health behaviors (ΔR2 = 0.00; F (1, 204) = .27; p = .61). Thus, H2 was not 

supported. See Table 3 for statistical breakdown.  

A simple slopes analysis (Figure 7) indicated that at all levels of conformity to 

masculine norms, the SES health gradient was present; despite level of conformity to 

masculine norms, as SES increased, engagement in healthful behaviors increased. The 
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graph also indicated that lower levels of conformity to masculine norms were weakly 

associated with higher engagement in health behaviors at all SES levels. 

The third hypothesis (H3) was that the aforementioned-moderated relationship 

in H2 will be moderated by future orientation. To address H3, conditional process 

modeling was employed once again. Specifically, it was expected that future 

orientation (CFCS-14) would significantly negatively influence the moderation of 

conformity to masculine norms (CMNI-46) on the positive relationship between SES 

(visual analogue scale) and health behaviors (HBI-20). The results indicated that 

moderated moderation did not occur (B = .01; SE = .01; 95% CI = -.01, .02; p = .41). 

While the overall model was significant (R2 = .19; F (7, 200) = 6.54; p < .001), the 

inclusion of the three-way interaction term did not significantly increase the 

proportion of variance explained in health behaviors (Δ R2 = 0.00; F (7, 200) = .67; p 

= .41). All other two-way interactions were also not significant.  

Thus, H3 was not supported. See Table 4 for statistical breakdown. A simple 

slopes analysis (Figure 8) indicated that at all levels of future orientation, the SES 

health gradient was present; despite level of future orientation, as SES increased, 

engagement in healthful behaviors increased.  

Alternative Considerations 

Given the hypothesized models were not supported during the analyses, 

alternative post-hoc models were considered in regard to potential fit among the data. 

Among the previous analyses, while SES had a significant correlation with 

engagement in healthful behaviors, and the SES health gradient was present with the 

simple slopes analyses, SES was a nonsignificant variable in the conditional 



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

32 

processing models. SES may be troublesome to measure accurately among college 

student populations, given college students tend to be in positions where they have 

begun to separate from their family unit but have not yet established their own wealth 

or occupational and educational prestige. Indeed, while the SES visual analogue scale 

considers multiple aspects that define SES, it is asking participants to consider their 

own personal wealth, education, and occupation status as compared to other 

individuals. Some participants may have considered this item in relation to their 

family’s status, others might have considered their own status, independent of their 

family, while others might have considered their future status. 

Research has indicated that conformity to masculine norms is negatively 

associated with men’s health outcomes (e.g., Springer & Mouzon, 2011). However, 

this study’s initial conceptualization was due to a question of what causes some men, 

despite level of conformity to masculine norms, to engage in healthful behaviors. 

Research has consistently established an association between future orientation and 

healthful behaviors (e.g., Hall et al., 2015). Future orientation is associated with less 

engagement in risky behaviors (Hall & Fong, 2003), while conformity to masculine 

norms is associated with greater engagement in risky behaviors (e.g., Iwamoto & 

Smiler, 2013). Future orientation leads to greater help-seeking behaviors (e.g., Orbell 

& Hager, 2006), while higher levels of conformity to masculine norms leads to less 

help-seeking (e.g., Berger et al., 2013). In other words, future orientation provides 

men with what conformity to masculine norms requires them to remove or avoid. 

Indeed, lower consideration of future consequences is characterized by being strongly 

influenced by the immediate consequences of current actions (Orbell & Hager, 2006). 
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This aligns with the precarious manhood paradigm and that masculinity is tenuous and 

elusive and must constantly be enacted; current behaviors outweigh future behaviors 

when enacting masculinity (Vandello & Bosson, 2013). Masculinity is incorporated 

into boys' socialization at an early age, while future orientation develops during 

adolescence; both are fostered during the developmental period. Given this 

relationship, an analysis of whether future orientation mediates the relationship 

between conformity to masculine norms and health behaviors was conducted. 

Post-Hoc Analyses. Mediation was tested using conditional process modeling 

via Hayes’ PROCESS macro for SPSS (Model 3 in Hayes, 2013; Figure 9). The goal 

of mediation analysis is to determine how a predictor variable (X) is associated with 

an outcome (Y) via the influence of a mediating variable (M). In other words, 

variation in the X influences variation in a mediator, which in turn influences variation 

in Y. In the alternative analysis, conformity to masculine norms (X), health behaviors 

(Y), and future orientation (M) was entered into the model. Mediation occurs if the 

indirect effect of X on Y (through M) is statistically significant (i.e., 95% confidence 

intervals does not include zero). However, the post-hoc analyses were conducted with 

a sample size of 224 college men. Sixteen participants were removed from the initial 

analyses to test the proposed hypothesis, as they did not answer the SES item, which 

was a predictor variable. Given that SES was not included in the post-hoc models, 

these sixteen participants met the other necessary criteria to be included in the sample.  

The results indicated future orientation mediated the relationship between 

conformity to masculine norms and health behaviors. As illustrated in Figure 8, 

conformity to masculine norms was significantly associated with future orientation 
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(path a: B = -.29; SE = .13; 95% CI = -.55, -.03; p < .05), and future orientation was 

significantly associated with engagement in health behaviors (path b: B = .30; SE = 

.06; 95% CI = .18, .42; p < .001). When examining the direct effect, conformity to 

masculine norms was significantly associated with engagement in healthful behaviors 

(path c: B = -.49; SE = .13; 95% CI = -.74, -.24; p < .001). However, when examining 

the model as a whole, the indirect effect was significant (B = -.09; SE = .05; 95% CI = 

-.20, -0.00; p < .05). This represents a modest effect size (2 = .05; 95% CI = .01, .11).  

Thus, there was an indirect effect from conformity to masculine norms to engagement 

in healthful behaviors via future orientation. This suggests that future orientation may 

be protective against the negative relationship between conformity to masculine norms 

and engagement in healthful behaviors. See Table 5 for statistical breakdown.  

Given the results were significant from the mediation model above, a follow-

up analysis was conducted to determine whether income moderated any of the paths 

from the mediation model. Given the concerns with the data from the SES visual 

analogue scale, an alternative variable, income, was used. Income was measured 

through the use of the survey item, “what is your family’s approximate household 

income for the year?” Participants responded on a drop-down menu, which presented 

income in increments of $10,000, from $0-$9,999 to $200,000 or more. Income was 

used to determine whether it was associated with conformity to masculine norms and 

future orientation, and their relationship with engagement in healthful behaviors. 

Given previously mentioned concerns about measuring SES solely through income 

data, income was not considered to represent SES, but only participants’ yearly family 

income, which is one of many avenues to obtain resources such as health care.  
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Moderated mediation was tested using conditional process modeling via 

Hayes’ PROCESS macro for SPSS (Model 59 in Hayes, 2013; Figure 11). The goal of 

moderated mediation is to determine whether mediation of some predictor variable (X) 

on an outcome (Y) by a mediating variable (M) depends on a moderating variable 

(W). In this analysis, conformity to masculine norms (X), health behaviors (Y), future 

orientation (M), and income (W) will be entered into the model. Moderated mediation 

occurs if Model 59 indicates income’s influence on either path a (from conformity to 

masculine norms to future orientation), path b (from future orientation to engagement 

in healthful behaviors), or path c (conformity to masculine norms to engagement in 

healthful behaviors) are significant (i.e., income changes the direction or strength of 

the path’s relationship). 

The interaction of conformity to masculine norms and income on future 

orientation was not significant (path a: B = -.08; SE = .07; 95% CI = -.22, .06; p = 

.26). This suggests income does not significantly interact with conformity to 

masculine norms to establish an association with future orientation. However, the 

interaction of future orientation and income on engagement in healthful behaviors was 

significant (path b: B = .07; SE = .03; 95% CI = 0.00; .14, p < .05; Figure 12). Thus, 

moderated mediation occurred; income significantly positively interacted with future 

orientation to establish an associated with engagement in healthful behaviors. That is, 

at higher levels of income, the significant relationship between future orientation and 

health behaviors was stronger, compared to lower levels of income. This was observed 

at all levels of future orientation. The interaction of conformity to masculine norms 

and income on engagement in healthful behaviors was not significant (path c: B = .10; 
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SE = .06; 95% CI = -.03, .23; p = .12). This suggests income does not significantly 

interact with conformity to masculine norms to establish an association with 

engagement in healthful behaviors. The mediation and moderated mediation 

hypotheses were supported. See Table 6 for statistical breakdown. 
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Table 3 

H2: Moderation (SES = X, CMNI = M, HBI = Y) 

 R R2 SE F p Δ R2 

Overall Model .32 .10 .38 7.65 < .001 0.00 

 B SE t LLCI ULCI p 

Constant 5.10 1.10 4.61 2.90 7.23 < .001 

CMNI -.71 .42 -1.69 -1.54 .12 .09 

SES 0.00 .02 -.10 -.03 .03 .92 

CMNI x SES 0.00 .01 .52 -.01 .02 .61 

Note. CIs = 95% 

 

 

 

Table 4 

H3: Moderated Moderation (SES = X, CMNI = M, CFCS = W, HBI = Y) 

 R R2 SE F p Δ R2 

Overall Model .43 .19 .36 6.54 < .001 0.00 

 B SE t LLCI ULCI p 

Constant 1.40 4.40 .31 -7.24 10.00 .76 

CMNI .28 1.70 .17 -3.04 3.60 .87 

SES .06 .07 .82 -.08 .20 .41 

CMNI x SES -.02 .03 -.72 -.08 .04 .47 

CFCS .92 1.20 .79 -1.36 3.20 .43 

SES x CFCS -.02 .02 -.85 -.05 .02 .40 

CMNI x SES -.23 .45 -.52 -1.12 .65 .60 

SES x CMNI x CFCS .01 .01 .82 -.01 .02 .41 

Note. CIs = 95% 
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Figure 7. Hypothesis 2: simple slopes for SESxCMN interaction on HB 

 

Figure 8a. Hypothesis 3: simple slopes for SESxCMN interaction on HB 
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Figure 8b. Hypothesis 3: simple slopes for SESxFO interaction on HB 

 

 

Figure 8c. Hypothesis 3: simple slopes for CMNxFO interaction on HB 
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Figure 8d. Hypothesis 3: Two levels of CMNIxSES by FO on HB  
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Table 5 

Mediation  (CMNI = X, CFCS = M, HBI = Y) 

 R R2 SE F p  

Overall Model .40 .16 .35 21.02 < .001  

 B SE t LLCI ULCI p 

Constant 3.50 .42 8.28 2.66 4.32 < .001 

CMNI -.29 .12 -3.35 -.64 -.17 < .001 

CFCS .30 .06 5.00 .18 .42 < .001 

Total Effect -.49 .13 -3.92 -.74 -.24 < .001 

Indirect Effect -.09 .05 --- -.20 -0.00 < .05 

Note. CI’s = 95% 
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Table 6 

Moderated Mediation  (CMNI = X, CFCS = M, HBI = Y, INC =Y) 

 R R2 SE F p  

Overall Model .46 .21 .33 11.36 < .001  

 B SE t LLCI ULCI p 

CMNI x INC (path a) -.08 .07 -1.13 -.22 .06 .26 

CFCS x INC (path b) .07 .03 2.07 0.00 .14 .04 

CMNI X INC (path c) .10 .06 1.58 -.03 .23 .12 

Note. CI’s = 95% 
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Figure 12. Alternative Hypothesis: simples slopes for FOxINC interaction on HB 
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CHAPTER IV 

DISCUSSION 

The present study used a sample of college men from a large public university 

in the United States to explore the associations between perceived SES, conformity to 

masculine norms, future orientation, and engagement in healthful behaviors. The aim 

of this study was to better elucidate men’s decisions to be (or not to be) healthy, to 

better understand why some men choose to engage in healthful behaviors and why 

other men do not. The present study explored whether conformity to masculine norms 

moderates the relationship between SES and engagement in healthful behaviors, and 

whether future orientation also moderates that moderated relationship.  

Initial Hypotheses 

Overall, the results indicated that SES, conformity to masculine norms, and 

future orientation were all significantly associated with men’s engagement in healthful 

behaviors, and together, account for a significant proportion of the variance of men’s 

engagement in healthful behaviors (R2 = .19; p < .001). That is, 19% of the variance of 

men’s engagement in healthful behaviors can be accounted for by the interaction of 

SES, future orientation, and conformity to masculine norms. This suggests that these 

three variables play a significant role in men’s decision making processes regarding 

whether they engage in healthful behaviors, or not.  

However, when testing moderated moderation pathways through which future 

orientation and conformity to masculine norms operate and establish contingencies 

upon the relationship between SES and men’s engagement in healthful behaviors, the 

results were not significant. Conformity to masculine norms did not moderate the 
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relationship between SES and men’s engagement in healthful behaviors, and future 

orientation did not moderate conformity to masculine norms’ moderated association. 

This suggests that conformity to masculine norms does not have a significant enough 

impact to weaken the positive relationship between SES and engagement in healthful 

behaviors – men are not forgoing SES resources that promote a healthful lifestyle to 

enact masculine norms. Further, future orientation did not have a significant enough of 

a negative association with conformity to masculine norms to weaken its association 

with the SES-health behavior relationship – men’s consideration of the future 

consequences of their current behaviors does not weaken aspects of masculine norms 

that lead men to engage in less healthful behaviors. 

Implications and Limitations 

 Despite the nonsignificant results, some contributions to the literature can be 

gleaned from the data. For example, the SES health gradient was present at varying 

levels of masculinity – regardless of level of conformity to masculine norms, as SES 

increased, engagement in healthful behaviors increased. This corroborates research 

that considers SES one of the most striking and robust influences on engagement in 

healthful behaviors (National Center for Health Statistics, 2014). These results could 

help support innovative public policy aimed at developing alternative vocational and 

educational programs to help men increase their SES, thereby developing a healthier 

population of men and reducing the gender paradox within the SES health gradient. 

Furthermore, clinicians focused on improving men’s health, particularly adolescences 

and college-aged men, could devote greater time to defining men clients’ SES level, 
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and incorporate vocational psychology assessments and interventions into behavioral 

health treatment plans.  

Given the nonsignificant results, there may be inconsistencies in the theory and 

past research behind the proposed moderated moderation model. For example, the 

proposed moderated effect of conformity to masculine norms on the SES health 

gradient was based on past research by Springer and Mouzon (2011). However, there 

are several limitations within this study that may cause hesitation about the proposed 

model based on the researcher’s methodology and subsequent findings. First, the 

initial study used 65-year-old men as participants. Older adult and young adult men 

likely have differing experiences of traditional masculine norms, given they have 

experienced different sociopolitical environments across the lifespan, as well as an 

expanding, diverse, and more complex understanding of masculinities (Robbins, 

Wester, & McKean, 2016). There are also salient behavioral differences among 

experiences of health between these two populations. For example, 65-year-old men 

may more actively engage in reactive health behaviors, such as visiting a physician to 

help manage an established pathophysiologic illness due to age, such as cancer, or 

possibly risky gendered behaviors across the lifespan, such as chronic alcohol usage or 

poor dietary intake (Evans, Frank, Oliffe, & Gregory, 2010). Thus, these reactive 

behaviors might not be truly reflective of having a true desire to engage in healthful 

behaviors, but more out of necessity, as without them, they may be putting themselves 

in immediate risk of severe debilitation or even death.  

Furthermore, older men may be complicit and perform well on measures of 

physician appointment attendance, but still engage in myriad negative health 
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behaviors. Conversely, college-men may consistently perform well on measures of 

healthful behaviors, but poorly on measures of prevention, such as routine yearly 

medical exams. SES is likely more salient as well among 65-year-old men, compared 

to college students. As previously discussed, there are variations as to how college-

men may perceive their SES, given their resources are more closely tied to that of their 

immediate family, whereas older men have established their own SES and have been 

able to afford (or not afford) resources stemming from SES. Thus, the interaction of 

these three variables among these two populations of men may be different.  

Second, Spring and Mouzon (2011) used an outdated measure of traditional 

masculinity, which has questionable to poor psychometric properties (Connell, 1987; 

e.g.,  = .61). Indeed, it is an eight-item measure that only considers four of the 

aspects of masculine norms – success, toughness, independence, and emotional 

control. Furthermore, the researchers dichotomized masculinity scores from this 

measure into masculinity idealists (i.e., one-fourth of men with “the strongest” 

masculinity) and masculinity moderates (i.e., three-fourths of men with “more 

modest” masculinity). Additionally, health as an outcome variable was only based 

upon three yes-or-no items, asking whether men had received a: (1) physical exam, (2) 

prostate exam, or (3) flu shot in the past 12 months. While these can provide fruitful 

insight into men’s health, it is simply too narrow of a view of defining men’s 

engagement in healthful behaviors.  

In sum, given these issues, a moderation approach (and subsequent moderated-

moderation approach including future orientation) to understanding conformity to 

masculine norm’s impact on the relationship between SES and health behaviors may 
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have been limiting in regard to best understanding this complex relationship among 

college men. Specifically, the relationship between SES and engagement in healthful 

behaviors does not appear to depend on the level of conformity to masculine norms; 

conformity to masculine norms did not significantly interact with the SES health 

gradient. Indeed, the SES health gradient was observed at multiple levels of 

conformity to masculine norms in the current study.  

Alternative Post-Hoc Models 

 Considering the initial research question – what causes some men, despite 

conformity to masculine norms, to engage in healthful behaviors – and the fact that the 

SES health gradient persisted across levels of conformity to masculine norms, it was 

determined that the X-Y relationship in the statistical model should not include SES 

and health behaviors, but should include conformity to masculine norms and health 

behaviors. Given the association between future orientation and engagement in 

healthful behaviors, it was determined that future orientation should be assessed as a 

mediator to determine whether the variation in the X-Y relationship is accounted for 

by future orientation.  

Mediation. The results indicated future orientation mediated the relationship 

between conformity to masculine norms and engagement in healthful behaviors, 

among college men, insofar that when future orientation is included in the model, the 

negative association between conformity to masculine norms and engagement in 

healthful behaviors is significantly reduced. 

Each pathway of the mediation model provides insight into men’s health 

behavior decisions. First, path a indicated that conformity to masculine norms was 
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significantly associated with future orientation – as conformity to masculine norms 

increased, future orientation increased. In other words, men who more strongly 

conform to traditional masculine norms are less likely to consider the future 

consequences of their current behaviors. That is due to the fact that it may violate 

masculine norms to not act on impulse and instead reflect and take time to consider 

whether a particular action may cause long-term consequences. This fits in line with 

the precarious manhood and gender role norm model (Mahalik, 2000; Vandello et al., 

2008), as well as several subscales of the CMNI-46 (Parent & Moradi, 2009): risk 

taking, playboy winning, self-reliance, and emotional control. For example, engaging 

in behaviors such as excessive alcohol and substance use (risk taking) and unprotected 

sex with multiple partners (playboy) are seen as pathways to enact masculinity – both 

of which can cause long-term health consequences. Also, engaging in behaviors to 

prove one’s worth such as: working long hours, healthful dietary intake and physical 

activity (winning); avoiding help-seeking such as attending physician appointments 

(self-reliance); and forgoing social support by not openly talking about concerns of 

risky or health compromising behaviors (emotional control) are seen as pathways to 

enact masculinity. These pathways are inconsistent with future orientation and 

considering long-term consequences of behaviors.  

Path b indicated future orientation was significantly associated with healthful 

behaviors – as future orientation increased, engagement in healthful behavior 

increased. In other words, men who more often consider the future consequences of 

their current behaviors are more likely to engage in healthful behaviors, which is 

consistent with the health belief model (Janz & Becker, 1984). This suggests that 
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college men who are future oriented will forgo convenience and satisfying immediate 

concerns to achieve outcomes that are several years away (e.g., eating healthfully, 

exercising regularly, and limiting alcohol intake to achieve quality of life in later 

adulthood). This also suggests that future oriented college men will consider warnings 

about negative outcomes seriously, even if the outcomes might not occur for many 

years (e.g., avoiding the use of cigarettes due to concerns of lung and other cancers), 

and tend to avoid acting on impulse and consider how the cumulative effect of certain 

behaviors might impact them later on in life (e.g., avoiding getting angry waiting in 

lines or using effective communication instead of letting things build up inside of them 

to ultimately avoid high blood pressure, cardiovascular issues, or social support loss).  

Noticeably, behaviors that are consistent with future orientation tend to violate 

enactment of traditional masculine norms, which is seen in the path a relationship. 

Indeed, the direct effect from path c indicated conformity to masculine norms was 

significantly associated with engagement in healthful behaviors – as conformity to 

masculine norms increased, engagement in healthful behaviors decreased. In other 

words, college men who more strongly conform to traditional masculine norms are 

less likely to engage in healthful behaviors. However, as previously reported, the 

indirect effect from path c’ indicated that when future orientation is included in the 

statistical model, some of the variance in this relationship, among college men, can be 

accounted for by future orientation. In other words, among college men, level of 

conformity to masculine norms tends to have less overall impact on engagement in 

healthful behaviors when level of future orientation is considered. Thus, it can be 

suggested that college men who are more future oriented will tend to see less of a 
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negative impact on their engagement of healthful behaviors due to enactment of 

conformity to masculine norms; while they may still engage in particular behaviors 

that highlight traditional masculinity, when it comes to healthful behaviors, they are 

more likely to forgo what traditional masculine norms dictate, and make current health 

decisions that will support a more positive and healthy future self.  

Moderated Mediation. It would be inappropriate to completely dismiss SES 

and the aspects it comprises, given the long-standing evidence of the SES health 

gradient. Thus, a moderated mediation model was employed to better understand a 

component of SES and its influence on the interactions between conformity to 

masculine norms, future orientation, and engagement in healthful behaviors. As 

previously indicated, family household income was used as a component of SES, 

given the reported limitations of the SES visual analogue scale among this population. 

The results indicated that one two-way interaction was significant – income moderated 

the relationship between future orientation and engagement in healthful behaviors.  

However, the nonsignificant two-way interactions are important findings. First, 

the interaction of conformity to masculine norms and income on future orientation was 

not significant (path a) – income did not moderate the relationship between conformity 

to masculine norms and future orientation. In other words, regardless of one’s level of 

income, conformity to masculine norms continued to have a negative association with 

future orientation. If household income is taken to be reflective of overall SES, this 

result suggests that despite having obtained knowledge through higher education, and 

power, prestige, and income through a particular career, conformity to masculine 
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norms continues to dampen men’s abilities to be future oriented and consider the long-

term consequences of their current behaviors.  

Thus, higher SES, or at least higher income, does not make one immune to the 

negative aspects of conformity to masculine norms that lead to impulsivity and 

satisfying immediate needs and not considering the potential long-term implications of 

current behaviors.  

Second, the interaction of conformity to masculine norms and income on 

engagement in healthful behaviors was not significant (path c) – income did not 

moderate the relationship between conformity to masculine norms and engagement in 

healthful behaviors. In other words, regardless of one’s level of income, conformity to 

masculine norms continued to have a negative association with engagement in 

healthful behaviors. If income is taken to be reflective of one’s overall SES, this 

suggests that despite having access to resources via education, knowledge, and money 

to obtain resources to engage in healthful behaviors, conformity to masculine norms 

continues to lead men to forgo these resources and live a less healthy lifestyle. Higher 

SES, or at least income, does not make one immune to the negative aspects of 

conformity to masculine norms that lead to risk taking and minimizing help seeking, 

which compromise men’s health. Thus, conformity to masculine norms appears to be a 

countervailing mechanism, as enacting masculinity may be a competing goal that 

leads men to reduce health behaviors, despite SES-based resources. 

The significant interaction of future orientation and income on engagement in 

healthful behaviors (path b) provides insight into the benefits of having higher SES, 

and therefore greater access to resources needed to promote a healthy lifestyle. 
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Specifically, the results indicated that as income increased, the positive relationship 

between future orientation and engagement in healthful behaviors increased. This 

significant interaction occurred at all levels of future orientation.  In other words, as 

one’s level of income increased, future orientation tended to have a stronger positive 

association with college men’s engagement in healthful behaviors. This suggests that 

higher SES allows access to resources needed to engage in healthful behaviors, which 

future oriented college men tended to take advantage of to satisfy their desire to 

engage in current behaviors that would promote long-term health benefits. Conversely, 

these results suggest that if college men with lower SES are future oriented, they will 

engage in healthful behaviors less often, compared to higher SES college men who are 

future oriented, as they have less access to resources needed for healthful behaviors.  

This is consistent with the theory of fundamental causes (Link & Phelan, 1995) that 

considers higher SES as a protective factor due to the resources it provides to avoid 

risk and enact health strategies. These resources cannot be used to gain advantages, 

despite the fact that individuals are future oriented, if they fall in a lower SES range.  

Implications and Limitations 

 There are several implications from the current study. To begin, conformity to 

masculine norms, SES, and future orientation play a large role and also account for a 

significant proportion of the variance within college men’s engagement in healthful 

behaviors. Given this, it is imperative that public policy discussions and treatment 

decisions take these variables into account, together, in determining methods by which 

men’s overall health can be improved. To this point, SES has been the only factor 

considered in discussions. Large, nationally representative studies only include basic 
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demographic variables, and do not measure variables such as conformity to masculine 

norms and future orientation, to better understand men’s overall health. Furthermore, 

when systemic interventions are implemented, such as reduced costs of preventive 

services, college men still fail to use the services at the same rate as college women 

(Davies et al., 2010; Steinberg, 2008). This is a SES-based intervention that only 

addresses an income barrier, and not the more complex issues regarding whether 

college men will decide to engage in healthful behaviors.  

The data obtained are not representative of the complex underpinnings of 

men’s health-decision making, which is leading to less effective interventions. 

Interventions that focus on reducing the stigma surrounding healthy lifestyles among 

college men and attempt to redirect the negative influence that traditional masculine 

norms have had on men’s perceptions of risky behaviors, preventive behaviors, and 

help-seeking may more effectively address the gender paradox in the SES health 

gradient, and thus, better increase college men’s engagement in healthful behaviors.  

Additionally, clinical work with college men, when the presenting concerns are 

related to overall health, would benefit from the inclusion of discussions regarding 

SES, conformity to masculine norms, and future orientation. Given the recent trend 

related to integrated primary care, this is especially important for clinicians working in 

behavioral health settings. For example, when men are being seen for treatment 

adherence issues, motivational interviewing and solution-focused interventions may 

not adequately address and thus mitigate issues surrounding lack of adherence. 

Identifying their SES, and engaging in discussions about experiences regarding 

conformity to masculine norms and future orientation prior to more directed 
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interventions may help to better improve treatment outcomes, and therefore, promote 

greater adherence and overall health among college men.  

Furthermore, the aspects of each path from the current moderated mediation 

model can provide a more specific framework regarding how to understand and then 

ultimately improve men’s engagement in healthful behaviors. Targeted interventions 

could be promoted to alter perceptions of what it means to be a man, or enact 

masculinity, from a behavioral health perspective. Public campaigns or clinical 

interventions focused on challenging specific aspects of traditional masculinity might 

be more effective than campaigns that challenge masculinity, broadly. Focusing on the 

aspects of traditional masculinity that lead to negative health outcomes, instead of all 

aspects of traditional masculinity that lead to negative outcomes may be helpful. 

Challenging the preconceptions that risky health behaviors, avoiding help-seeking, and 

establishing a strong outward perception of emotional control are ways to enact 

masculinity could promote a greater culture of health. For example, alternative 

messages about masculinity and health could be touted, such as the idea that it takes 

more courage to confront the fear of attending health appointments (emotional control-

based aspects of masculinity) and perseverance (winning-based aspects of 

masculinity) to engage in behaviors that promote a personal and outward sense of 

overall health. Other messages could focus on the idea that consistent physical activity 

and healthy dietary intake lead to a more masculine appearance – masculine men are 

healthy men (appearance-based aspects of masculinity).  Messages could also focus on 

prevention and healthy behaviors being an enactment of masculinity – being around 
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for family and other important people is the embodiment of a masculine man (pursuit 

of status-based aspects of masculinity).  

Interestingly, current conceptions of masculinity could be promoted by a 

greater engagement in healthful behaviors among college men. For example, being 

healthy conveys a sense of self-reliance, which is an aspect of traditional masculinity, 

insofar that one who is healthy will require less reactive care and subsequently can 

function without needing as much assistance from others. Similarly, being healthy can 

also convey a sense of dominance, which is an aspect of traditional masculinity, given 

that one who is healthy will have more personal control over their life via– they will 

require less health-based interventions or recommendations from health professionals.  

Once specific aspects of traditional masculinity that are detrimental to men’s 

health are challenged, campaigns or clinical interventions can then focus on promoting 

a greater sense of future orientation and consideration of long-term consequences of 

current behaviors. Promoting messages or developing interventions that increase 

men’s conceptions of patience, sacrifice, delayed gratification, self-restraint, and 

reflection during decision-making processes can all help to increase men’s level of 

future orientation, which can then help promote engagement in healthful behaviors. 

Furthermore, considering temporal traps and temporal fences in the specific 

messages about particular health behaviors can help to tailor campaigns and 

interventions to consider the potential issues that might arise and how to specifically 

address the promotion of these behaviors among men. Temporal traps refer to 

behaviors where there is a conflict between long-term and short-term consequences, 

where the engagement in a behavior provides an immediate benefit (e.g., eating red 
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meat; drinking alcohol) but a future consequence (e.g., increased blood pressure; 

weight gain). Temporal fences refer to behaviors where there is a conflict between 

long-term and short-term consequences, where the engagement in a behavior provides 

an immediate consequence (e.g., have less money after paying for a physical exam) 

but a future benefit (e.g., better health and quality life; spending less money at the 

back-end of life). Thus, framing the health promotion messages in a more complete 

manner can help men better understand the situation and identify the long-term 

consequences of buying into temporal traps and fences, ultimately leading to greater 

health promotion. From a clinical standpoint, developing these same concepts among 

men is imperative –understanding long-term as well as short-term consequences, and 

developing healthier message framing strategies via self-talk and goal setting.  

Finally, after adequately addressing the concerns with traditional masculine 

norms and then promoting future orientation among men in regard to engagement in 

healthful behaviors, campaigns and interventions that identify and address SES health 

barriers can actually be implemented to a greater extent with more positive outcomes. 

As previously noted, reduced cost exams or health care appointments will be more 

readily used by college men if their fears about violating health-related masculine 

norms are challenged, and if future orientation mindsets have been promoted.  

 The results of the present study must be interpreted in light of its limitations. 

The present study was cross-sectional in nature, and therefore causality cannot be 

inferred from the data and its findings. The sample consisted of a population that may 

not truly representative of the larger United States population and the results may not 

be generalizable among other populations of men. Specifically, the sample consisted 
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primarily of white, heterosexual men who were classified as freshmen or sophomores 

in college participating in an introductory psychology course’s research participant 

pool for credit. Furthermore, using this population also brings up other considerations 

about the results. Each of these participants are enrolled in a undergraduate university 

where they are attempting to meet requirements to obtain a college degree. Given this 

delaying of consistent income and high cost of college tuition, the sample may already 

have higher levels of future orientation than the general population. To this end, it is 

likely that the majority of the sample has above average SES, compared to the general 

population, given the financial resources needed to attend college. Also, given both of 

these considerations, it can also be assumed that that due to a higher level of future 

orientation and SES, compared to the general population, the sample was also more 

health-aware and have had more consistent access to adequate health care across the 

lifespan. Thus, the data from these three measures may have had more variance had a 

more diverse and nationally representative sample been used.  

 Additionally, the health behavior measure used, the HBI-20, appears to have 

some limitations, despite its consistent use as the primary measure of health behaviors 

in the men and masculinity literature. Thus, it may not be the best measure to use in 

measure men’s engagement in healthful behaviors, particularly among a college 

population. For example, the internal consistency of this measure consistently falls 

within low acceptable range ( =.75 in the present study). When assessing the HBI-20 

on an item-level basis, while the items are important in regard to a healthy lifestyle, it 

can seem more focused on salient health concerns for older men (e.g., I conduct a 

testicular exam every month). For example, research indicates that the leading causes 
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of death among college-aged men are unintentional injury, suicide, homicide, and 

acute illnesses due to modifiable risk factors (CDC, 2015). The HBI-20, then, to be 

more relevant for college men, would benefit from items measuring risk-taking 

behaviors. Similarly, given the concerns related to binge drinking and risky sexual 

practices among college men (Iwamoto & Smiler, 2013; Parent, Torrey, & Michaels, 

2012), the HBI-20 could benefit from items measuring engagement in such behaviors. 

Further, the HBI-20 in its current format does not include any items related to exercise 

or physical activity. In sum, future research on college men’s health behaviors would 

benefit from an updated HBI-20 (or alternative) measure that includes additional 

health-related items that are more salient to the particular population.   

 As previously mentioned, there are some concerns regarding measuring SES 

among college populations. While the SES visual analogue scale is consistently used 

in research, as it measures SES from a subjective, self-defined perspective, the present 

study cannot conclude the manner in which the sample considered SES – did 

participants respond based on their perceived family’s SES, current personal perceived 

SES, or personal perceived future SES after college? Future research using the SES 

visual analogue scale among college populations may benefit from a follow-up item 

that attempts to clarify the way in which they presented their SES on the scale.  

 Last, as previously mentioned, given the lack of diversity among the sample, 

the results may not be generalizable to other populations given potential intersectional 

and cultural influences that could influence the way in which men conceptualize and 

experience SES, conformity to masculine norms, future orientation, as well as health.  
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 Family and Personal Health Experiences. A potential variable that could have 

implications on the present study’s results is participant history of experiences with 

specific health concerns, whether personally or through the experiences of a family 

member. For example, if a participant had experienced the loss of a parent due to 

cardiovascular disease, it may lead them to become more proactive and develop an 

interest in consistent engagement in cardiac-related health behaviors. Similarly, if a 

participant had experienced a family member receiving a cancer diagnosis, but early 

detection via regular health exams helped them to overcome the illness, they may 

become more purposeful about scheduling and attending their own health exams. 

Thus, future research in this area would be helpful to understanding how personal and 

family health history impacts health behaviors, and could specifically explore whether 

a particular health event experienced by a family member leads participants to be more 

healthful in that one health avenue, or in general.  

 Women and Health. It was acknowledged earlier that women engage in more 

healthful behaviors than men (e.g., Courtenay, 2000; Pinkhasov et al., 2010). These 

types of statements suggest that all women engage in healthful behaviors consistently 

and experience no health disparities. This is problematic and can lead to less support 

and awareness of imperative women’s health concerns. Indeed, research has indicated 

that the gender paradox in health is highly dependent on specific types of health care 

services (Redondo-Sendino, Guallar-Castillón, Banegas, & Rodríguez-Artalejo, 2006). 

Specifically, the gender paradox may be accounted for by women’s engagement in 

health services during childbearing years, whether that be to obtain contraception, 

various preventive screenings, or related to pregnancy (e.g., Bertakis, Azari, Helms, 
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Callahan, & Robbins, 2000; Frost, 2013). This suggest that women’s representation as 

being more healthful than men may be accounted for by highly specific behaviors 

among a particular age group. Research that does not address health behaviors more in 

depth, then, may not be accurately describing women’s health-based experiences, 

particularly outside of childbearing years.  

Thus, while the gender paradox in health has led to research focused on 

improving men’s health, it may be doing a disservice to women, insofar that 

researchers may not as deeply exploring women’s health, given that women are 

considered more health-focused and take better care of themselves, compared to men. 

Future research should refocus on women’s health with the goal of identifying areas in 

which women’s health could be improved.  

Future Research Directions 

 Future research would benefit from longitudinal data to determine whether the 

current model fluctuates across the lifespan as college men transition into post-

graduate life and further. Future research should also be conducted on more diverse 

men samples to determine whether certain personal, social, or other demographic 

characteristics influence the model. Future research could break down health and 

explore whether the model holds true for varying health behaviors.  

Also, future research could explore other variables that may account for a 

significant proportion of the variance of men’s engagement in healthful behaviors. 

These variables could then be tested within the current model to determine their 

function (multiple moderated mediation model). Experimental designs could be used 

to determine whether predictor variables, such as beliefs of masculinity or future 
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orientation, can be manipulated to then make changes in men’s propensity to engage 

in future healthful behaviors. 

Conclusion 

 The present study adds to the existing men and masculinity research literature 

by exploring what may cause some men, despite conformity to masculine norms, to 

engage in healthful behaviors., A theory-driven integration of conformity to masculine 

norms, future orientation, and SES was offered to better understand the complex issue 

of men’s engagement (or lack thereof) in healthful behaviors. Specifically, the present 

study suggests that, among college men, conformity to masculine norms has a direct 

negative association with engagement in healthful behaviors, but that future 

orientation has a positive indirect association with that relationship, and thus may be a 

protective factor of men’s health. Future orientation and income then interact to 

increase the positive relationship between future orientation and engagement in 

healthful behaviors.  
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APPENDIX A 

EXTENDED LITERATURE REVIEW  

SES and Health  

Throughout literature, SES has been consistently linked to health; higher SES 

typically allows individuals to experience better health than those with lower SES 

(Springer & Mouzon, 2011). Census-based studies have demonstrated this SES 

gradient among levels of educational level, occupational status, as well as income, 

with relative risk of mortality decreasing with increasing of educational level, 

occupational status, or income (Adler et al., 1994; Committee on Health and Behavior, 

2001). Adler and colleagues (1994) conducted a meta-analysis of past literature on 

SES and health behaviors, which, per Google Scholar, has been cited over 2,400 times 

over the past 20 years, and noted consistent evidence of a graded association with 

health at all levels of SES. Adler and colleagues (1994) noted several studies as 

evidence for the gradient.  

Specifically, they referenced the Whitehall Study of Mortality (Marmot, 

Shipley, & Rose, 1984), which collected data over a 10-year period on 17,350 British 

civil service workers. The British civil service has various ranked levels of 

employment, ranging from unskilled workers, clerical workers, professional and 

executive level workers, up through top administrative positions. Marmot and 

colleagues (1984) indicated that over the 10-year period, relative risk of mortality 

significantly increased as ranked level of employment decreased; individuals with the 

lowest paying jobs required the least amount of education and training were more 

likely to encounter poor health. Additionally, Adler and colleagues (1994) referenced 
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a large-scale study with a U.S. population that utilized records from the 1986 National 

Mortality Followback Survey and the 1986 National Health Interview Survey (Pappas, 

Queen, Harden, & Fisher, 1993), which collected health data from more than 43,000 

U.S. citizens. Pappas and colleagues (1993) replicated an analysis from a similar study 

in 1973 (Kitagawa & Hauser, 1973), and indicated that while death rates had declined 

overall during the two decades between the studies, the deceases were significantly 

greater in higher SES individuals as compared to lower SES individuals. Additionally, 

Pappas and colleagues (1993) indicated that the disparity between low income, low 

education, and high income, high education individuals in regard to mortality rates 

significantly widened during the two decades between the studies.  

The Committee on Health and Behavior (CHB; 2001) corroborated these 

previously mentioned findings. The CHB utilized data from the National Longitudinal 

Mortality Survey and the National Death Index between 1980 and 1990 (data has been 

used in over 70 publications). The CHB indicated that individuals aged 25-64 with 

minimal education (0-4 years) had age-adjusted death rates roughly 50% to 75% 

higher than those with more education (5 years or more), and individuals aged 25-64 

with minimal income (less than 5,000) had age-adjusted death rates also roughly 50-

75% higher than those with greater income levels (50,000 or more; variability in death 

rates were due to other variables that are not a primary focus in the current study).  

SES has been and continues to be one of the most striking and robust 

influences of health. More recent research continues to corroborate the past findings of 

the last several decades; lower SES individuals are 2.5 times more likely to be 

hospitalized or make emergency room visits, and 3.5 times more likely to encounter 
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physical limitations due to disease and illness compared to higher SES individuals 

(National Center for Health Statistics, 2014). By age 25, lower SES individuals are 

suggested to have a life expectancy roughly six years shorter than higher SES 

individuals (Braveman et al., 2010). Braveman and colleagues (2008) also indicated 

U.S adults who are low in SES (i.e., below poverty line) are five times more likely to 

report being in poor health as compared to U.S. adults who are high in SES (i.e., four 

times U.S. poverty line).  

Krieger and colleagues (2008) assessed premature mortalities across four 

decades and suggested that between 15-30% of premature deaths could have been 

avoided if everyone had experienced the resources of individuals in the highest U.S. 

income levels. Research has also indicated an income twice or more less than the U.S. 

poverty line led to at least 400 million quality-adjusted life-years between 1997 and 

2002 (Muennig, Fiscella, Tancredi, & Franks, 2010). Heron and colleagues (2009) 

indicated that U.S. adults without a high-school diploma or G.E.D. are three times as 

like to die before the age of 65 than individuals with a college education. Elo and 

Preston (1996) suggested that each additional year of education and individual attains 

reduces the risk of mortality by one to three percent. In sum, as indicated by Chen and 

Miller (2012), the effects of the SES gradient in health are found across a myriad of 

diseases and illnesses, regardless of prevalence and severity, persist across countries, 

regardless of universal health care, and have been demonstrated across the lifespan 

among many studies over the past decades.  

The theory of fundamental causes is often used to help understand the SES 

gradient in health (Link & Phelan, 1995). Specifically, Link and Phelan (1995) posited 



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

81 

a fundamental social cause of health inequalities requires four features; influences 

multiple disease outcomes, affects disease outcomes via multiple risk factors, involves 

access to resources than can be used to avoid risk or minimize consequences of 

disease, and an association between a fundamental cause and health is reproduced over 

time via the replacement of intervening mechanisms. These four essential features 

have been persistently indicated in research examining associations of SES and health 

(Phelan, Link, & Tehranifar, 2010). According to the theory of fundamental causes, 

SES is related to multiple disease outcomes via various pathways, which change over 

time, due to resources used by individuals to avoid risk and enact preventive 

strategies. Specifically, SES encompasses a myriad of resources, such as money, 

power, prestige, and knowledge, which are then used to gain health advantages 

through increased access to and knowledge about health promoting and preventive 

behaviors (Phelan et al., 2010).  

However, despite the evidence for the theory of fundamental causes in 

explaining the SES gradient in health, it does not explain the gender paradox in health, 

where men have higher SES but shorter life spans and less engagement in health 

promoting and preventive behaviors than women. 

 To enhance the theory of fundamental causes and account for results that do 

not support the theory, Luftey and Freese (2005) suggested the possibility of other 

competing goals, or countervailing mechanisms, which lead individuals to choose not 

to utilize health promoting and preventive resources to maintain or enhance social 

status. In other words, most all individuals desire good health and longevity, but it 

might not be all that individuals want. To gain a greater understanding of the 
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discrepancy between the gender paradox and SES gradient in health, it could prove 

fruitful to review the men and masculinity literature to determine countervailing 

mechanisms; men might avoid health promoting and preventive behaviors to preserve 

masculine status rather than attempt to utilize their accrued SES-based resources.  

Masculinity and Health 

In the United States, approximately one third of all deaths are preventable 

(Danaei et al., 2009; Yoon, Bastian, Anderson, Collins, & Jaffe, 2014). Yoon and 

colleagues (2014) indicated the top five leading causes of death in the United States 

are (1) cardiovascular disease, (2) cancer, (3) chronic lower respiratory disease, (4) 

cerebrovascular disease, and (5) unintentional injuries. The major modifiable risk 

factors for cardiovascular disease include tobacco use, high blood pressure, obesity, 

and lethargy. The major modifiable risk factors for cancer are tobacco use, poor 

dietary practices, lethargy, obesity, sun exposure, alcohol, and various chemicals and 

substances. The major modifiable risk factors for chronic lower respiratory diseases 

are tobacco smoke, second hand smoke exposure, air pollutants, and occupational 

agents. The major modifiable risk factors for cerebrovascular diseases are high blood 

pressure, high cholesterol, heart disease, diabetes, obesity, tobacco use, alcohol use, 

and lethargy. The major modifiable risk factors for unintentional injuries include lack 

of vehicle restraint use, lack of motorcycle helmet use, unsafe consumer products, 

drug and alcohol use, exposure to occupational hazards, and unsafe environments. 

Many of the risk factors for the leading causes of death overlap and correspond with 

the obesity and lethargy epidemics in the United States, while the others are related to 

engagement in risky behavior (e.g., smoking).  
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Men’s relative lack of engagement in health-promoting and preventive health 

behaviors has been well documented; men’s health research indicates that American 

men engage in greater than 30 controllable behaviors that increase risk for disease, 

injury, or even death (Courtenay, 2000a, 2000b), which helps to explain the gender-

related health disparities in the United States; American men encounter higher rates of 

morbidity and mortality, as compared to American women (Pinkhasov et al., 2010). 

This gender paradox in health runs counter to the previously mentioned well-

established SES gradient in health, where higher levels of SES predicts better overall 

health, lowered mortality and morbidity rates, more health care seeking, and a longer 

and greater quality of life, given that men traditionally accrue higher SES status than 

women over the course of their lifespan (Adler et al., 1994). 

 Pinkhasov and colleagues (2010) utilized secondary data from three US 

population-based studies spanning from 2002 to 2007 via the Center of Disease 

Control and Prevention (CDC). In 2006, 22.8% of men did not make any health care 

visits to a doctor’s office, as compared to 11.8% of women. 20% of men made four to 

nine health care visits, as compared to 26.2% of women. 10.4% of men made more 

than 10 health care visits, as compared to 15.2% of women. The majority of men 

reported making one to three health care visits during the entire year, whereas the 

majority of women reported making seven to ten health care visits. In 2005, men’s 

preventive health care visit rate was 44.8, which was significantly less than women’s 

preventive health care visit rate of 74.4. Regarding some of the aforementioned 

modifiable risk factors, Pinkhasov and colleagues (2010) indicated that in 2004, 

67.9% of men considered themselves to be current alcohol drinkers, as compared to 
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55.5% of women. In 2006, the smoking prevalence rate for men 25 years of age and 

older was 22.9%, as compared to women at 17.9%; men were also reported 

significantly less attempts at smoking cessation. In 2007, 50.6% of men, as compared 

to 41.8% of women, reported engaging in non-medical illicit drug use at least one in 

their lifetime. It is important to note that Pinkhasov and colleagues (2010) did not 

specifically indicate the number of participants within the population-based studies, 

but typically CDC population-based data collections have several thousand 

participants in each wave (i.e., year) of the program. Also, the researchers utilized data 

that was a couple of years old at time of publication, and is roughly a decade old at 

time of current writing; however, while the exact percentages might have fluctuated 

some, the results are still in align with other more recent research on the differences 

between men and women’s health behaviors.  

Indeed, psychological studies focusing on men’s health correspond with 

epidemiological research; men tend to seek less medical and mental health help, 

engage in fewer preventive health behaviors, have poorer dietary intake and sleep 

hygiene, exercise less frequently, and more frequently use alcohol, tobacco, and illicit 

drugs, as compared to women (Levant & Wimer, 2014); such behavioral trajectories 

explain why men tend to live approximately five less than women (Murphy, Xu, & 

Kochanek, 2013). In an attempt to elucidate this gender paradox in health, researchers 

have begun looking to the men and masculinity literature, where it has been well-

documented that conformity to traditional masculine norms can have deleterious 

effects on men’s health (Parent & Moradi, 2009), given the resources for 

demonstrating traditional masculinity in the United States are largely unhealthy. For 
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example, behaviors associated with vulnerability and weakness, such as help-seeking 

(e.g., physical exams), are considered to not be masculine and are avoided. 

Additionally, consuming large amounts of alcohol, eating unhealthful foods, engaging 

in substance use, and engaging in risky behavior (e.g., unprotected sex) are all ways in 

which men can enact traditional masculinity (Iwamoto & Smiler, 2013). 

Masculinity has long been implicated in men’s lack of engagement in health 

promoting and preventive behaviors (Harrison, 1978). However, early research on 

men’s health behaviors simply used men as participants, and did not evaluate the 

social construct of gender, leaving its potential impact unaddressed (Courtenay, 

2000a). Thus, while it was understood men engage in poorer health behaviors, which 

leads to increased health risks, there was minimal understanding as to why, and if any 

social structures influenced men to be riskier and more unhealthful. It was not until the 

past 20 years that research on men’s health behaviors began to focus on gender and the 

role of conforming to traditional masculine norms plays on men’s engagement, or lack 

thereof, in health promoting and preventive behaviors.  

In a seminal article, Courtenay (2000b), which, per Google Scholar, has been 

cited in more than 2,000 articles, proposed a relational theory of men’s health from a 

social constructivist and feminist perspective to help explain the health-related 

differences between men and women. Courtenay (2000b) posited, like the myriad of 

social practices men and women engage in, health-related beliefs and behaviors are 

means in which masculinity and femininity are enacted. In other words, health-related 

beliefs and behaviors are utilized throughout our everyday interactions in the social 

structuring of gender and power, and that men’s social behaviors that risk their overall 
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health are indicators of masculinity, a tool in which men use to negotiate higher social 

power and status.  

In the United States, for men to conform to masculine norms, they must adhere 

to beliefs and engage in behaviors that actively support what it means to be masculine, 

and reject what it means to be feminine. Often times, this adherence to masculine 

norms requires men to engage in risky, health-detrimental behavior; however, by 

dismissing health needs and concerns and engaging in risky behaviors, as Courtenay 

(2000b) noted, men can attempt to showcase themselves as a “stronger” sex, which 

might be a factor that exacerbates gender inequality in the United States. Additionally, 

Courtenay (2000b) also importantly notes that there are no set rules prohibiting men 

from holding beliefs or engaging in behaviors counter to that of the traditional 

masculine norms, but that in doing so, they are putting themselves at risk; by crossing 

this socially-construed gender boundary, men can be risking reproach and sometimes 

even physical or emotional danger for failing to be masculine, and instead, engaging in 

more “feminine” behaviors. Thus, men’s decision whether to adhere to gender role 

norms has a significant outcome on health, as well as other facets of daily life.  

Gender role norms are rules that guide and restrict behavior, which are learned, 

communicated, and engaged in via social interactions (Mahalik et al., 2003). The 

gender role norm model (Mahalik, 2000) posits sociocultural influences of the 

dominant groups in society shape gender role expectations and standards that 

constitute these norms over time. These norms are enacted based upon what most men 

do or say during social interactions, which leads to messages about what is acceptable 

behavior for men (Mahalik et al., 2003). Men learn traditional masculine norms at an 
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early age, as their behavior is either rewarded and reinforced or punished and 

extinguished by family and friends. The behaviors men ultimately decide to engage in 

are embedded within the social context in which men live or interact, and thus, is of 

utmost importance, as the social context determines what is “normal” for men versus 

what is inappropriate for men to do. 

 Mahalik and colleagues (2007) noted that observation of other men are 

influential because it provides social proof, which saves time and effort in trying to 

determine how to act, and is direct guidance of which behaviors will be effective for 

men in that setting. Based upon this, the gender norms for men are going to vary 

depending upon the social context, and are not always going to be the same for every 

man or every group of men. Thus, gender is a, if not the, primary organizer of 

individual’s lives, especially men, as it foster’s identity development, albeit it can 

foster negative aspects and identities (Mahalik, Talmadge, Locke, & Scott, 2005). In 

regard to health behaviors, conformity to masculine norms is considered a primary 

reason why men tend to engage in less health promoting and preventive behaviors than 

women, and why men who most strongly conform to masculine norms adopt poorer 

health behaviors, which lead to increased health risks, than their male peers who 

conform at a lesser level (Mahalik & Burns, 2011).  

Research on conformity to masculine norms and health behaviors is typically 

viewed through a social constructivist lens of gender, suggesting behaviors serve to 

“do gender,” or enact constructions of what it means to be masculine (Parent, Torrey, 

& Michaels, 2012). Thus, men do not fail to engage in health promoting and 

preventive behaviors due to biological determinism; instead, men’s health behaviors 



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

88 

(or lack thereof) are enactments of their social construction of traditional masculinity. 

For example, attending a doctor’s appointment might violate a masculine norm of 

being self-sufficient, and allows one to be considered weak by other men, or eating 

healthy and engaging in regular exercise might violate a masculine identity, as men 

are not supposed to care about their appearance, as it is a feminine quality. 

Additionally engagement in risky health behaviors (e.g., alcohol and drug use; risky 

sex) might provide validation of a masculine identity.  

Specifically, research assessing the links between masculinity and health has 

indicated conformity to masculine norms is associated with unhealthy dietary intake, 

alcohol, tobacco, and drug usage, risky sexual practices, suicide risk, aggressive and 

violent behaviors, greater psychological distress, more negative attitude toward help-

seeking, decreased likelihood of blood pressure and cholesterol level assessments, 

annual physical exams and cancer screenings, as well as missing various types of 

healthcare appointments (Berger et al., 2013; Green & Addis, 2012; Jakupcak, Tull, & 

Roemer, 2005; Levant et al., 2009; Levant et al., 2011; Levi, Chan, & Peace, 2006; 

Mahalik & Burns, 2011; Morrison, 2012; Parent & Moradi, 2009). Berger and 

colleagues (2013) conducted an observational study with a diverse community sample 

of 85 men to explore their perceptions of and engagement in medical and mental 

health help-seeking. Results confirmed men are still hesitant and tend to avoid seeking 

medical and mental-health help; at the best, they were ambivalent to help-seeking. 

Specifically, men suggested they were more likely to seek help and accept the label of 

anxiety over depression; probably because anxiety can be rationalized to be more of a 

physical complaint and not a mental health complaint, and also because one can be 
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successful and not unhappy, but still be anxious, whereas many people often equate 

failure and sadness with depression. Additionally, although hesitant to accept any 

mental health help at all, men indicated they were more unlikely to take medication for 

mental health issues as compared to engaging in talk therapy. Men who were high in 

emotional control were not only less likely to seek medical or mental health help, but 

were even more unlikely to seek help or advice from individuals close them, such as 

friends or family members.  

Green and Addis (2012) conducted an observational study as well with 36 

college men to explore the effect of conformity to masculine norms to psychological 

distress. The results indicated men who more strongly adhered to masculine norms 

were more likely to exhibit fear and avoidance responses when they viewed a video 

stimulus of another man engaging in “feminine” behaviors (e.g., soft, vulnerable 

affect, and crying). These results suggest that men will avoid situations in which they 

may be vulnerable, such as medical and mental health visits.  

Levant and colleagues (2011) conducted an empirical study to validate a 

measure of men’s engagement in health behaviors with 323 college men as 

participants. Results indicated conformity to masculine norms was significantly 

negatively associated with the total health behavior inventory; the more strongly men 

adhered to masculine norms overall, the less likely they were to engage in healthful 

behaviors. The anger and stress sub-scale was negatively associated with emotional 

control and primacy of work; as men more strongly endorsed never sharing their 

feelings and that work is the most important part of their life were more likely to avoid 

stress and anger. Dominance and self-reliance were associated with less avoidance of 
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stress and anger; men who must get their way and hate asking others for help appear to 

be more bothered and frustrated by daily problems that arise. The substance use sub-

scale was negatively associated with winning, emotional control, and family income; 

men who are more concerned with winning and attaining all of their goals, and who 

restrict their emotional to ignore the small problems, are less likely to engage in 

substance use, as it could decrease their odds of being successful. Dominance and 

playboy were positively associated with substance use; men who more strongly 

believe they must get their way, and who believe emotional involvement should be 

avoiding having sex tend to engage in substance use. The preventive self-care sub-

scale was positively associated with primacy of work and dominance; men who 

believe work is the most important aspect of their life and who believe they should be 

in charge tend to engage in more preventive self-care. Pursuit of status was negatively 

associated with preventive self-care; men who believe it feels good to feel important 

tend to not engage in preventive self-care, as they may struggle to focus on important 

matters and get caught up in small, everyday problems. The proper use of health care 

resources sub-scale was negatively associated with risk taking and playboy; men who 

enjoy taking risks and believe emotional involvement in sex should be avoided tend to 

avoid utilizing health care resources. This study confirms that conformity to masculine 

norms is associated with men’s lack of engagement in health behaviors, but it also 

sheds light on some of the subtle nuances of conformity to masculine norms, where 

some of the specific masculine norms might actually act as protective factors in terms 

of men’s health.  
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Levi and colleagues (2006) conducted an empirical study with 158 men and 

200 women college students to explore whether men’s food decisions were driven by 

conformity to masculine norms. Results indicated women scored higher than men on 

factors associated with food choices that promote a healthy lifestyle, such as reading 

nutrition label information. Men also reported lower levels of involvement and interest 

in food decisions, as compared to women. Although Levi and colleagues (2006) did 

not utilize an objective measure for conformity to masculine norms, they collected 

qualitative data from men regarding interest in food choices; they reported men often 

made comments about not caring what they ate as long as there was a large quantity of 

it and that it was cheap, or that “diet” food tastes terrible and does not satisfy their 

hunger. The responses suggest that to “do” masculinity, one must conform to the idea 

that men eat what they want, when they want, regardless of the health implications.  

Levant and colleagues (2009) conducted an empirical study with 137 college 

men to explore the associations between conformity to masculine norms and health-

risk behaviors as well as attitudes toward help-seeking. Results indicated conformity 

to masculine norms was negatively related with attitudes toward help-seeking, 

especially the sub-scales of success, power, restrictive emotionality, and competition. 

Only two of the 11 sub-scales were not significant (i.e., pursuit of status and primacy 

of work). However, the total scale for conformity to masculine norms was not 

significantly associated with health-risk behaviors. This suggests what has been 

mentioned in other studies (e.g., Levant et al., 2011), that not all aspects of 

masculinity are inherently bad for men’s health. The sub-scales of emotional control 

and self-reliance were significantly positively associated with health-risk behaviors. 
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Levant and colleagues (2009) did note, though, that the psychometric properties of the 

health-risk behavior inventory used was a limitation of the study.  

Jakupcak and colleagues (2005) conducted an empirical study with 204 male 

participants to explore conformity to masculine norms role in men’s anger expression 

and overt hostility. Results indicated conformity to masculine norms was significantly 

positively associated with proneness to shame, external expression of anger, and 

hostility and aggression. Jakupcak and colleagues (2005) noted men’s fear of emotion 

accounts for some of the variance in the relationship between conformity to masculine 

norms and hostility and aggression, thereby suggesting conformity to masculine 

norm’s is less than what has traditionally been considered in literature; however, I 

would contest that, men’s fear of emotions are driven by the gender role norms that 

were present in the environment in which they are socialized, as to “do” masculinity, 

men must restrict their emotionality.  

Mahalik and Burns (2011) conducted an empirical study with 161 young adult 

men to explore the relationship between conformity to masculine norms and 

perceptions of the normativeness of health behaviors in themselves and other men. 

Results indicated that when men believe there would be benefits to engaging in 

healthy behavior, and they perceived minimal barriers to do so, and had adequate 

health knowledge, they reported a greater engagement in health promoting and 

preventive behaviors, such as adequate dietary intake, reductions of alcohol and 

tobacco use, annual physical exams, regular checking of blood pressure and 

cholesterol, among others. Perceived severity of an illness or disease did not predict 

health behaviors, which is in line with the previous finding; if men perceive there to be 
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multiple barriers to engaging in healthy behavior, such as violating masculine norms, 

they will forgo engaging in those healthy behaviors, despite the health consequences 

that might ensue. Interestingly, men reported being more likely to engage in health 

behaviors even when there were perceptions of multiple barriers, as long as they 

perceived the barriers to be normative to all men; this highlights the importance of 

social and group influences on men’s health behaviors. Mahalik and colleagues (2011) 

highlight how this is in line with other research which suggests men are more likely to 

reduce alcohol, smoking, drinking and driving, and risky sexual practices if other men 

within their social context are also reduce their engagement in these behaviors.  

In a formative article, Springer and Mouzon (2011) explored the relationship 

between SES, conformity to masculine norms, and health behaviors, which had 

previously been unexamined simultaneously within the same statistical model (to the 

researcher’s knowledge and vast search) to help and understand the discrepancy 

between the SES gradient and gender paradox in health. Utilizing data of 1,000 men 

from the Wisconsin Longitudinal Study (Sewell, Hauser, Springer, & Hauser, 2003), 

instead of collecting data on SES and then not utilizing it in the model, as many 

studies tend to do, Spring and Mouzon (2011) utilized both conformity to masculine 

norms and SES status in a more complex mediator model, and indicated that 

conformity to traditional masculine norms affects men’s health behaviors independent 

of their socioeconomic status; men who conform more closely to traditional masculine 

norms do not exhibit health benefits from higher SES, as their probability of engaging 

in health promoting or preventive health behaviors decreases as SES increases. In 
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other words, masculinity might act as a barrier for men to engage in health promoting 

and preventive health behaviors, regardless of SES.  

The importance of this study must be underscored: if Springer and Mouzon 

(2011) would have only assessed the main effects of either variable independently, the 

causes of men’s lack of engagement in health promoting and preventive behaviors, as 

compared to women, would have been misidentified. Ultimately, the results from 

Springer and Mouzon (2011) highlight the importance of including gendered 

constructs into population health research; by failing to do so, researchers will fail to 

address a potentially modifiable health determinant for men, and continue to allow for 

the gender paradox in health to persist. Furthermore, these results provide evidence 

that conformity to masculine norms acts as a countervailing mechanism; some men 

forgo desires for good health and longevity, and the resources at their disposal to attain 

it due to their conformity to masculine norms, which in turn will hopefully allow them 

to maintain or enhance their overall social status. Despite the plethora of research 

suggesting masculinity is “bad” for men’s health, and that it may minimize men’s 

utilization of their SES resources in regard to health, many men still engage in health 

promoting and preventive behaviors, despite the fact that it may violate masculine 

norms. Recent research has also indicated that some masculine norms appear to be 

protective buffers for some health behaviors while other norms appear to be risk 

factors for some health behaviors (Levant et al., 2011). Given the gender paradox 

within the SES gradient in health, and the complex pattern of relationships between 

specific masculine norms and health behaviors, further investigation is warranted, as it 

is important to consider additional constructs that might be involved in whether men 
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decide to engage in health promoting and preventive behaviors. Specifically, the 

extent to which men think about the future when determining whether to engage in 

various behaviors might play a role in determining men’s health. 

Future Orientation and Health 

In line with considering under-utilized constructs in population health research, 

one’s subjective experience of time, specifically, the future, has also been considered 

to have health implications, guiding health related behaviors and decision-making 

(Visser & Hirsch, 2014), but has been unexamined in the men and masculinity 

literature. Specifically, individuals with future oriented time perspectives are more 

likely to engage in health promoting and preventive behaviors and less likely to 

engage in risky behaviors than individuals who are more present or past oriented (e.g., 

Hall & Fong, 2003). Early conceptualizations of temporal orientation were viewed 

through the lens of Trommsdorff’s (1983) future time perspective theory, which posits 

individuals’ sense of purpose for the future acts as a motivational force, allowing them 

to engage in behaviors perceived to be imperative for their desired future outcomes.  

In considering the future, then, individuals are capable of engaging in abstract 

cognitive processes that allow for consideration of past experiences while 

simultaneously weighing competing options to determine whether to engage in a 

behavior and thus, construct possible futures (Zimbardo & Boyd, 1999). How one 

perceives the future influences their attitudes, motivation, and behavior (Kotter-Gruhn 

& Smith, 2011). Trommsdorff’s (1983) initial conceptualization posited there were 

four dimensions of future time perspective theory; extension, density, coherence, and 

directionality. Extension was described as the length of time an individual can 
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conceptualize into the future. Density was described as the number of events an 

individual can simultaneously consider when they are conceptualizing the future. 

Coherence was described as the level of organization of the perceived events when 

one is conceptualizing the future.  Directionality was described as the perceived speed 

of movement of time from the present to the future. The term used to describe one’s 

perceptions and actions related to the future is future orientation, which has been 

defined as consciously self-constructed and represented images of the future, which 

consists of cognitive, affective, and motivational dimensions (Seginer, 2009). 

Individuals who are considered to have a future orientation regarding time perspective 

engage in forward thinking and planning, with the intent of ensuring present behaviors 

align with future aspirations (Visser & Hirsch, 2014). The majority of initial research 

on time perspective focused on adolescents, as it is considered to be a critical period 

for the development of temporal orientation (Kerpelman & Mosher, 2004). However, 

research on health behaviors was minimal; adolescents are typically not in direct 

control of their health behaviors, which is highly dependent upon their parents or 

guardians (McAdams, 2013).  

Over the past two decades, research on future orientation has widely utilized 

the consideration of future consequences model (CFC; Strathman, Gleicher, Boninger, 

& Edwards, 1994), which is derived from Trommsdorff’s future time perspective 

theory, but does not utilize a four-dimensional model, as research on new theoretical 

perspectives of future orientation view the future time perspective theory as too 

constrained of a viewpoint. CFC posits individuals determine whether to engage in a 

specific behavior by considering the potential distal outcomes of their immediate 
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behaviors, and the extent to which they are influenced by these potential outcomes, 

which is distinct from a general preoccupation with the future (Strathman et al., 1994). 

Essentially, CFC suggests that when individuals are confronted with a behavioral 

decision, they must consider the conflict between the immediate and future 

consequences. The resolution of this dilemma is considered to be a stable individual 

characteristic; individuals with low CFC are strongly influenced by the immediate 

consequences of their actions and tend to focus on their immediate needs and 

concerns, and are simply less aware of the long-term consequences of their actions, 

whereas individuals with high CFC are strongly influenced by the future implications 

of their actions and utilize longer-term goals as guides to behavioral decision making 

(i.e., engaging in immediate effort for possible future gain; Orbell & Hagger, 2006). 

Individuals’ level of CFC can operate as a cognitive bias that affects judgement and 

decision-making; a strong present orientation leads to a focus on current elements in 

decision-making such as convenience and immediate benefits, and a strong future 

orientation leads to a focus on long-term rewards, which may require greater effort 

and delayed gratification (Orbell, Perugini, & Rakow, 2004).  

CFC is fundamental to theoretical accounts of health-related decision-making, 

such as the health belief model (HBM; Janz & Becker, 1984), which provides a 

conceptual understanding of why individuals do or do not engage in various health-

related behaviors based upon individuals’ consideration of a particular behaviors’ 

costs and benefits. HMB posits health-related behavior depends upon the value placed 

by the individual on a particular goal and their estimate of the likelihood a given 

behavior will achieve that goal (Janz & Becker, 1984). The HBM consists of four 
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dimensions: perceived susceptibility, perceived severity, perceived benefits, and 

perceived barriers. Perceived susceptibility is the level in which individuals feel 

vulnerable to a condition (e.g., health issue). Perceived severity is the level in which 

individuals feel concern about the seriousness of encountering a condition (e.g., health 

issue). Perceived benefits is the level in which individuals view a behavior as being 

beneficial or holding value in decreasing the risk of encountering a condition (e.g., 

health issue). Perceived barriers is the level in which individuals view obstacles to be 

in the way of engaging in a behavior that could decrease the risk of encountering a 

condition (e.g., health risk).  

Thus, in considering CFC through the lens of HMB, Many health behaviors 

pose a conflict between short-term and long-term consequences of one’s actions. 

Individuals who are future-oriented are more likely to consider the long-term 

consequences of their current health behaviors during decision making processes, as it 

typically aligns with their personal long-term goals, and are less likely to engage in 

problematic or risky behaviors, as these in effect risk their future health and ability to 

successful reach their goals (Joireman, Shaffer, Balliet, & Strathman, 2012). However, 

often times, individuals are strongly influenced by the immediate consequences of 

health-promoting or preventive health behaviors, or even fail to consider all together 

the long-term implications of these behaviors; their personal goals may also be more 

short-term in nature instead of long-term.  

Research has indicated that those who discount or do not consider the long-

term implications of are more likely to engage in risky behaviors such as excessive 

alcohol and drug use, less likely to engage in condom use, infrequently schedule and 
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attend doctor visits and health screenings, and are more likely to have poor sleeping 

and eating habits as well as exercise infrequently (for review, see Joireman et al., 

2012). In other words, individuals consider whether the future benefits of a particular 

behavior are worth the immediate costs. For example, in regard to health screening 

and physical exams and checkups, a variety of costs could be encountered, such as the 

aversive nature of the assessments or the risk of a positive test result, as well as 

benefits, such as early detection and treatment intervention, reduced risk of mortality, 

or simply peace of mind. Individuals with high CFC would then consider the future 

benefits of health screening to be worth the immediate costs of engaging in the 

behavior. Thus, a greater CFC is predictive of greater concern for health.  

 Indeed, research has indicated CFC is associated with healthier behaviors, such 

as safer sexual practices, greater likelihood of participating in various health 

screenings, less problematic alcohol and substance use, lower likelihood of smoking, 

greater likelihood of healthful eating and adequate exercise routines, lower body mass 

index, better sleep habits, and greater likelihood of engaging in behaviors to prevent 

future illness and ultimately increase quality of longevity of life (e.g., Adams & 

Nettle, 2009; Appleby et al., 2005; Crockett, Weinman, Hankins, & Marteau, 2009; 

Joireman et al., 2012; Peters, Joireman, & Ridgway, 2005; Sirois, 2004; Whitaker et 

al., 2011).  

Adams and Nettle (2009) conducted an empirical study with 423 adults to 

explore the relationship between CFC and smoking as well as poor dietary and 

exercise habits (via BMI). Results indicated individuals with higher CFC were more 

likely to engage in healthier behavior patterns (i.e., smoking less, lowered BMI due to 
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better eating and exercise habits). Appleby and colleagues (2005) conducted an 

empirical study with 339 HIV-negative men who have sex with men (MSM) to 

explore the relationship of CFC and engagement in risky sexual practices. Results 

indicated individuals with higher CFC were less likely to engage in anal intercourse 

that was unprotected by a condom.  

Crockett and colleagues (2009) conducted an empirical study with 300 adults 

to explore the relationship between CFC and engagement in diabetes screenings. 

Results indicated CFC was significantly positively associated with expectations of 

participating in diabetes screening. Crocket and colleagues (2009) also indicated that 

CFC mediated the relationship between SES and expectations of participating in 

diabetes screening; individuals with higher SES were more likely to engage in 

diabetes screening because they were higher in CFC than individuals with lower SES. 

Peters and colleagues (2005) conducted an empirical study with 231 undergraduate 

students to explore the relationship between CFC and sleep habits. Results indicated 

higher CFC was associated with more regular sleep schedules, greater satisfaction 

with sleep, reduced likelihood of oversleeping, and also higher GPAs.  

Whitaker and colleagues (2011) conducted an empirical study with 809 adults 

to explore the relationship between CFC and colorectal cancer screening. Results 

indicated higher CFC was associated with higher perceived benefits, lower perceived 

barriers, and overall increased likelihood of attending colorectal cancer screening 

appointments. Whitaker and colleagues (2011) also indicated CFC mediated the 

relationship between SES and colorectal cancer screenings; individuals with higher 

SES were more likely to engage in colorectal cancer screenings because they were 



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

101 

higher in CFC than individuals with lower SES. Ultimately, the basic association 

between time perspective and health behaviors has been well established over the past 

two decades (Hall, Fong, & Sansone, 2015).  

Now, research is beginning to explore how time perspective can add 

explanatory power to more complex models of health-related behavior and decision-

making. For example, Hall and colleagues (2015) conducted an empirical study with 

142 adults to explore the relationship between CFC and body composition. Results 

indicated engagement in health-promoting and preventive behaviors mediated the 

association between time perspective and body mass index; that is, individuals who 

were more future-oriented had lower BMI, in part because they engaged in healthier 

behavioral practices. Given the impact CFC has on health behaviors, it could be an 

important factor to consider when exploring men’s engagement in health promoting 

and preventive behaviors, alongside SES and conformity to masculine norms.  

The Present Study  

American men are not taking advantage of today’s advanced medical 

knowledge and technology to increase both their quantity as well as quality of life. For 

example, our health care field has improved exponentially over the last century, seeing 

new medications, treatments, and procedures for diseases and illness and injuries that 

once were considered death sentences. Preventive measures have increased 

exponentially as well, to the point where medical conditions such as cancer can be 

found very early on in its progression at a stage where it can be managed and 

ultimately removed. Additionally, we simply have a better understanding about what it 

means and what it takes to live a healthy lifestyle that will allow for a greater 
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likelihood of a longer and well-lived life. It is important to further explore potential 

influences of men’s engagement in health promoting and preventive health behaviors. 

As it has been outlined in the previous paragraphs, each construct of SES, conformity 

to masculine norms, and future orientation have all been indicated to be associated 

with engagement in health behaviors within their respective areas of literature; 

however, other than one study looking at SES and masculinity (Springer & Mouzon, 

2011), none of the constructs have been assessed together in the same model among a 

specified population. Thus, the present study will seek to explore the direct and 

interactive influences of masculinity and future orientation on the relationship between 

SES and men’s health behaviors, as this has yet to be examined within the men’s 

health literature.  

Identifying factors related to men’s engagement in unhealthful behaviors, 

despite the risk, is important for research and practice related to men’s health and 

well-being, as it can help with the development of more effective intervention 

strategies aimed at health promotion and greater avenues to explore in health-related 

psychotherapy. For example, if the hypotheses of the current study are confirmed, the 

present study could be used as justification for not only discussing SES, conformity to 

masculine norms, and future orientation and how they relate, individually, with 

psychotherapy clients’ overall medical and mental health, but also for considering the 

intersectionality of these variables for each individual within the context of various 

evidenced-based treatments used by mental health clinicians. Additionally, health 

disparity research emphasizes SES and other basic demographics as primary 

determinants of morbidity and mortality rates, which is reflected in public policy 



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

103 

decisions; large-scale population-based health data does not utilize more abstract 

constructs such as ones that are gendered-based, or related to one’s perception of time 

and consideration of consequences of behavior. Identifying variables that may be more 

of an influence on men’s health behavior, then, is imperative and could be used to 

establish more effective policy related to promoting men’s health and well-being.  

This study will strengthen men’s health literature in several ways. First, while 

research has begun to explore the gender paradox in health more in-depth, it has been 

minimal to this point, specifically in regard to the role of conformity to masculine 

norms; only one study to date has tested the influence conformity to masculine norms 

has on the relationship between SES and health behaviors (Springer & Mouzon, 

2011). Research testing the relationship between masculinity and health behaviors 

typically omits SES in its statistical analyses. Second, while men and masculinity 

literature is continuously evolving and testing more complex models within its 

literature to provide a better understanding of masculinity’s effect on men’s lives, 

future orientation has yet to be included in any analyses; by including future 

orientation as a construct in this study, it could provide a novel avenue for future 

research regarding men and masculinity.  

Additionally, while the association between time perspective and health 

behaviors has been well established, there have been minimal gender-focused studies 

within the CFC literature; the majority of research has utilized both men and women 

within participant populations, and have not controlled for gender within the statistical 

analyses. Last, as research areas grow and evolve, the focus shifts from indicating the 

existence of effect and moves toward exploring the underlying mechanisms by which 
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an effect operates and establishes its contingencies (Hayes, 2013). Thus, testing a 

more complex model and utilizing constructs not typically assessed together within 

men’s health literature can grasp a greater understanding of men’s decisions to engage 

(or not to engage) in healthy behaviors.  
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APPENDIX B 

MEASURES 

DEMOGRAPHIC ITEMS 

I. What is your gender? 

1. Man 

2. Woman 

3. Transgender 

[Woman/Transgender excluded from rest of survey] 

 

II. What is your age in years? 

[Manual entry] 

 

III. What is your current education level? 

1. Freshman 

2. Sophomore 

3. Junior 

4. Senior 

5. Graduate  

 

IV. Below, please indicate your race/ethnicity. The following categories are the 

National Institutes of Health categories; please feel free to use text boxes to further 

specify. 

1. American Indian or Alaska Native 

2. Asian or Asian American 

3. Black or African American 

4. Hispanic or Latina/o 

5. Native Hawaiian or other Pacific Islander 

6. White 

7. Other 

 

V. Regarding sexual orientation, do you presently identify as (check all that apply): 

1. Gay 

2. Bisexual 

3. Heterosexual 

4. A different identity: 

 

VI. Think of the scale below as representing where people stand in the United States, 

with regard to wealth/income/jobs. On the right are people who are the best off—those 

who have the most money, the most education, and the most respected jobs. At the left 

are the people who are the worst off—who have the least money, the least education, 
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and the least respected job or no job. Where would you rank yourself on this scale? 

[Visual analogue scale] 

 

VII. What is your family’s approximate household income for the year? 

[0-200,000 pull-down, in increments of 10,000] 

 

VIII. What is your parents’ highest level of education attained? 

1. Less than high school degree 

2. High school degree or GED 

3. Some college 

4. Undergraduate degree (B.A., B.S.) 

5. Graduate degree (M.A., MS.) 

6. Professional degree (M.D., Ph.D. 

 

IX. How would your rate your current health status, as compared to your peers? 

1. Poor 

2. Below average 

3. Average 

4. Good 

5. Excellent  

 

X. Where do you currently live? 

1. Home with family (e.g., parents; guardians; relatives) 

2. University dorm or off-campus apartment with roommate(s) 

3. University dorm or off-campus apartment alone 

4. Other:  

 

XI. What is your health insurance status? 

1. Parent’s insurance policy 

2. Personal insurance policy 

3. I have no insurance policy 

4. Other:  

 

XII. If you need to go to the doctor, how do you schedule your appointments? 

1. A family member (e.g., parents; guardians; relatives) schedules for me 

2. I schedule my own appointments 

3. I don’t go to the doctor 

4. Other:  
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SOCIOECONOMIC STATUS (SES) 

 

1. Think of the scale below as representing where people stand in the United States, 

with regard to wealth/income/jobs. On the right are people who are the best off—those 

who have the most money, most education, and most respected jobs. At the left are the 

people who are the worst off—who have the least money, least education, and least 

respected job or no job. Where would you rank yourself on this scale?  

[visual analogue scale, ranging from 0-100] 
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CONFORMITY TO MASCULINE NORMS INVENTORY – 46 

(Six response options, from Strongly Disagree, to Strongly Agree) 

 

 

1. In general, I will do anything to win. 

2. If I could, I would frequently change sexual partners. 

3. I hate asking for help. 

4. I believe that violence is never justified. 

5. Being thought of as gay is not a bad thing. 

6. In general, I do not like risky situations. 

7. Winning is not my first priority. 

8. I enjoy taking risks. 

9. I am disgusted by any kind of violence. 

10. I ask for help when I need it. 

11. My work is the most important part of my life. 

12. I would only have sex if I were in a committed relationship. 

13. I bring up my feelings when talking to others. 

14. I would be furious if someone thought I was gay. 

15. I don't mind losing. 

16. I take risks. 

17. It would not bother me at all if someone thought I was gay. 

18. I never share my feelings. 

19. Sometimes violent action is necessary. 

20. In general, I control the women in my life. 

21. I would feel good if I had many sexual partners. 

22. It is important for me to win. 

23. I don't like giving all my attention to work. 

24. It would be awful if people thought I was gay. 

25. I like to talk about my feelings. 

26. I never ask for help. 

27. More often than not, losing does not bother me. 
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28. I frequently put myself in risky situations. 

29. Women should be subservient to men. 

30. I am willing to get into a physical fight if necessary. 

31. I feel good when work is my first priority. 

32. I tend to keep my feelings to myself. 

33. Winning is not important to me. 

34. Violence is almost never justified. 

35. I am happiest when I'm risking danger. 

36. It would be enjoyable to date more than one person at a time. 

37. I would feel uncomfortable if someone thought I was gay. 

38. I am not ashamed to ask for help. 

39. Work comes first. 

40. I tend to share my feelings. 

41. No matter what the situation I would never act violently. 

42. Things tend to be better when men are in charge. 

43. It bothers me when I have to ask for help. 

44. I love it when men are in charge of women. 

45. I hate it when people ask me to talk about my feelings. 

46. I try to avoid being perceived as gay.  
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HEALTH BEHAVIOR INVENTORY – 20 

(Seven response options, from Always, to Never) 

 

 

1. I avoid chips and fried foods. 

2. I limit the amount of red meat I eat. 

3. I limit the amount of fat I eat. 

4. I limit the amount of salt I eat. 

5. I avoid eating large amounts of sugar. 

6. I get angry and annoyed when I am caught in traffic. 

7. I get irritated and mad when waiting in lines. 

8. Things build up inside until I lose my temper. 

9. I conduct a breast or testicular self-exam every month. 

10. I check my skin for unusual spots or coloring every few months. 

11. I have physical exams every year. 

12. I have dental exams every year. 

13. I get my blood pressure checked every year. 

14. I go to all my scheduled health care appointments. 

15. I consult health care provider right away when I have physical symptoms. 

16. I take prescription medication only as directed by a health care provider. 

17. I fill my medicine prescriptions immediately. 

18. I use tobacco products. 

19. I drink more than 2 alcoholic drinks per day. 

20. I use recreational drugs. 
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CONSIDERATION OF FUTURE CONSEQUENCES SCALE – 14 

(Seven response options, from Very Uncharacteristic, to Very Characteristic) 

 

 

1. I consider how things might be in the future, and try to influence those things with 

my day to day behavior. 

2. Often I engage in a particular behavior in order to achieve outcomes that may not 

result for many years. 

3. I only act to satisfy immediate concerns, figuring the future will take care of itself.  

4. My behavior is only influenced by the immediate (i.e., days or few weeks) 

outcomes of my actions. 

5. My convenience is a big factor in the decisions I make or the actions I take. 

6. I am willing to sacrifice my immediate happiness or well-being in order to achieve 

future outcomes. 

7. I think it is important to take warnings about negative outcomes seriously even if 

the negative outcome will not occur for many years. 

8. I think it is more important to perform a behavior with important distant 

consequences than a behavior with less important immediate consequences. 

9. I generally ignore warnings about possible future problems because I think the 

problems will be resolved before they reach crisis level. 

10. I think that sacrificing now is usually unnecessary since future outcomes can be 

dealt with at a later time. 

11. I only act to satisfy immediate concerns, figuring that I will take care of future 

problems that may occur at a later date. 

12. Since my day-to-day work has specific outcomes, it is more important to me than 

behavior that has distant outcomes. 

13. When I make a decision, I think about how it might affect me in the future. 

14. My behavior is generally influenced by future consequences. 
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SINGLE ITEM MEASURES OF COLLEGE MEN’S HEALTH BEHAVIORS 

  

 

I. During the last 12 months, how often did you usually have any kind of drink 

containing alcohol? (e.g., a 12 ounce can or glass of beer or cooler, a 5 ounce glass of 

wine, or a drink containing 1 shot of liquor). Choose only one. 

1. Every day 

2. 3 to 6 times a week 

3. Twice a week 

4. Once a week 

5. Once a month 

6. Less than once a month 

7. I don’t drink alcohol 

 

II. During the last 12 months, how many alcoholic drinks did you have on a typical 

day when you drank alcohol? 

1. 25 or more drinks 

2. 15 to 24 drinks 

3. 7 to 15 drinks  

4. 3 to 6 drinks 

5. 2 drinks 

6. 1 drink 

7. I don’t drink alcohol 

 

III. During the last 12 months, how often did you have 5 or more drinks containing 

any kind of alcohol in within a two-hour period? 

1. Every day  

2. 3 to 6 days a week  

3. Twice a week 

4. Once a week 

5. Once a month 

6. Less than once a month 

7. I don’t drink alcohol  

 

IV. During the past 12 months, how often did you use marijuana?  

1. Every day 

2. 3 to 6 times a week 

3. Twice a week 

4. Once a week 

5. Once a month 

6. Less than once a month 

7. I don’t use marijuana 

 

V. During the past 12 months, how often did you operate a motor vehicle when you 

were under the influence of any amount of substance (e.g., alcohol; marijuana; etc.)? 
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1. Every day 

2. 3 to 6 times a week 

3. Twice a week 

4. Once a week 

5. Once a month 

6. Less than once a month 

7.  Never 

 

VI. I use protective contraception (e.g., condom) when I have sexual intercourse. 

1. Always 

2. Almost Always 

3. Sometimes 

5. Almost Never 

6. Never 

 

VII. How many sexual partners have you had in the past 12 months? 

1. 12 or more partners 

2. 7 to 11 partners 

3. 3 to 6 partners 

4. 2 partners 

5. 1 partner 

6. None 

 

VIII. In the past 12 months, have you felt hopeless about the present or future? 

1. Yes 

2. No 

 

IX. In the past 12 months, have you had thoughts about killing yourself? 

1. Yes 

2. No 

 

X. In the past 12 months, have you attempted to kill yourself? 

1. Yes 

2. No 

 

XI. In the past 12 months, what is the typical amount of sleep that you get per night? 

1. 10 or more hours  

2. 8 to 9 hours 

3. 5 to 7 hours 

4. 2 to 4 hours 

5. Less than 2 hours 

 

XII. In the past 12 months, how often do you struggle to fall asleep (e.g., lay in bed for 

an hour or more before falling asleep)? 

1. Always 
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2. Almost Always 

3. Sometimes 

5. Almost Never 

6. Never 

 

XIII. In the past 12 months, when you encounter an altercation with another person, 

how often did it end in a physical fight? 

1. Always 

2. Almost Always 

3. Sometimes 

5. Almost Never 

6. Never 

 

XIV. In the past 12 months, when you were struggling with an issue (either physically 

or emotionally), how often did you seek out help (either from a professional or 

friend/family member)? 

1. Always 

2. Almost Always 

3. Sometimes 

5. Almost Never 

6. Never 
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CENTER FOR EPIDEMIOLOGIC STUDIES DEPRESSION SCALE (CES-D) 

(Four response options, from Rarely to Most All the Time) 

 

During the past two weeks… 

1. I was bothered by things that usually don’t bother me. 

2. I did not feel like eating; my appetite was poor. 

3. I felt that I could not shake off the blues even with help from my family. 

4. I felt that I was just as good as other people. 

5. I had trouble keeping my mind on what I was doing. 

6. I felt depressed. 

7. I felt that everything I did was an effort. 

8. I felt hopeful about the future. 

9. I thought my life had been a failure. 

10. I felt fearful. 

11. My sleep was restless. 

12. I was happy. 

13. I talked less than usual. 

14. I felt lonely. 

15. People were unfriendly. 

16. I enjoyed life. 

17. I had crying spells. 

18. I felt sad. 

19. I felt that people disliked me. 

20. I could not "get going." 

  



Texas Tech University, Tyler C. Bradstreet, August 2018 

 

116 

APPENDIX C 

IRB APPROVAL LETTER 

February 4, 2016 

 

RE: 505642 Future Orientation and Health Behaviors 

The Texas Tech University Protection of Human Subjects Committee approved your 

claim for an exemption for the protocol referenced above on February 4, 2016.Exempt 

research is not subject to continuing review. However, any modifications that (a) 

change the research in a substantial way, (b) might change the basis for exemption, or 

(c) might introduce any additional risk to subjects must be reported to the Human 

Research Protection Program (HRPP) before they are implemented. To report such 

changes, you must send a new claim for exemption or a proposal for expedited or full 

board review to the HRPP. Extension of exempt status for exempt protocols that have 

not changed is automatic. The HRPP staff will send annual reminders that ask you to 

update the status of your research protocol. Once you have completed your research, 

you must inform the HRPP office by responding to the annual reminder so that the 

protocol file can be closed. 

Sincerely, 

Kelly C. Cukrowicz, Ph.D.  

Chair, Institutional Review Board for the Protection of Human Subjects 

Associate Professor, Dept. of Psychological Sciences 

 

 


