
 
 

 

Journal of Education Research and Behavioral Sciences Vol. 4(2), pp. 037-054, February, 2015 
Available online at http://www.apexjournal.org 

ISSN 2315-8735© 2015  Apex Journal International 

 
 
 
 
 

Full Length Research 
 

Determinants of health seeking behaviour among men 
in Luwero District 

 

Gertrude Nagaddya Lubega1*, Benon Musinguzi2, Patrick Omiel3 and Javis Levi Tumuhe4 
 

1
MDEV, Faculty of Social Sciences, Uganda Christian University, Mukono Campus. P.O. Box 4 Mukono, Uganda. 

2
Vice Chancellor (Academic Affairs) Uganda Christian University, Mukono Campus. P.O. Box 4 Mukono, 

Uganda 
3
School of Computing and Information Technology, Makerere University. 

4
Bstat, School of Statistics and Applied Economics Makerere University. 

 
Accepted 22 January, 2015 

 

Men’s health seeking behaviour is a complex phenomenon. Men have been stereotyped as being 
reluctant towards seeking health care when faced with illness. Determinants of health seeking 
behaviour have been under investigated. The aim of this study was to establish the determinants of 
men’s health seeking behaviour in Luwero district. This cross-sectional survey employed both 
quantitative and qualitative techniques. A structured questionnaire was administered to a sample of 162 
men aged 18-75 years in three villages (as clusters) randomly selected from three of the sub-counties of 
Luwero district which were also randomly selected out of the thirteen counties that make up Luwero 
district. Although men were homogeneous by sex, they were heterogeneous by characteristics on 
matters concerning seeking health care. Data were analyzed using SPSS and StataSE 10 software, 
applying both bivariate and multi-regression models. The study revealed that 68. 5% experienced health 
problems of which only 39.6% sought care. Of the 39.6%, 58.1% sought care late. At 95% Confidence 
Interval, conformity to masculinity and cost of care were positively significant determinants of men’s 
health seeking behaviour; both with p-values<0.0001. Poverty and Health Service Provider’s indifferent 
behaviour were among the barriers to seeking health care. Socio-demographic factors did not show 
significant influence on men’s health behaviour; instead, they motivated and increased the significance 
of Masculinity and Cost of Care. Men’s health seeking behaviour was found to be actually “poor”, 
influenced by socially constructed beliefs, external and demographic factors. Therefore, a wider 
spectrum of actors including government ministries, international agencies and the civil society is 
important in addressing the determinants of men’s health seeking behaviour and health needs. Through 
such actions and initiatives, improved health for men, women and children will be attained. Also the 
study recognized a need for more detailed research focusing on each determinant of men’s health 
seeking behaviour independently.  
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INTRODUCTION 
 
Health seeking behaviour is the act of making a decision 
to seek or not to seek health care from qualified medical 
personnel when not feeling well. In its widest sense,  
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health behaviours includes all those behaviours 
associated with establishing and retaining a health state, 
plus aspects of dealing with any departure from that state 
(WHO, 1995).  

Men’s attitude towards seeking healthcare appears 
similar worldwide.  They  shun going for  routine  medical  
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check-ups, preventive care or health counseling, and, 
often, ignore symptoms or delay seeking medical 
attention when sick, in pain, or even when their lives are 
in grave danger (The Lancet 2001; Soai, 2012). 
According to Galdas (2000) and Boman (2010), there is a 
growing body of research in the United States (US) which 
suggests that men are less likely than women to seek 
help from health professionals for problems as diverse as  
depression, substance abuse, physical disabilities, and 
stressful life events. In the UK, empirical based evidence 
for one decade also supports the theory that men are 
less likely to use health services and seek help from 
health professionals in comparison with their female 
counterparts. For instance, men visited their general 
practitioners 67 million times in 1990, while women 
visited 143 million times in the same period (OPCS, 
1991) as cited in Galdas (2004, p617). Previous studies 
indicate that, while it is difficult for men to seek health 
care services at a time when it is required, it is a common 
practice for them to engage in highly risky behaviour 
which further exposes them to deadly diseases, such as 
STDs, lung cancer, and mental illness (Vlassoff, 2007), 
among others.  

A study that was conducted in Ghana, “Health Seeking 
Behaviour of Persons with HIV/AIDS”, revealed that, to a 
large extent, people’s health seeking behaviour depends 
upon their understanding and interpretation of the cause 
of their sickness. Whereas people accept the germ theory 
of disease causation, their attitude to search for cure to a 
disease will be different from that of those who attribute it 
to supernatural cause (Awusabo-Asare, 1997). In Africa, 
where the HIV/AIDS scourge has been a major threat to 
human health regardless of demographic features, the 
health seeking behaviour of men has not been any better.  

The UNAIDS (2009) statistics indicated that: 
 

 An estimated 22.4 million people are living with HIV 
in Sub-Saharan Africa (SSA) - around two thirds of 
the global total. In 2008, around 1.4 million people 
died from AIDS in Sub-Saharan Africa and 1.9 
million became infected with HIV. Since the 
beginning of the epidemic, more than 14 million 
children have lost one or both parents to AIDS. 

  
Studies conducted in African countries, for instance, in 
Ethiopia, South Africa, Ghana and Uganda, VCT 
utilisation among men has been very low and yet it is the 
gateway to HIV treatment, care, and support (Leta, 2012; 
Asare, 1997; Bwambale, 2008). 

Not surprisingly, the Millennium Development Goals 
(MDGs), which are central to contemporary policy and 
action to reduce poverty, place a considerable emphasis 
on improving individual health. Three of the eight goals 
(reducing infant mortality, reducing maternal mortality, 
and   tackling  AIDS,  malaria,  TB  and  other   diseases)  

 
 
 
 
directly focus on health (Hulme, 2006). This means that 
health must be put at the forefront while designing 
strategies to reduce poverty in most developing 
countries. 

According to Ssewanyana (2004), health is a funda-
mental dimension of well-being and a key component of 
human capital development. It is not surprising, therefore, 
that the health sector is top priority of government 
development strategies. The Uganda National Health 
Policy (NHP) 2000-2009 emphasized that the minimum 
healthcare package, with interventions addressing the 
biggest burden of disease affecting the majority of the 
population, would form the primary focus of the health 
delivery system (MOH, 1999).  

Similarly, rights based approaches to development 
conceptualize life and health as a fundamental right by 
depositing access to basic health services as something 
that should be guaranteed for all humanity (Hulme, 
2006).  

However, as stated by Lawson (2004), Uganda’s health 
is perhaps one of the sectors that suffered most from the 
turmoil of the 1970s and early 1980s, when civil wars and 
the “Amin era” dominated Uganda’s world profile. Luwero 
District, the centre of interest for this research, was the 
most affected by the liberation bush war of 1980s that left 
many civilians dead and those who survived suffered 
psychological, economic and social effects. Up to date, 
Luwero District suffers the consequences of the bush 
war. According to the Luwero District Score Card (2008-
09), the quality of service provision is less than desirable, 
with key services, such as, health care, water, sanitation, 
education, and access to agricultural advisory services, 
remaining dismal.  

Following the decentralized system; Uganda has 
significantly improved access to healthcare services as 
well as the country’s response to HIV/AIDS. Further, the 
Global Fund to Fight AIDS, Tuberculosis, and Malaria, 
the general Global Fund, USAID, and other donor 
programming have led to increased availability of HIV 
prevention, outreach, and treatment services for oppor-
tunistic infections (Uganda Health System Assessment, 
2011). Almost each parish has a health centre and most 
Ugandans now live within five kilometers of a health 
centre. With such services nearer to the people, it would 
be realistic to anticipate easy access and uptake of the 
health services. However, HIV programme evaluation 
reports indicate that men’s response to such services is 
still disappointing (Bwambale, 2004; UAIS, 2011), with 
virtually all adult men (99%) having heard of HIV, while 
only 45% have ever tested for HIV as compared to the 
66% of their female counterpart. 

Men’s involvement in health care, as demanded by the 
health care providers has become so complex that they 
almost fail them to provide services to other stakeholders 
who may be in dire need of it. For instance, when it was  



 
 

 

 
 
 
 
made a requirement for expectant mothers to only access 
antenatal care services when they have come along with 
their spouses, men failed to comply. Instead, men 
decided to hire motorcyclists (bodaboda men) to take for 
them their wives and also act as husbands to the women 
so that they can be able to receive antenatal care. This 
has been happening in Kibuku district, and similar 
instances have been reported in Soroti, Butaleja, Sironko, 
Bugiri and other districts (Nampala, July 13, 2013). 
Alberti (2009) also noticed gender disparities in health 
seeking behaviour where men with diabetes and hyper-
tension seek health care less frequently than women.  

Ssewanyana (2004) made some observations on the 
health system and noted that, the government of 
Uganda’s efforts to address challenges facing the health 
sector have been biased towards the supply side (e.g., 
constructing new health facilities, removing user fee 
government policy, and recruiting more health personnel) 
while neglecting the demand side. Ssewanyana 
suggested that there is a need to think beyond supply 
and consider how individuals behave during episodes of 
illness and study the nature and the magnitude of the 
factors affecting their health seeking behaviour. Across 
the world, studies comparing men and women are 
inadequate in explaining the processes involved in men’s 
help-seeking behaviour (Galdas, 2004). Health seeking 
behaviour is not even mentioned in widely used text 
books (Mazonde, 1999). 

While there is an extensive body of literature on the 
general health seeking behaviour and health behaviour 
concepts, little has been written, specifically on men and 
what influences their decision not to seek health care 
services (SEF/PRS/STD - GPA/WHO, June1995). Due to 
the fact that there is scanty information, men have been 
blamed for their reluctance and being less consumers of 
health services and, thus, seen to be victims of their own 
behaviour (Smith, 2006). This means, therefore, that 
there is a knowledge gap which needs further research 
before apportioning blame on men entirely. 

However, the good news is that Uganda’s health sector 
is now projected to have the fastest growing share of 
government expenditure over the next few years (Lawson, 
2004). Therefore, it is extremely appropriate to establish 
which factors are key determinants in affecting specific 
groups’ demand for health care. Accordingly, this 
research investigated the factors associated with health 
seeking behaviour among men in Luwero district through 
administering a detailed questionnaire to men and 
through a series of focus group discussions. The focus 
groups were comprised of only men between 18 and 75 
years old. 
 
 

METHODS 
 

A cross-sectional   survey   approach   that   utilized   a  
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combination of both quantitative and qualitative methods 
was adopted. This design was chosen to obtain 
immediate information on the determinants of health 
seeking behaviour among men in Luwero District. 
Quantitative data was obtained through one-on-one 
interviews with men who were household heads by use of 
a questionnaire. This was supplemented with qualitative 
data that was obtained through focus group discussions. 
The study design was useful as it allowed collection of 
data, and opinions and perceptions of men from a 
relatively large number of respondents, thus, allowing 
generalization to be made easily.  
 
 
Sampling techniques 
 
This research employed cluster methods of sampling to 
come up with the sample size of 162 elements that were 
homogeneous by sex and heterogeneous by 
characteristics. Luwero District is made up of 13 Sub-
Counties from which three of them were randomly 
selected and these included Bamunanika, Katikamu and 
Makulubita. A village was further randomly selected from 
each of the three Sub-Counties and whoever was eligible 
and present at that particular time was interviewed. The 
three villages acted as clusters representing the total 
study area. Men were expected to respond differently 
toward ill-health and health care seeking. Thus, by 
picking on the three villages from the three Sub-Counties, 
a variety of men’s characteristics regarding health care 
seeking behaviour were captured. Three Focus Group 
Discussions (FGDs) were also conducted from the three 
Sub-Counties. For those who were not at home, 
appointments were made for them to be interviewed the 
following day.  
 
 
Indicators 
 
For this particular study, wellness or unhealthy days, 
voluntary medical check-up, completion of prescribed 
medicine, attending medical review, opting to treat other 
family members but not self, chronic disease prevalence, 
and life expectancy which was assessed on parents of 
the respondents, were chosen as indicators or pointers 
showing a measurement of the influencing factors of 
health seeking behaviour among men in Luwero District. 
 
 
Data collection  
 
Pre-structured questionnaires were used as the main 
instruments for quantitative data collection. Instant 
administering of the questionnaire enabled the research 
team to collect data from a large sample of respondents,  



 
 

 

040          J. Educ. Res. Behav. Sci 
 
 
 
within the shortest time possible and at a low cost. A pre-
coded questionnaire made data entry and analysis very 
easy since the relationship between variables was clear. 
The questionnaire consisted of 12 questions, covering all 
the study objectives and answering the research 
questions, including the biography of the respondents. An 
interview guide was another tool that was used to 
moderate the focus group discussions.  

 
 
Data analysis 

 
Quantitative data was entered into Epi Info version 3.5.1 
and then exported to the Statistical Package for Social 
Scientists (SPSS) version 11.0 for processing and 
tabulated into meaningful categories to form emerging 
issues of the study subject basing on the study 
objectives. Frequency distributions and percentages were 
used for descriptive analysis of quantitative data. Chi-
square test was used to determine correlation between 
variables. Stata/SE10 was also employed for multi-
regression analysis. Associations between the outcome 
and independent variables were assessed using odds 
ratio, 95% confidence level and p-values. A p-value of 
0.05 and less was taken to be statistically significant. 

 
 
Quantitative analysis was based on the following 
variable descriptions 
 
Men’s health seeking behaviour was ascertained basing 
on the reaction of the respondents who fell sick or 
experienced any body discomfort in the last six months, 
and whether they have ever gone for a general medical 
checkup regardless of health status. Those who had 
visited a health facility or bought medicine from an 
authorized drug shop/ pharmacy with a trained health 
person were considered to have sought health care, 
while those who did “self-treat” regardless of the source 
of treatment, were considered not to have sought care 

The period from the onset of an illness and when action 
was taken to seek health care was also used to check 
reaction towards an illness. Thus, immediate presentation 
of any discomfort and seeking health care within a week 
from the onset of an illness was taken as timely health 
seeking, while those who sought care after a week were 
described as delayed health care seekers. 

Determinants of health seeking behaviour were 
established from different categories of respondents 
which included: respondents who had been sick and did 
not seek for health care from professional medical 
personnel; respondents who had never taken any 
medical test or check-up; and, respondents who chose to 
treat the rest of the family members but not themselves. 

 
 
 
 
Qualitative data 
 
Three focus group discussions of 9-12 participants per 
group and aged 18 and above were conducted in 
Luganda by the Principal Investigator as the moderator 
assisted by a research assistant as a note taker. A focus 
group discussion guide was used comprised of 
predetermined topics each one representing a study 
indicator which also indirectly brought out the 
determinants of men’s health seeking behaviour. Data 
was analyzed descriptively, paying attention to the issues 
and matters that were mentioned by the members of the 
focus groups and capturing any unique experiences 
reported and observed through body expressions. 
Information was categorized under different themes; each 
of them corresponding to the study objectives. The FGDs 
were meant to provide deeper understanding of 
information on the men’s perceptions of seeking health 
care when not feeling well. 
 
 
Ethical considerations 
 
The research procedures and the data collection tools 
were approved by the Uganda Christian University 
Ethical Review Board at the School of Post Graduate 
Studies. The introductory part of the questionnaire acted 
as a consent form for the respondents. This clearly stated 
the purpose of the study and the level of confidentiality 
that was to prevail. Participation in the study was purely 
voluntary and only those who agreed to participate were 
interviewed. The questionnaire had clear instructions 
guiding both the data collectors and data analysts to 
avoid being subjected to biases. No name or person’s 
identification number was reflected on the questionnaire. 
 
 
FINDINGS 
 
The results are presented in form of descriptive statistics, 
including frequency tables and percentages of the study 
variables. Inferential statistics were obtained basing on 
chi-square tests, bivariate level and multiple regression 
analyses. These three tests helped to ascertain the 
significance of association between the variables and the 
study objectives. Findings were accepted as statistically 
significant at a p-value <0.05 and less. Some verbatim 
(views) of respondents were also been highlighted.  
 
 
The socio-demographic characteristics and the 
health seeking behaviour among men in Luwero 
District 
 
The    socio-demographic     characteristics     of     the  
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Table 1. Socio-demographic Characteristics of Respondents. 

 

Age in complete years No of men interviewed (162) Percentages (%) 

Age Groups   

18-35 (youths) 56 34.6 

36-50 (middle-aged) 58 35.8 

51-75 (elderly) 48 29.6 

 

Religion 

  

Catholic 36 22.2 

Protestant 73 45.1 

Muslim 28 17.3 

Pentecostal 22 13.6 

African Tradition 3 1.9 

 

Marital status 

  

Church marriage 34 21.0 

Civil marriage 1 .6 

Customary Marriage 14 8.6 

Cohabiting 81 50.0 

Widowed 9 5.6 

Divorced/separated 7 4.3 

Single 16 9.9 

 

Tribe 

  

Muganda 126 77.8 

Munyoro 11 6.8 

Muteso 9 5.6 

Nubian 12 7.4 

Other 4 2.5 

 

Education 

  

No formal education 30 18.5 

Primary school level 82 50.6 

Completed secondary/high 39 24.1 

Technical/Vocational school 6 3.7 

Diploma 3 1.9 

Under graduate degree 2 1.2 

 

Occupation/Source of income 

  

Formal employment 10 6.2 

Casual labourer 44 27.2 

Subsistence farming 81 50.0 

No work at all 12 7.4 

Business 7 4.3 

Motorcyclist (Boda) 5 3.1 

Other 3 1.9 

 
 
respondents included age, religion, marital status, 
tribe/ethnic origin, education, occupation and distance to 
the nearest health facility. These characteristics were 

examined independently and the correlation between 
them was highlighted in the Table 1. While descriptive 
statistics was derived basing on the  total  sample  of  the  
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Table 2. Men’s Health Status and Actions Taken in the Past Six Months. 
 

 Sick in the past six months Frequency Percentage 

Yes 111 68.5 

No 51 31.5 

Total 162 100 

Action taken  

Sought health care 44 39.6 

Never thought health care 67 60.4 

Total 111 100 

 
 
 

Table 3. Relationship between an Illness and the Action Taken. 

 

Sickness 

Seeking Health Care 

Did not seek care Sought  care 

Freq. %age Freq. %age 

Fever 14 35.9 25 64.1 

Cough/Flu 24 75.0 8 25.0 

Headache 7 77.8 2 22.2 

Stomach pain 6 66.7 3 33.3 

Diarrhea 6 100.0 0 .0 

Heart disease 1 100.0 0 .0 

HIV/AIDS 0 .0 2 100.0 

Other 9 69.2 4 30.8 

 
 

Table 4. Time taken to Seek Health Care among Sick Men. 

 

Time taken by health seeking men Freq. %age 

Less than seven days 18 41.9 

More than seven days 26 58.1 

Total 44 100.0 

 
 
study of 162 respondents and inferential statistical tests 
were conducted mainly on those respondents who felt 
unwell in the past six months.  

Table 2 indicates that majority (68.5%) respondents felt 
unwell while 31.5% did not experience any kind of 
discomfort in the past six months. Also, 60.4% of the 111 
men who fell sick during the specified study period did 
not seek health care services. The diseases that 
respondents suffered from ranged from chronic to 
communicable and non-communicable diseases as 
indicated in Table 3. Results also indicated that men 
were less responsive to seeking health care when 
suffering from “simple” diseases like headache and 
cough/flue. Worse still, results of Table 4 show that 
majority of men who actually sought health care, did it 
rather late. This is another sign of “poor” health seeking 
behaviour among men.  

Having looked at the respondents’ health status and their 
health seeking behaviour during the past six months, the 
following sections further describe how each determinant 
variable influenced men’s health seeking behaviour and it 
is at this point that the research questions are answered. 
Table 5 indicates how the socio-demographic 
characteristics influenced men’s health seeking 
behaviour when analyzed using bivariate model. 
 
 
Age of the respondents 
 
The age of the respondents was categorized into three; 
that is, 18-35 (the youths), 36-50 (the middle-aged), and 
51-75 (the elderly). This was intended to establish which 
age categories are more or less responsive to health care 
seeking.  
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Table 5. Socio-demographic Factors and Men’s Health Seeking Behaviour (111). 
 

 Sought Care =44 No Care =67 p-value 

Age Freq. %age Freq. % age 

18-35 9 24 29 76 0.032 

36-50 20 53 18 47 

51-75 15 43 20 57 

 

Religion 

Catholics                              16 59 11 41 0.022 

Protestants                          19 38 31 62 

Muslims                              3 16 16 84 

Pentecostals                        5 36 9 64 

African traditionalists                 1 100 0 0 

 

Marital Status 

Church marriage                12 46 14 54 0.153 

 

 

Civil marriage                      1 100 0 0 

Customary marriage          3 25 9 75 

Cohabiting                           24 48 26 52 

Widowed                            1 14 6 86 

Divorced/separated           1 33 2 67 

Single                                    2 17 10 83 

 

Tribe 

Muganda                              40 49 42 51 0.014 

Munyoro                              1 13 7 88 

Muteso                                 2 29 5 71 

Nubian                                  1 10 9 90 

Other                                    0 0 4 100  

 

Education level 

No formal education          7 29 17 71 0.117 

Primary school level        21 36 38 64 

Secondary/High school   11 55 9 45 

Technical/vocation level 2 50 2 50 

Diploma level                  2 100 0 0 

Under graduate               1 100 0 0 

 

Distance to H/facility 

Less than a kilometer       7 58 5 42 0.383 

Three kilometers                  27 37 46 63 

Five kilometers                     9 47 10 53 

> five kilometers                 0 0 3 100 

Do not know                       1 33 2 67 

 
 
 
 
From Table 5, each age group responds to health care 
differently. Middle-aged men sought care more than the 
youths and the elderly. Statistically, results revealed that 

there is a strong association between the age of men and 
their health seeking behaviour. With a p-value = 0.032, 
less  than  0.05,  it  was  concluded  that   men’s   health  
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Table 6. Association of Variables (factors) that Influence Men’s Health Seeking Behaviour.  
 

Care sought Coef. Std. Err. T p> ( t ) (95% conf. Interval) 

Age  -.0010717 .0018494 -0.58 0.564 -.0047414 .0025979 

Religion  -.0264871 .0273015 -0.97 0.334 -.0806593 .027685 

Marital status -.017636 .0167633 -1.05 0.295 -.0508979 .015626 

Income  -.0237102 .0237143 -1.00 0.320 -.0707646 .0233442 

Tribe  -.0360439 .0240637 -1.50 0.137 -.0837914 .0117037 

Education  -.0115053 .0300604 -0.38 0.703 -.0711517 .048141 

Nearest H/facility  .0058197 .0342554  0.17 0.865 -.0621504 .0737899 

Masculinity -.6846984 .0611664 -11.19 0.000 -.0860658 -.563331 

Cost of care -.1569079 .0422703 -3.71 0.000 -.02407813 -.0730344 

-cons  1.169091 .1952932  5.99 0.000 .7815866 1.556595 

 
 
seeking behaviour is highly dependent on their age. 
These results also implied that there could be other 
indirect factors that motivate the different age groups to 
have such varying reactions towards seeking health care. 
This, therefore, necessitated a multivariate analysis to 
establish which factors influence the other. (Table 6) 
 
 

Religion of respondents 
 

Table 5 further shows that certain religious values 
influenced men’s health seeking behaviour. Catholics 
were more likely to seek health care (59%) than the 
Muslims (16%). There is a possibility that Muslims and 
others who sought less health care have other ways of 
treating themselves which are not recognized as 
professional ways of seeking care. Scientifically, since 
the p-value <0.022 was less than 0.05, it was concluded 
that there is a very strong evidence of a relationship 
between the religion and health seeking behaviour 
among men, and that religion strongly determines the 
health seeking behaviour among men in Luwero district. 
 
 

Marital status of respondents 
 
The study results from Table 5 revealed that marital 
status and men’s health seeking behaviour are not 
positively associated. This is so because there was not 
enough statistical evidence to show that health seeking 
behaviour among men in Luwero district is dependent on 
the marital status since the Fishers’ p-value = 0.153 was 
greater than the statistical 0.05. Hence, it was concluded 
that men’s health seeking behaviour is not determined by 
their marital status.  
 
 
Tribe of respondents 
 

From Table 5, results indicate that unlike the Baganda 
men who endeavoured to seek health care, the rest of 

the tribes performed very poorly in this regard. The 
statistical interpretation here is that seeking for health 
care was highly associated with tribe because of the p-
value = 0.014. Thus, it was concluded that seeking for 
care by men highly depended on the tribe one belonged 
to. However, those findings can be attributed to the fact 
that a result of other tribes were statistically under 
represented 
 
 
Education level of the respondents 
 
The study revealed that majority of the respondents had 
low level of education (Table 5). To a small extent, 
descriptive analysis indicated that the probability of 
seeking health care increased with higher level of 
education. Although a slight association between levels 
of education and a decision to seek health care was 
discernible, this was not statistically significant. Since the 
p-value = 0.117, greater than 0.05, it was concluded that 
there was no significant relationship between the level of 
education of men and their decision to seek health care 
or not. Therefore, there was not enough evidence to 
show that the education of men influences their health 
seeking behaviour. 
 
 
Distance to the nearest health facility 
 

This research established that most of the respondents 
did not live many miles away from health facilities. The 
statistical figures (Table 5) did not indicate enough 
evidence to whether the distance to the nearest health 
facility and men’s health seeking behaviour are positively 
associated (p-value = 0.383). Thus, it was concluded that 
distance alone does not influence health seeking 
behaviour among men in Luwero District. 

This study also indicated that the main means of 
transport used by respondents is boda-boda (paid 
motorcycles)  and  bicycles.  Those  who  walk  to health  
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Table 6.  Conformity to Masculinity and Health Seeking Behaviour. 
 

Sought Care =44 No Care =67 Total P-value 

  Freq %age Freq %age N=111 

Less conformity to masculinity 42 82 9 18 51 <0.001 

High conformity to masculinity 2 3 58 97 60 

 
 
Table 7. Cost of Care and Health Seeking Behaviour among Sick Men. 

 

Sought Care=44 Did not seek Care=67 Total P-value 

Cost of care Freq. %age Freq. %age 111 

With cost challenge 21 33 42 67 63 <0.001 

No cost challenge 39 81 9 19 48 

 
 
facilities regardless of the distance constituted 18.5%. 
Although the distances to the nearest health facilities 
seemed not to be very long, to a sick person, it can act as 
a barrier to seeking health care. However, having a 
health facility in every Sub-County and at parish levels as 
the case is in Luwero District was recognized as a great 
improvement in health service provision by the 
government of Uganda. However, despite the availability 
of health services, men’s demand for them remained low. 
 
 
Men’s level of conformity to masculinity beliefs and 
health seeking behaviour 
 
The study results in Table 7 revealed that men who do 
not contend to constructions of masculinity identity 
sought more health care when feeling unwell. 
Respondents who experienced any kind of discomfort in 
their bodies and expressed some sentiments of 
masculinity in most of their responses, such as, “real men 
do not fall sick”, “men are supposed to be strong”, or 
even, underestimated any form of illness were 
considered to have had high level of conformity to 
masculinity and only 3% sought health care when feeling 
unwell. 

This implies that men who strongly contend to their 
masculine identity are less likely to seek medical care 
when feeling unwell. With a P-value <0.001, it was 
concluded that conformity to masculinity is a strong 
barrier to health care seeking among a big proportion of 
men in Luwero District. 
 
 
The influence of cost of care to men’s health seeking 
behaviour 
 
Results  in  Table  8  indicate  a  very  strong  correlation  
between cost of care and men’s health seeking 
behaviour. Therefore, with a p-value <0.001, it is evident 

that the cost of care highly influenced men’s decision to 
or not to seek health care. This was one of the external 
factors whereby men had been left with no choice other 
than resorting to other forms of self- treat which were less 
costly. 

Members of the FGDs also argued that medical costs 
are part of the major barriers to accessing health care 
given the prevailing poverty among families in Luwero 
district. It was noted from all the three FGDs that even in 
government health facilities where cost sharing was lifted, 
health care is not totally free. For instance, to visit a 
hospital, one is required to buy an exercise book where 
the doctor writes the prescription, syringes in case of 
getting an injection, and other medical equipments 
depending on what one is suffering from. Worse still, 
members explained that money can be spent and time 
wasted in queues and, at the end of the day, there is no 
medicine; patients are required to buy it from drug shops. 

One gentleman in a FGD said the following: 
 

“Sincerely speaking, other factors remaining 
constant, the major determinant of men’s unpredic-
table health seeking behaviour is poverty. When 
there is not enough money, a man will find all kinds 
of reasons to justify his failure to seek health care. A 
man must appear strong before others, especially 
the family members”. (FGD - Katikamu Sub-County) 
 

Because of the high health care costs coupled with 
poverty which is rampant among families in Luwero 
district, men resorted to different ways of survival; some 
of which seemed to be detrimental to their lives. Another 
FGD member in Bamunanika Sub-County proudly 
confessed as follows: 

 
 When I am attacked by malaria/fever, I just buy two 
panadol tablets, swallow them with a half litre of 
crude waragi and I sleep. By the time I wake up, I 
am  a   new   person   with   no   traces   of   malaria.  
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Table 9. Association of Factors that Influence Sick Men’s Health Seeking Behaviour.  
 

Care sought Coef. Std. Err. T p> ( t ) (95% conf. Interval) 

Age  -.0010717 .0018494 -0.58 0.564 -.0047414 .0025979 

Religion  -.0264871 .0273015 -0.97 0.334 -.0806593 .027685 

Marital status -.017636 .0167633 -1.05 0.295 -.0508979 .015626 

Income  -.0237102 .0237143 -1.00 0.320 -.0707646 .0233442 

Tribe  -.0360439 .0240637 -1.50 0.137 -.0837914 .0117037 

Education  -.0115053 .0300604 -0.38 0.703 -.0711517 .048141 

Nearest H/facility .0058197 .0342554 0.17 0.865 -.0621504 .0737899 

Masculinity -.6846984 .0611664 -11.19 0.000 -.0860658 -.563331 

Cost of care -.1569079 .0422703 -3.71 0.000 -.02407813 -.0730344 

-cons 1.169091 .1952932 5.99 0.000 .7815866 1.556595 

 
 

Sometimes, when I feel feverish, I get my hoe and I 
dig about quarter an acre, sweat out all the malaria 
and the next day I will be fine. 

 

Surprisingly, the rest of the group members were also in 
agreement with the above confession as a form of 
managing certain illnesses. 

As indicated earlier, men’s health seeking behaviour is 
a complex phenomenon. Men fail to specifically point out 
the exact cause of their unpredictable response to seek 
care. A number of factors were mentioned and this called 
for a multi-regression analysis to establish how health 
seeking behaviour is influenced by the association of the 
different factors as indicated in Table 9. 

From the regression analysis (Table 9), masculinity and 
cost of care were statistically significant with p-values 
less than 0.05, while religion, marital status, income, 
tribe, education and nearness to the health facility were 
not since their p-values were greater than 0.05. From the 
model specification, this was a very good model since the 
p-value = 0.000 associated with the F-statistic was less 
than 0.05. However, this does not mean that the 
variables that were not statistically significant do not 
influence men’s health seeking behaviour; their existence 
made men’s conformity to masculinity and cost of care 
more pronounced than they were when analyzed 
independently. This means, therefore, men’s decision to 
seek care or not is determined by a combination of 
factors. For instance, when a man has low level of 
education and income, yet the cost of care is high, 
definitely his level of conformity to masculinity would also 
be high.  
 
 

Characteristics of “good” or “poor” health seeking 
behaviour among men 
 

While assessing the determinants of health seeking 
behaviour among men, it was noted that there were 
certain characteristics or indicators that can depict one’s 

health seeking behaviour. Most of these characteristics 
were applicable to all the respondents regardless of their 
health status in the specified period and they include the 
following: 
 
 
Attending medical review 
 
In public health, it is good practice for one to take 
medication as directed or prescribed by a Physician or 
other professional medical personnel and at the end of 
the treatment, whether there is improvement or not, the 
patient is supposed to go back for the current health 
assessment. According to this study’s findings, 77.3% of 
the total respondents who sought care did not go back for 
that kind of assessment. Majority of these (45.7%) 
thought it was not necessary, more so, when the disease 
has cured. Also, 31.4% thought it is a waste of time while 
17.1% said it is a waste of resources.  

The discussion held with some men in Makulubita 
(FGD) about medical review, revealed that majority of 
them had never even heard about the term medical 
review. Even after a brief description of what it meant and 
its usefulness, men did not seem to buy the idea of the 
whole process. Instead, they shifted the blame to the 
health service providers who do not adequately explain to 
them the treatment process. Worse still, men’s verbal 
expressions indicated a lot of mistrust for the health 
workers. These bitter feelings were observed when one 
man in Katikamu lamented that “Empisa z’abasawo 
zezitutiisa okweyunira obujjanjabi mumalwaliro,” 
meaning: “The hostile behaviour exhibited by health 
workers discourages us from seeking care from hospitals. 
The participant further gave the following account: 

 
“My  wife  and  I  took  our child to hospital when she  
was very sick but we got shocked when a nurse just 
shouted at us; she told us to take our child to other 
hospitals if we could not be patient enough  to  wait  



 
 

 

 
 
 
 
until she finished what she was doing.” 

 
Majority of the men in the same FGD were in agreement 
with the aforementioned sentiments expressed by their 
colleague, when they emphasized that they had equally 
experienced similar unfriendly welcome by the health 
workers. With that kind of attitude from health personnel, 
many doubted whether they could buy the idea of going 
for medical review, let alone seek health care at all. They 
argued that medical review is a practice for people in 
urban areas who have time to waste.  
 
 
Completing a dosage as prescribed by a medical 
personnel 
 
Completing a dose of medicine as prescribed is another 
practice that exhibits a self motivated good health 
seeking behaviour. Failure to complete medicine as 
directed can result into a worse situation than not taking it 
at all. However, findings of this study indicated that only 
35.3% claimed to have completed their medicine while 
51.0% stop medication as soon as they feel better, and 
9.8% started forgetting and skipping doses when they 
realized some improvement.  

Through the FGDs that were conducted in the three 
Sub-Counties, it was noted that many people never 
complete the prescribed dose or even use the right 
medicine for specific illnesses. While one member 
reported that in his home, when one person is given 
medicine, s/he will take some and when s/he improves, 
the remaining medicine is kept for the next episode of the 
disease regardless of its form (syrup or tablets). It was 
also reported that due to financial constraints in families, 
if more than one person is sick in a home at a particular 
time, only one person will seek health care, obtain 
medicine and then share it with the rest. 

Results revealed that death rates are high and most of 
the respondents did not have both parents. It was also 
noted that men’s death rate was almost three times 
higher than that of their female counterparts. More men 
succumbed to diseases that come as a result of reckless 
lifestyle, such as, HIV/AIDS, cancer, and accidents than 
women.  
 
 
Attending medical check-up 
 
Going for any medical check-up is a self initiative that 
indicates a high degree of good health seeking 
behaviour. This study revealed that majority of men 
(62.3%) had never taken any kind of medical check-up to 
know their health status; they preferred staying in 
suspense to discovering their status.  

Qualitative data also indicated that majority of men do  
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not want to do any kind of medical test for a number of 
reasons, especially fear of the following: discovering what 
they do not know about their health; the service 
providers’ level of confidentiality; being reprimanded for 
their health status by their partners; and, being 
stigmatized and isolated if other people got to know of 
what is happening in their lives. For instance, one FGD 
participant said the following: 

 
“The reason I can never go for any medical check-
up is that I do not want to cause myself more health 
problems. For instance, if I discover that I am HIV 
positive, by the time I leave the testing centre, my 
blood pressure will be very high; I will not be able to 
work and I might even die faster. So, it is better not 
to know at all”. (FDG – Bamunanika) 

 
It was also noted that on the mention of medical check-
up, the men immediately thought of HIV testing and not 
any other diseases; they demonstrated exceptional 
sensitivity to matters concerning HIV tests. “The fact that 
we (men) are always busy, sending our wives/partners to 
test is enough. It is very easy to read the test outcome by 
observing a woman’s facial expressions, moods and 
reactions. This alone tells you your own status,” said one 
member from Katikamu FGD.  

Similarly, men whose parents died of genetic or 
hereditary diseases like cancer, and diabetes, heart 
related diseases, and HIV had also not bothered to find 
out the status of their health. One FGD member said that 
those who died finished their journey of life and he had 
no connection to them whatsoever; he was only waiting 
for his own day. 

Furthermore, results indicated the following: 63.5% of 
men whose parents are both living have never tested for 
any disease; 53.8% of men whose mothers have died 
have not tested; 67.7% of men who had lost their fathers 
had never tested; and 60% of the 55 who have lost both 
parents had never tested for any disease. Even when 
men see their parents die of chronic diseases, they do 
not consider finding out about their own status or the 
subsequent implications. 
 
 
Treatment for others but not self 
 
In instances of contagious diseases, such as, cough, flu, 
and red eyes, and malaria, men usually find it easy to 
treat other family members and not themselves. Results 
of this study showed that, at least 52.5% of the total 
respondents had ever experienced such a scenario. 
When asked why they did so, men cited various reasons, 
such as the following: children and women need 
immediate attention because they are weak (35.3%); 
financial constraints  (40.0%);  men  are  strong  (15.3%);  
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Table 10. Respondents’ Response to General Medical Check-up. 

 

Have you ever gone for any medical check-up to find out the status of your health? Freq. %age 

Yes 61 37.7 

No 101 62.3 

Total 162 100.0 

 

If yes, what prompted you to go for medical check-up?   

It was an outreach for medical check-up in my area/church 20 32.8 

I wanted to know my health status 22 36.1 

I was advised by a friend 3 4.9 

I had had a long illness 6 9.8 

Because of the health messages I hear on television and radio 9 14.8 

Other 1 1.6 

Total 61 100.0 

 

If no, what stopped you?   

Don’t have time 11 10.9 

Don’t think it is necessary 36 35.6 

Had never thought about it 41 40.6 

The distance 1 1.0 

I do not trust the health service providers 2 2.0 

Those are characteristics of women 7 6.9 

Don’t know where to go 3 3.0 

Total 101 100.0 

 
 
and, no time (8.2%).  

Findings from the FGDs were not any different from the 
quantitative data. Members had the slogan that, “a man 
has to stand as a man in a family and fulfill his duties”. 
This meant that the welfare of other family members was 
part of men’s duties. Another member of the FGD in 
Katikamu argued as follows: 

  
It is our obligation as men to treat our wives and 
children when they are sick. If we fail to look after 
our families, the society looks at us as failures. Thus, 
I would rather treat my family members and fulfill my 
responsibility as head of the family than be selfish; 
more so, when the resources are limited. 

 
 
Men’s choice of health facility 

 
The biggest proportion of men (54.3%) preferred 
government health facilities to private ones. Some of the 
reasons for their choice were low cost of care and the 
highly specialized medical personnel. The 32.1% of the 
respondents who preferred private to public health 
facilities said that the private ones offer quality health 
service, value every patient and they are ever time 
conscious (13.5%); they save time.  

DISCUSSION 
 
Determinants of health seeking behaviour among 
men 
 
The findings of this study concurred with Mansfield’s 
(2005) statement that, “men’s health seeking behaviour is  
influenced by not only the socially constructed gender 
norms, that is, masculinity norms, but also practical 
external constraints”. However, the level at which each 
factor or barrier influences an individual varies, 
depending on the attitude and the circumstances that 
might be prevailing when an illness emerges. The study 
established a number of determinants that influence 
health seeking behaviour among men in Luwero district. 
 
 

The socio-demographic characteristics 
 
The socio-demographic characteristics studied in this 
research included age, religion, marital status, tribe, 
education, source of income, and one’s distance to the 
nearest health facility. Each of these characteristics was 
first examined independently (Table 5) and later as a 
combination of factors to establish whether their 
association made a change in the way they influence 
men’s health seeking behaviour (Table 10). 



 
 

 

 
 
 
 

One of the inclusion criteria for this study was that a man 
had to be between 18 and 75 years old. All the study 
participants in that age bracket were categorized into 
three groups: the youths, middle aged, and elderly. 
Although the statistical result of age (p-value = 0.032) as 
a determining factor indicated a strong association 
between age groups of men and whether they sought 
health care or not, middle-aged men showed more 
vigilance in seeking care compared to the rest of the 
groups.  

Results also indicated that those who sought care 
preferred government health facilities to private facilities. 
These findings were similar to the ones of the Qualitative 
HIV/AIDS study that was conducted in Eastern Uganda 
where men’s demand for government provided health 
care increased particularly sharply with middle age 
(Lawson, 2004). The probability of men seeking 
government health care starts to decline as they reach 
old age and demand for private health care increases. 
This reflects a possibility that, as men age and they 
encounter increasingly serious illnesses, their demand for 
private health care monotonically increases so that they 
can be treated by more “well equipped” private sector. 
Similarly, another study conducted in Jamaica among 
elderly men also displayed low health literacy and poor 
health seeking behaviour as men grow old (Bourne, 
2010). 

On the religious affiliation of the respondents, it was 
noted that the community that was studied was largely 
Protestant, followed by Catholics, then, Muslims and, 
lastly, the Pentecostals. Among the four religious groups, 
Muslims registered the worst attendance for health care 
when sick. These findings meant that one’s religious 
background influenced their decision to or not to seek 
health care from professional medical personnel with a P-
value <0.022. It is possible that men may have other 
ways of managing diseases other than the professional 
health care depending on one’s religious beliefs. Such 
practices may lead to delayed presentation of disease for 
proper management.  

Marital status of respondents was yet another 
demographic characteristic which showed some 
relationship with men’s health seeking behaviour. The 
results from descriptive analysis gave the impression that 
married men sought health care more than men who live 
without female companions. This revealed some truth 
that when people are living as a couple, it is easier for 
them to share ideas and come to a fruitful conclusion. In 
support of the above argument, Dr. Robert Dent, who had 
had experience with male patients had this to say, “Men 
are often apprehensive about their interaction with a 
physician. In my internal medicine practice in Ottawa, 
only 28% of the patients are male and about 15% of them 
are brought by their wives,” as cited in Rafuse (1993, p. 
330).   Rafuse  also  reported  that  drug  companies  in  
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America evidently believed that the best way to have men 
seek medical attention for prostate problems is to 
educate spouses, daughters and partners. This means 
that managing one’s behaviour related issues needs a 
collective effort and support from the opposite gender. 

However, inferential statistics indicated that there was 
no strong evidence of association between marital status 
and health care seeking behaviour among men, 
evidenced by the Fisher’s p-value=0.153. This means 
that the relationship between marital status and health 
seeking behaviour was not positively significant, making it 
quite contradictory to the descriptive results. This could 
possibly be due to the size of the sample. If it was slightly 
bigger, may be the results would have been different. 

The study further established that men’s ethnicity had 
something to do with their decision to seek health care or 
not. This fact was based on Fisher’s exact p value=0.014 
which was less than the statistical 0.05, meaning that 
seeking for care by men highly depended on their tribe or 
ethnicity. 

Health Promoting Programmes worldwide have been 
premised on the idea that providing knowledge about the 
causes of illness and choices available will go a long way 
towards promoting a change in individual behaviour and 
towards a more beneficial health seeking behaviour 
(Ssewanyana, 2004). On the contrary, this study yielded 
no significant relationship between the level of education 
of men in Luwero district and their health seeking 
behaviour (p-value at 0.117). These findings concurred 
with Mackian’s (2003) argument that both in developed 
and developing countries, there is a growing recognition 
that providing education and knowledge at the individual 
level is not sufficient in itself to promote a change in 
behaviour. Mackian added that, there is a complexity of 
influences of an individual’s behaviour at a given time 
and place. This means, therefore, that local dynamics of 
communities have influences over the well-being and the 
behaviour of an individual. 

Nevertheless, there is empirical evidence from other 
studies conducted in Uganda that formal education has a 
positive and significant probability on seeking formal 
health care in general (Ssewanyana, 2004 and 2006), 
therefore, we should not make concrete conclusions that 
formal education has no role to play in influencing 
people’s behaviour on health matters. Embracing 
education can help men and women obtain knowledge 
and power to interpret health information; a process that 
may gradually lead to behaviour change. 

Lastly, previous literature points out distance to the 
nearest health facilities as one of the major hindrances to 
accessing health care services in developing countries. In 
the 1980s and early 1990s, Uganda had similar barriers 
to accessing health care, especially in the rural areas 
(Ssewanyana, 2004). However, results of this study 
differed from the previous research finding by indicating  
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majority of the respondents lived within three kilometers’ 
distance or less from a health facility. With p-value = 
0.383, it is evident that the distance from men’s 
residences to the health facility is not associated at all 
with whether they sought for health care or not. This is 
one of the registered achievements of a decentralized 
system in Luwero district. 

In summary, study results revealed that among the 
socio-demographic characteristics, age, religion, and 
tribe were positively associated to men’s health seeking 
behaviour whereas marital status, education, and 
distance were not positively significant in Luwero District.  
 
 
Conformity to masculinity beliefs 
 
The social expectations of what men and boys should 
and should not do, directly affect attitudes and behaviour 
related to a range of health issues (WHO, 2007). 
Accordingly, the study confirmed that men who strongly 
contend to their masculine identity are less likely to seek 
medical care when feeling unwell. With a P-value <0.001, 
the study revealed that one of the major determinants of 
health seeking behaviour among men in Luwero District 
is their conformity to masculinity. In relation to that, 
Mathewson (2009) claimed that, indeed, men’s 
construction of masculinity and approaches to health are 
diverse and complex, with significant variations across 
generational, cultural, ethnic, religious, socio-economic, 
and geographical contexts.  

A similar study conducted on young men in Dakar, 
Senegal, showed that persevering with pain and showing 
that men are strong always is a way of them exercising, 
testing, and proving their manhood identity (Mathewson, 
2009). However, this has serious health implications in 
areas of disease control, treatment and prevention.  

This is not only bad for men, but also for women and 
the health systems in general. When men fail to access 
health services, often, it means that women have to carry 
the heavy burden of caring for them while they are ill. 
When men do access clinic and hospital services, the 
diseases are, often, in advanced stages. In case of HIV, 
majority of men only come out with AIDS related illnesses 
and very low CD4 counts (Courtenay, 2000). This, 
therefore, makes it difficult and expensive to treat them, 
and people who start treatment with low CD4 counts 
have worse outcomes, including higher mortality levels. 
This affects women in a more direct way, as they grieve 
for the unnecessary deaths of the men they cared about 
and loved; their husbands, partners, brothers, fathers, 
sons, friends, and co-workers. 

Constructions of masculinity as a barrier to seeking 
health care among men is further associated with 
unhealthy behaviour that may not yield good result in the 
end.   This   study   showed   that   among   those   who  

 
 
 
 
endeavoured to seek health care, 41.9% responded 
immediately or in a few days while 58.1% responded 
when the pain became more intolerable. As Courtenay 
(2000) noted, delays in obtaining timely health care can 
have profound consequences for men’s health; early 
detection is often critical for preventing disease and 
death. 

Another characteristic associated with constructions of 
masculinity norms observed was the reluctance to seek 
medical review after undergoing any kind of treatment. 
Majority of men (77.3%) said that attending medical 
review was a waste of time and resources. Controlling 
other determining factors of “poor” health seeking 
behaviour, men in focus group discussions 
acknowledged their serial laziness on matters concerning 
health care. Medical review provides the easiest source 
of information for evaluation of efficacy of certain drugs 
by the service provider and also helps patients to 
ascertain the current status of their health.  

The same “reluctance” tendency among men on health 
matters was also observed in the medical check-up 
practice. Of the total respondents (162), 62.3% had never 
thought of taking any kind of medical check-up. With the 
HIV/AIDS scourge and other diseases that need early 
detection, such as, cancer, diabetes and hypertension, it 
is a personal responsibility for one to know his/her status 
that eventually determines the way forward. For instance, 
as indicated in Table 11, among the dead parents of the 
respondents, HIV/AIDS and cancer claimed the highest 
number (17.4% for each); the diseases could be 
prevented or controlled if only detected early. Staying in 
suspense, as one member of a focus group discussion in 
Makulubita mentioned, does not promote good health 
among people.  

In Africa, and in fact across the world, men are 
chronically under-represented in HIV services, as they 
are in health services more generally (Peacock et al., 
2008). Not different from findings of this study with regard 
to medical check-up, results from South Africa’s recent 
national HIV testing campaign revealed that men made 
up only 30% of the nearly 13 million people who got 
tested. Men also access HIV treatment later than women 
and often eventually access services with severely 
compromised immune systems or even never go at all 
(Letsela, 2009). Once on treatment, men are more likely 
than women to interrupt treatment; to be lost to follow-up; 
and to die while on treatment (Peacock et al., 2008). 
Such study findings are very critical and worthy of noting, 
especially at this time when Uganda is developing new 
strategies of managing and preventing HIV/AIDS and 
other diseases. 

Results in Table 11 (86 male deaths and 68 female 
deaths) confirmed the previous research findings all over 
the world, that men have a shorter life span than their 
female counterparts. In the Western world, the situation is  
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Table 11. Status of Parents of the Respondents. 
 

Status of Respondents’ Parent Freq. %age 

Had Both Parents Alive 63 38.9 

Lost Mother Only 13 8.0 

Lost Father Only 31 19.1 

Lost Both Parents 55 34.0 

Total 162 100.0 

   

Cause of Death 
Father's Death Mother's Death 

Freq. %age Freq. %age 

Heart related diseases 7 8.1 8 11.8 

Cough 3 3.5 7 10.3 

War 4 4.7 0 0 

Malaria 0 .0 2 2.9 

Diabetes 4 4.7 2 2.9 

Asthma 2 2.3 2 2.9 

Cancer 15 17.4 6 8.8 

Died suddenly 6 7.0 2 2.9 

HIV/AIDS 15 17.4 13 19.1 

Other 8 9.3 6 8.8 

Don’t know 19 22.1 17 25.0 

Old age 3 3.5 3 4.4 

 
 
not any better. According to Smith (2006), the health of 
men is poorer than that of women, mortality rates are 
higher among men and men use health services less 
often, even when reproductive services have been 
accounted for. Smith added that, “In fact, being male is a 
significant risk factor for early mortality in developed 
countries”. Although it was not possible to establish and 
compare the mortality rate among the two sexes, this 
indirect variable of deaths of the parents of the 
respondents brought it out very well. This was supposed 
to be one of the outcome indicators of “poor” health 
seeking behaviour among men. 

Therefore, observations highlighted in this study, 
supported by findings of studies elsewhere, indicate the 
fulfilment of objective two that sought to establish how 
men’s level of conformity to masculinity predicts their 
health seeking behaviour.  
 
 
Cost of care 
 
As earlier discussed, for this particular study, cost of care 
included both direct costs like consultancy fee and the 
cost of medicines (also known as ‘user fees’) and the 
indirect costs that include transport costs, time spent in 
the process of accessing health care; which would be 
productive elsewhere, and quality of health service 
provided (also known as hidden costs). In addition, FGD 

members reported other expenses incurred before they 
see medical personnel. These include money to buy 
items, such as, exercise books, gloves, syringes, and that 
paid to some hospital staff for a quick service. This 
practice takes place in public health facilities. Study 
results indicated that cost of care is actually one of the 
major barriers to seeking health care among men (p-
value <0.001). This concurred with previous studies 
whose findings indicated that financial costs are a big 
hindrance to accessing health care services in 
developing countries (Ssewanyana, 2004; Deininger, 
2004; Nabyonga 2008).  

Stocking inadequate medicine or not having it at all in 
government health facilities was another hindering factor 
that was commonly reported among men in FGDs. This 
problem coincided with the respondents’ low income to 
complicate the matter of poor health seeking behaviour 
among men. According to results of Table 4, majority of 
the respondents (50.0%) were subsistence farmers, 
27.2% casual labourers, and only 6.2% were in formal 
employment. With such meager earnings, it was evident 
that very few of the respondents could afford accessing 
treatment from private hospitals which charge a slightly 
higher fee. No wonder, when asked which hospital they 
would prefer, given chance, 54.3% of the total 
respondents went for government or public facilities 
because of low cost of service and presence of more 
professional medical personnel.  
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As a barrier to seeking health care, cost of care has 
serious implications to the health of men and that of their 
family members. For example, of the respondents who 
sought health care, 72.7% reported not to have 
completed the doses they were given and self medication 
was the order of the day. Similarly, a study conducted in 
five districts of Uganda to assess the quality of health 
services after abolition of user fees revealed that before 
the abolition of the fees, people would go for self 
medication as the cheapest way of managing illnesses 
(Nabyonga, 2008). In agreement with the quantitative 
results, findings from FGDs indicated that men and other 
family members do not complete their prescribed doses, 
for no reason other than financial constraints. It was 
noted that sharing medicine in a home and with 
neighbours is a common practice. Some of the medicine 
had to be kept for the next episode of the disease as 
soon as one felt better. Such practices have 
consequences of drug resistance on certain diseases and 
deadly side effects in case of expired medicine. 

In relation to the aforementioned effect, the WHO HIV 
Drug Resistance Report 2012 indicated that adherence to 
antiretroviral therapy is well recognized as an essential 
component of individual and programmatic treatment 
success. Poor adherence to antiretroviral therapy is a 
predictor of virological failure, emergency of HIV drug 
resistance, disease progression and death. This, how-
ever, does not only happen to people on ARV therapy but 
also to other people who might be on continuous 
medication for other diseases. To avoid or minimize such 
incidents, therefore, safe medication management 
awareness has to be widely spread to the different stake 
holders in public health world. 

Also, the fact that a relatively big number of 
respondents (18.5%) walk to health facilities regardless 
of the length of the distance, is an indicator that many 
families are suffering absolute poverty in Luwero District. 
Walking long distances while sick is not easy, as it 
consumes the little energy one might be having, and it 
might work as a hindering factor to seeking health care 
among men. Therefore, men remain in a vicious cycle of 
poverty and poor health seeking behaviour, and, 
subsequently, poor health. Similarly, Hulme (2006) 
stressed that while income and poverty is central to the 
understanding of health and health seeking behaviour, 
this is a two way relationship. He noted that millions of 
people are income poor because of health problems and 
lack of basic health services, while income poverty 
means that millions of people suffer health problems that 
are easily preventable but cannot afford health services. 

In other words, while cost of care is a barrier to seeking 
health care among men, the situation is further 
aggravated by the low income levels in families. Due to 
poverty, people cannot afford the basic health needs and, 
thus,  remain   unhealthy   and   less   productive.   It   is,  

 
 
 
 
therefore, concluded that to a great extent, cost of care 
influences the health seeking behaviour among men, 
which is a fulfillment of objective three of this study. 
 
 
Conclusions 
 
Men’s health care seeking behaviour and its 
determinants is a complex phenomenon. Findings of this 
study indicated that out of the sample of 162 men, 68.5% 
experienced health problems in a period of six months. 
Of the 68.5% who fell sick, only 39.6 sought health care 
services. Those who actually sought health care 
presented their cases late (58.1%) making it difficult for 
health workers to treat them effectively. However, it is not 
helpful to adopt a stance that intrinsically blames men 
entirely as being stubborn and reluctant about seeking 
health care, particularly, when there is limited evidence 
based information to guide effective health programme 
development in Luwero District, and the country at large.  

The study demonstrated that conformity to masculinity 
and cost of care were the most influencing factors of 
men’s “poor” health seeking behaviour with p-values 
<0.0001. Men who adhered to any definition of 
masculinity beliefs and dominant ideals of manhood were 
more reluctant to seek health care services. A com-
bination of masculinity tendencies and cost of care made 
the situation worse. This was realized when applied a 
multi-regression analysis. The findings evidently 
answered research questions two and three. 

On the other hand, although socio-demographic factors 
did not indicate significant influence on men’s health 
seeking behaviour, they strengthened the significance of 
masculinity and cost of care. However, analyzing each 
factor independently using a bivariate model, results 
indicated that some factors influenced men’s health 
seeking behaviour while others do not. For instance, Age, 
Religion and Tribe had their p-values<0.05 while 
Education, Marital Status and distance to nearest health 
facility had p-value>0.05. This implied that there is some 
relationship between socio-demographic factors and 
men’s health seeking behaviour, although, to small 
extent. This answered research question one. 

The study also revealed that the hostile behaviour of 
service providers discouraged men from seeking health 
care, more especially from public health facilities. On top 
of their intolerable behaviour, health workers charge 
unnecessary fees from patients and their care-takers to 
buy basic medical equipments and as an inducement to 
access care fast. All these contribute to the cost of care 
that discourages sick men from full utilization of health 
care services. 

The pre-determined indicators of this study evidently 
confirmed the claim that men have “poor” health seeking 
behaviour. For instance, out of  the  total  sample,  62.3%  



 
 

 

 
 
 
 
had never taken any voluntary medical check-up and 
46.5% would rather treat other family members but not 
themselves in case of an attack of contagious diseases. 
For those who felt unwell and sought care, 77.3% did not 
go back for medical review, 60.8% did not complete the 
dose, and among the respondents’ parents who died 
(154), men constituted 55.8%. A considerable proportion 
of the respondents practiced self-medication and drug 
sharing, while others kept some of the prescribed dose 
for the next episode of an illness. To some men, such 
unethical practices intended to minimize cost of care, 
while some do it to avoid interacting with the hostile 
service providers. 

While majority of men are reluctant to attend medical 
check-ups, they are also ignorant about the necessity for 
general medical check-up. Though the men were aware 
of the need to go for regular HIV tests, they were equally 
reluctant to do so due to stigma and fear of knowing the 
unknown. However, the study revealed that the few who 
attended medical check-up had been motivated by out-
reach services that operate at specific points, such as, 
schools, churches, play ground, and, in most cases, done 
by well trained staff who have good interpersonal 
relationship skills. The service providers’ aim is to attract 
as many clients as possible and to give them quality 
service. 

Understanding the determinants of health seeking 
behaviour among men provides a basis upon which 
government can reform health policy, and appropriate 
intervention strategies. This is particularly important in 
rural areas where majority of people are poor and need 
all kind of support to earn a descent living. 
 
 
Recommendations 
 
The problem of “poor” health seeking behaviour among 
men requires behavioural change interventions, such as, 
behaviour change messages via all media sources, 
community health sensitization which is gender sensitive, 
behaviour change motivation strategies like: setting up 
facilities that caters for only men to preserve their privacy.  

Having discovered that the hostile behaviour of health 
workers also act as a barrier to accessing health services 
by men, there is need for sensitization for them on how to 
handle patients and their care takers as well. They need 
to give due respect to whoever visits a health facility.  

Drugs and supplies should be increased, especially in 
government health facilities. In the same way, health 
service providers should extend their service strategies 
and plan to offer outreach services (visits) to trigger 
men’s need for medical check-up. 

The government and the Civil Society Organizations 
should introduce and promote programmes that intend to 
reduce  poverty  among  families;  especially  the  rural  
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populations so that people are can comfortably access 
the basic needs of life 

Accordingly, further research is required to investigate 
more on the determinant of men’s health seeking 
behaviour, handling each factor independently so that 
specific solutions are obtained. 

In a similar way, further research on men’s health 
seeking behaviour should be conducted focusing on a 
particular disease/illness. 
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