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Foreword  

 

 

With the publication in 2008 of the Men’s Health Policy and the formation of an all-island Men’s 

Health Forum, increased attention has been placed in recent years on the issue of men’s health. 

Obesity has been highlighted as a key concern for men given their higher rates of overweight and 

obesity when compared with women, a situation that exists across the island of Ireland. 

This report focuses specifically on the food-related behaviours of men and highlights key food-related 

public health issues for men including food safety and nutrition. The report also explores men’s 

knowledge, attitude and behaviours relating to food, and examines the relevant social and cultural 

influences. 

What is evident from this report is that men on the island of Ireland are in general, less engaged than 

women when it comes to food hygiene and healthy eating, something which is having a detrimental 

effect on their health. Men eat less healthily than women; consume more salt and fat and less fruit 

and vegetables. And though men are more likely to be overweight and obese than women, they are 

less aware of, and less concerned about, their weight. 

Awareness of excess weight as a major health issue for men needs to be raised. More boys and young 

men need to be educated on basic food skills such as planning and cooking. And more positive role 

models for men’s daily involvement with safe and healthy food need to be created, promoted and 

championed. Collectively, we all have a responsibility to reconsider how we regard men, their food 

and health. 

  

Ray Dolan, 

Chief Executive Officer, safefood. 
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1 Introduction 
 

 

1.1 Background to safefood 

safefood, the Food Safety Promotion Board, is an all-island body charged with conducting research, 

facilitating cross-jurisdictional work, and promoting food-safety and healthy-eating messages to 

consumers, primarily at a population level. This is done through mass communication, including print, 

radio, television and the web. safefood collaborates with a variety of partners to promote healthy eating 

and better food safety practices at a community level or in specific settings, including schools, colleges, 

workplaces and community groups.  

safefood works in four key areas: education, research, and consumer communications relating to both 

food safety and healthy eating. The role of safefood is determined by its governing legislation, which sets 

out its functions. These functions are summarised as follows: 

• Promotion of food safety 

• Research into food safety 

• Communication of food alerts 

• Surveillance of foodborne disease 

• Promotion of nutrition 

• Nutrition research 

• Promotion of scientific co-operation and linkages between laboratories 

• Development of cost-effective facilities for specialised laboratory testing. 

 

safefood’s functions also include the provision of independent, science-based assessments of the food 

chain, and the organisation has a role in giving advice on the nutritional aspects of certain foods. 
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1.2 Rationale for the review 

Although many studies include sex as an attribute, few explore how concepts of masculinity and 

femininity influence health practices. Despite gender being widely acknowledged as a determinant of 

health, many studies fail to explain the mechanisms by which gender influences health, in particular, 

men’s health. For example, compared to women, men are less likely to report healthy eating and diet 

restriction and, in general, place less importance on nutrition—but there has been little attempt to 

explore why this might be the case (1).  

In 2012 safefood published a large-scale review of consumer food behaviour on the island of Ireland (2). 

One of the key findings of that report was that gender differences existed in relation to food and health. 

In general, the research indicated that men had poorer knowledge and skills, riskier attitudes and less 

healthy behaviours in relation to both food safety and nutrition. Prior to this, in 2009, safefood had 

developed a 12-week intervention with the aim of supporting men, in particular truck drivers, to eat 

healthily, lead active lives and maintain a healthy lifestyle. Much was learned from this project in terms 

of getting men engaged with their health. As a result of these findings, safefood took the decision to 

further investigate men’s food-related health behaviours.  

1.2.1 Sex vs. gender 

It is important to note the distinction between ‘sex’ and ‘gender’ in the context of this report. In some 

studies these terms are uses as synonymous and interchangeably. Although the exact definition of sex 

and gender depend on the particular discipline or ideology, varying across sociology, biomedical science 

and psychology, for example, in this instance, sex refers to the physiological aspects of manhood and 

womanhood, while gender is something that one does in social interactions rather than a set of inherent 

qualities to men and women (3). In this report gender refers to the socially, culturally and 

environmentally constructed spectrum of roles, behaviours, values, attitudes, activities and attributes 

that any society deems to be appropriate for men (masculinity) and women (femininity).  
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1.3 Objective and terms of reference of the review 

 

The report will: 

1. Give a brief overview of the major public health nutrition and food safety issues on the island of 

Ireland for men and explain the related behaviours; 

2. Investigate the environmental, social and personal factors that influence attitudes and food-

related behaviour in men from an international perspective; 

3. Provide an account of research conducted on the island of Ireland on knowledge, attitudes, 

perceptions and food-related behaviours of men in relation to both nutrition and food safety; 

4. Review interventions that have been carried out in relation to key nutrition-related and food-

safety behaviours in men and outline those factors that may promote successful behaviour 

change; 

5. Develop recommendations for further research/action where gaps have been identified through 

the review process. 

 

1.4 The health of men on the island of Ireland 

There has been a growing concern in Western countries in recent years about the burden of ill health 

experienced by men, and so a dialogue around men’s health has emerged in academic, policy and media 

texts (4-6). This increased attention on men’s health is related to a number of factors, including 

published statistics highlighting sharp differences between the sexes for incidences of major illnesses, 

accompanied by expressions of concern among health professionals and media constructions of a ‘crisis’ 

in masculinity in general (7). The Republic of Ireland has been leading the way in Europe and 

internationally by developing a national policy for men’s health (8). 

While physiological difference between men and women explain some of the variation in the rate and/or 

onset of disease (e.g., protective effects of oestrogen in relation to the onset of cardiovascular diseases), 

other factors, such as socio-cultural influences, also play an important role. It is acknowledged that men 

and women experience different influences and motivations with respect to their knowledge and 

attitudes of and behaviours towards food and health.  

In most countries around the world, women now have a longer life expectancy than men (9). On the IOI, 

despite recent increases in men’s life expectancy, men continue to have higher death rates than women 

at all ages and from all leading causes of death (10). On the island of Ireland, life expectancy at birth has 

increased significantly over the past few decades for both men and women and is broadly comparable for 

NI and the ROI. According to the Northern Ireland Statistics and Research Agency (NISRA), in 2010, male 

life expectancy was 77.08 years, while female life expectancy was 81.52 years. Data from ROI reveals men’s 

life expectancy to be lower than that of women by almost five years. Women’s life expectancy at birth 
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has increased from 57.9 years in the period 1925-1927 to 81.6 years in 2005-2007. Over the same period, 

men’s life expectancy at birth increased from 57.4 to 76.8 years (11).  

Men in the UK are also at risk from several major diseases mainly due to poor diet, high consumption of 

alcohol, smoking, etc. (12). Men of all ages experience a significantly higher mortality rate from all kinds 

of cancer (using age-standardization and excluding sex-specific cancers), and this higher rate of death in 

men becomes even more pronounced for men over the age of 65 (13, 14). 

There is a similar situation internationally (5, 6). Men’s rate of lost years of life is twice that of women’s, 

primarily due to men’s higher mortality rates for heart disease, suicide and motor vehicle accidents (15, 

16). In Canada, using age-standardized frequencies to control for the greater life expectancy of women, 

data from 2005 showed that men are 39% more likely to die from diabetes, 84% from arterial diseases 

and 78% from heart disease (17).  

A closer examination of aggregated data from the ROI reveals substantial differences between different 

categories of men, particularly in relation to age and socioeconomic status (5, 18). Young men (15-24 

years) are a particularly high-risk group (10), suicide being the principle cause of death among this group 

(19). This contrasts with most other countries, where suicide is more frequently observed in older men 

(20). Compared to men in the highest occupational classes, men from the lower occupational classes 

have poorer health outcomes and experience significantly higher mortality rates (5, 18). It is also well 

recognised in Ireland (21) and internationally (22, 23) that men are often reluctant to seek help and 

continue to present late in the course of an illness. 

 

1.5 Gender differences in food and health across the IOI 

An overview of the literature on gender, food and health suggests a number of key themes in this area. 

These include body image, food intake and dieting. The literature on gender and food in the domestic 

setting contains themes related to the gendered division of labour in food-work, differences in 

knowledge and food safety practices, differences in male and female patterns of food selection and 

preference, for example, fruit and vegetable intake, and differences in meat consumption. These are 

influenced by concepts of masculinity and femininity. 

1.5.1 Food safety practices 

Studies from the IOI (2, 24-26) and internationally (27-31) have consistently shown men to have less than 

ideal food hygiene practices and a significantly lower knowledge of food safety issues. Data in relation to 

the incidence of foodborne illnesses are routinely collected in ROI (32) and NI (33). These figures reveal 

slightly higher incidence rates among men than women in ROI in relation to campylobacter and 

salmonella, but not VTEC (Figure 1). Figures from NI show that men experience higher incidence of 

foodborne illness from campylobacter and salmonella but women experience higher incidence of VTEC 

and listeria (Figure 2). However, this data does not provide any detail on the circumstances of each case 
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and therefore it is not possible to draw conclusions on whether it was the food safety practices of the 

male or the female consumers that led to the reported cases.  

Figure 1 - Rates of foodborne illnesses in men and women in the ROI 

 

 

Figure 2 - Rates of foodborne illnesses in men and women in NI 

 

 

Evidence on gender differences in day-to-day food safety practices is limited. Much of the research on 

food safety behaviour on the IOI is confined to studies on knowledge, attitudes and perceptions of food 

safety issues rather than actual practices and will be outlined in chapter 4. Therefore, in this section, a 

greater focus is given to gender differences in food consumption and intake preferences.  
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1.5.2 Food and nutrient intake 

Research on actual food intake practices of men and women and their links to health has demonstrated 

significant sex differences. In a study of food choice behaviours in 23 countries, it was found that men 

attached less importance to healthy eating than women and were less likely to avoid fat, eat fibre, eat 

fruit or engage in dieting (1). In addition, Breadsworth et al. surveyed UK respondents in relation to their 

food beliefs, practices and preferences, and revealed that women reported significantly higher 

consumption of fruit and vegetables, while crisps, fried food and processed meats (sausages, pies, pork 

pies, hamburgers and corned beef) were consumed significantly more often by men. Men were also 

significantly more likely to agree that a ‘healthy diet should always include meat’ (34).  

On the IOI, throughout the years, a number of surveys have collected food consumption data from 

representative samples of the population (Table 1). Although awareness of the relationship between 

health and nutrition has increased significantly in the general population, this has not always been 

reflected in their everyday food choices (35).  

The findings of these surveys have been covered elsewhere (2). The focus here will be to highlight the 

differences identified in consumption patterns of adult men and women on the IOI. Although recent food 

consumption data have been reported separately for NI (36) and ROI (37), the North/South of Ireland Food 

Consumption Survey (NSIFCS) (38), published in 2001, is the last survey reporting food intake values on an 

IOI basis.  
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Table 1 - Surveys contributing to nutrient surveillance picture on the island of Ireland 

Study Name Year Age Anthropometry Diet Socio-economics and 

lifestyle 

Clinical 

   M* SR* Food level only Food and nutrient level   

Health Survey of 
Northern Ireland (36) 

2011 2+   FFQ: F&V, potatoes, 
confectionary, processed 
meat, savoury snacks and 
SSBs 

 Employment, 
education, smoking, 
alcohol and PA 

 

NANS (37) 2011 18-
90 

   4-day semi-weighed food 
record 

Employment, 
alcohol, smoking and 
PA 

BP, blood for nutritional 
status and metabolic 
indicators and urine 
sample  

Health and Social 
Wellbeing Survey (39) 

2007 16+   FFQ: Processed meat, 
chicken products, potatoes, 
chips, biscuits and 
confectionary, savoury 
snacks, SSBs and F&V 

 Education and 
employment, PA, 
alcohol and smoking 

BP, blood sample 

NSIFCS (38) 2001 18-
64 

  Questionnaire  Questionnaire on 
lifestyle 

Blood sample, bone 
density, B-vitamin status 
biomarkers 

* M-Measured, SR-Self-reported, FFQ-Food Frequency Questionnaire, F&V-Fruit and Vegetables, PA-Physical Activity, BP-Blood Pressure 
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According to the NSIFCS, five food groups overall contributed 59% of energy intake in the population, 

i.e., meat and meat products (16%), breads (14%), potatoes (11%), milk, yoghurt and cheese (9%), and 

biscuits, cakes and pastries (9%). There was little difference between men and women in the 

percentage of energy from various food groups (Table 2), with the exception of alcohol, which 

provided almost twice as much energy for men compared to women (38).  

 

Table 2 - NSIFCS mean and SD of energy and macronutrient intakes and the % of food energy from macronutrients in men 
and women aged 18-64 years  

 Total population Men Women 

 Mean SD Mean SD Mean SD 

Energy (MJ) 9.3 3.1 11.0 3.1 7.6 2.0 

Protein (g) 84.4 26.9 100.2 26.6 69.8 17.2 

% energy 16.4 2.9 16.6 2.8 16.2 3.0 

Fat (g) 87.1 33.2 102.2 34.3 73.1 24.9 

% energy 36.9 5.8 37.0 5.4 37.0 6.0 

CHO (g) 260.1 91.1 305.1 96.0 218.6 62.3 

% energy 46.5 5.5 46.2 5.4 46.6 5.6 

 

 

A closer look reveals a few major areas of consumption where gender differences are visible.  

– Overall energy intake 

On average, men in the IOI had higher intakes of energy and consumed greater amounts of all 

macronutrients compared to women (37, 38), but women consumed a greater variety of foods. Overall, 

energy intakes decreased with decreasing age for both men and women.  
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Figure 3 - Nutrient intake data for men and women – NANS (ROI) 

 

 

 

Differences in men’s and women’s intake data (19-64 years) from National Adult Nutrition Survey 

(NANS) (ROI) can be seen in Figure 3. The data also reveal that 65+ year-old men consumed 85.2g 

(18.8%) protein [69.4g (18.3%) for women], 77.6g (36.5%) fat [60.6g (35.5%) for women] and 225.8g 

(45.2%) carbohydrate [187.3g (46%) for women] (37).  

According to data from the National Diet and Nutrition Survey (NDNS), mean daily protein intakes 

were above the RNI for both men and women (Figure 4). Mean daily total fat intake in men and 

women met the DRV of contributing no more than 35% of energy for the 19-64 year olds but exceeded 

this limit for those aged 65 years and over (men=36.9% and women=35.4%) (40). 
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Figure 4 - Nutrient intake data from men and women – NDNS (UK) 

 

 

 

– Fibre  

On the island of Ireland, the mean daily intake of dietary fibre in 2001 was 20.2g/day (38). While on 

average men consumed larger quantities of fibre (23.2g/day) than women (17.4g/day), women 

consumed more fibre-dense diets (2.33g/MJ) than men (2.1gg/MJ). In general, younger men (18-35 

years) consumed less fibre than older men (36-64 years).  

More recent data from the ROI (37) indicates that these figures have not varied greatly between 2001 

and 2011. The average daily intake of dietary fibre was found to be 19.2g/day (men 21.1g/day and 

women 17.3g/day) among 18-64 year olds in this population. Similar to the NSIFCS, results from the 

NANS revealed that the main food groups contributing to this intake were breads (26%), potatoes 

(13%) and vegetables (17%). Fruit and fruit juices and breakfast cereals contributed a further 10% and 

9% respectively.  

The NANS (37) findings also suggest that more than 80% of the population is not achieving the 

European Food Safety Authority (EFSA) recommendation of 25g/day of dietary fibre. This is similar to 

the findings of the NSIFCS, in which 77% of the population was estimated to have inadequate fibre 

intakes.  

– Salt 

In 2011, among 18-64 year olds in ROI, the mean daily intake of salt was 7.4g, with men (8.5g) having 
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in women. Even when discretionary salt is excluded, mean daily intakes exceeded the intake target of 

6g/day. Among 18-64 year olds, the largest contributor to sodium intake was ‘meat and fish’ (30%), of 

which 18% came from cured/processed meats. The largest contributor to sodium intake in this age 

group was meat and fish (30%), of which 18% came from processed/cured meats. Bread contributed a 

further 22%, while soups and sauces, milk and milk products, and vegetables contributed 9%, 8% and 

7% respectively (37).  

– Processed Meats 

Men on the IOI consume significantly more meat (red, white and processed meat) than women. Meat 

is the greatest contributor to fat (24%) and protein (41%) intake in adults (18-64 years). Intakes were 

similar for 65+ year olds. Irish men on average consumed 30.9 g of processed meat a day (women 

consumed 19.9g a day) which is in excess of the 20g/day recommendation (41).  

– Fruit and vegetables 

Although 90% of respondents were aware of the advice to have at least five portions of fruit and 

vegetables every day, only a third (32%) of respondents ate the recommended five portions. Men 

(27%) were less likely than women (37%) to eat the recommended five portions a day (36).  

– Vitamins 

Vitamin intakes were adequate in the population for most vitamins. However, a significant prevalence 

of inadequate intakes was observed for vitamin A (21% of men, 15% of women). In men aged 65 and 

over, 17% had inadequate intakes of vitamin C and 14% had inadequate intakes of vitamin A. Mean 

daily intakes of vitamin B2 less than the Estimated Average Requirement (EAR) was observed in 15% of 

men and 11% of women in this age group (37).  

To sum up, international surveys of food intake practices reveal that in general, men attach less 

importance to healthy eating and this is reflected in food consumption data. This scenario is reflected 

on the IOI, with surveys revealing that men consume too much salt and processed meats and not 

enough fruit and vegetables and fibre. 

 

1.5.3 Body weight and BMI 

The NSIFCS (38) data show that in 2001, according to WHO definitions (42), less than 1% of people on 

the IOI were underweight, 42% were in the normal weight range, 39% were overweight and 18% were 

obese. A lower percentage of men (33.3) than women (50.4) were of normal weight and a higher 

percentage of men (46.3) than women (32.5) were overweight. Overall, 20.1% of men and 15.9% of 

women were obese.  
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Data published in 2011 from the ROI revealed that less than 1% of individuals were underweight, 39% 

were in the normal weight range, 37% were overweight and 24% were obese. A higher percentage of 

women (47%) compared to men (30%) were of normal weight and a higher percentage of men (44%) 

compared to women (31%) were overweight. In addition, 26% of men and 21% of women were obese 

(37) (Table 3 and Table 4). According to research commissioned by safefood, 38% of people believe 

they are overweight and 57% feel they do not need to lose weight (43). Similar results from the ROI 

population are reported in other national surveys. According to the National Teens Food Survey, 

parents of a healthy weight were able to accurately judge their own weight status (44). However, 69% 

of overweight fathers thought that their weight was ‘fine’ and one in five obese fathers thought that 

their weight was ‘fine’. Mothers were more likely to correctly recognise their own body weight status. 

Hudson et al. examined the ability of mothers of teenagers and of school children to classify their own 

weight status and found that 4.8% of obese mothers and 38.2% of overweight mothers reported that 

their weight was fine for age/height (45).  

The Health Survey of Northern Ireland (46), published in 2014, revealed that 25% of adults were obese, 

with a further 37% classified as overweight, while 38% were either normal or underweight. Men (69%) 

were more likely than women (57%) to be overweight or obese. In contrast to the 2011 survey, the 

majority of those who were obese recognised that they were too heavy (87%). In comparison, just over 

half of those who were overweight (52%) thought they were too heavy.  
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Table 3 - Anthropometric measures (mean values) for men and women from the NSIFCS (2001) and NANS (2011) by age group 

 Men Women 

 18-64yr 18-35yr 36-50yr 51-64yr 18-64yr 18-35yr 36-50yr 51-64yr 

 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 

Weight (kg) 82.9 86.2 81.0 82.5 84.8 88.2 83.2 90.7 67.5 70.0 64.6 67.4 68.1 70.5 71.1 73.6 

BMI (kg/m
2
) 82.9 27.5 81.0 25.8 84.8 28.5 83.2 29.7 67.5 26.4 64.6 24.8 68.1 26.7 71.1 28.8 

Waist circum. (cm) 94.3 95.5 90.3 89.2 96.6 89.2 67.6 103.7 81.2 86.3 77.5 82.1 81.9 87.6 86.6 91.9 

Body fat % 21.2 23.3 17.7 19.2 22.7 19.2 24.0 27.8 33.2 33.9 29.2 31.0 34.1 34.9 39.1 37.6 

 

Table 4 - Percentage of men and women in each BMI category from NSIFCS (2001) and NANS (2011) by age group 

 Men Women 

 18-64yr 18-35yr 36-50yr 51-64yr 18-64yr 18-35yr 36-50yr 51-64yr 

 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 2001 2011 

Underweight 0.3 0.3 0.8 0.0 0.0 1.1 0.0 0.0 1.1 1.0 2.3 2.1 0.4 0.5 0.7 0.7 

Normal 33.3 30.0 44.6 47.5 26.7 17.8 25.0 13.5 50.4 46.8 64.2 59.4 47.0 43.5 32.9 29.5 

Overweight 46.3 43.8 41.3 39.6 48.9 49.2 50.6 44.4 32.5 30.9 24.5 25.1 37.7 32.2 36.8 38.8 

Obese 20.1 25.8 13.3 12.9 24.4 31.9 24.4 42.1 15.9 21.3 9.1 13.4 15.0 23.8 29.6 30.9 
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1.6 Conclusion 

There are clear differences between men and women in relation to health and food-related behaviours 

across the IOI. Despite recent increases in life expectancy in IOI and internationally, men tend to 

experience lower life expectancy compared to women. Men are at risk from several major diseases 

(circulatory diseases, cancer and respiratory diseases) all of which are influenced by lifestyle 

behaviours, such as diet, alcohol consumption and smoking (14).  

Men have consistently been shown to have poorer food safety practices and lower food safety 

knowledge, but the current data does not provide the evidence that this translates into higher 

incidence of foodborne illnesses. In addition, there are differences in the dietary intake and food 

preferences of men and women. According to an examination of food-choice behaviours in in 23 

countries, men often attach less importance to healthy eating than women and are less likely to avoid 

fat, eat fibre, eat fruit and engage in dieting. Similar findings have emerged from the food intake 

surveys across the IOI. In addition, compared to women, a higher percentage of men are overweight or 

obese in the ROI and NI.  

These differences are influenced by various socio-cultural and environmental influences, which are 

discussed in more detail in chapter 2. 
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2 Cultural and societal influences on 
men’s food-related behaviour 
 

Key findings 

 

 Gender has been revealed as an important social determinant of health. However, few 

studies have explored how social gender expectations, and in particular masculinity, 

influence men’s attitudes and practices in relation to food. 

 Within the literature there is a well-articulated dominant form of masculinity connected to 

food practices; with the prevailing idea that men are risk takers; they perceive themselves to 

be invulnerable and are uninterested in health issues.  

 Some foods are labelled masculine and others feminine. For example, meat and alcohol 

products appear to function as an important marker of masculinity in various cultures, 

whereas vegetables, fruits and sweet foods symbolise femininity.  

 Men are less likely to try to influence their health status by means of healthy eating. They 

perceive sport and exercise as more relevant to their health, and so are more likely to try and 

control their weight by means of exercise compared to women who most often do so by 

means of dieting.  

 A recent systematic review of weight management programmes in the UK has revealed that 

adding an exercise component to a weight management routine produced marked effects in 

the long term in men, although exercise-only interventions were not as successful. 

 Sociological and cultural studies on cooking in the past few decades suggest that men and 

women cook differently. Men’s cooking has traditionally been defined as a hobby and a 

display of culinary artistry. However, more recent research suggests that this dichotomy 

may be somewhat misleading as those studies looking specifically at men with significant 

food-work responsibilities reveal that men’s cooking can be care oriented. 

 In addition to masculine identity and socio-cultural influences, other environmental factors, 

such as education and training in food preparation, along with media portrayals of gender 

and food practices, influence men’s food behaviour. 
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2.1 Introduction 

Many factors influence men’s food and health behaviour (Figure 11). These range from socio-cultural 

norms and expectations and the gendered division of domestic labour to wider environmental factors, 

including the impact of media portrayals of gender, the availability of services and support structures, as 

well as education policy in relation to nutrition and food-safety training. 

 The dominant view of masculinity (also known as hegemonic masculinity), may be described as socially-

patterned constructions of masculinity that are dominant and relate to power between men and women 

as well as within various groups of men (47, 48). One prevailing concept of masculinity in the Western 

world is that men are risk-takers, invulnerable and uninterested in health issues (4, 49). Over time such 

ideologies may become norms. It is important to note that ideologies are neither rational nor rooted in 

objective reality, but these cultural templates play a critical role in defining what behaviours are 

appropriate or inappropriate for men and women. 

2.2 Masculine identity and health  

The finding that men often neglect their health has partly been attributed to male role expectations (4). 

Masculinity is associated with risk-taking behaviour, aggressiveness, a denial of weakness and 

vulnerability, a reluctance to seek help. Men tend to be positioned by society as strong and resistant to 

disease, while a concern for health is seen as feminine behaviour (50). This stance has become influential 

in the study of men’s health (4, 47, 48, 51, 52). 

The World Health Organization has identified the need to pay greater attention to the shorter life 

expectancy of men and a lack of understanding of the role of ‘masculinity’ in shaping men’s 

expectations and behaviours as a major contributing factor to the health inequality between men and 

women (53). The literature increasingly suggests that being a woman is the strongest predictor of 

preventive and health-promoting behaviour (4, 54), and gender has been revealed as an important social 

determinant of health (16, 55, 56). This association of health-promoting behaviours with femininity and 

normative understandings of masculinity and risky behaviours (e.g. drinking, smoking, late seeking of 

health care) is thought to contribute to the health disparity between men and women (57, 58), even after 

social class is accounted for (59).  

Men’s reluctance to engage in health-promoting behaviours is often explained through theories of 

masculinity, which are thought to emphasise self-efficiency and robustness (60, 61). However, this 

concept of masculinity as the driving force of men’s health decision making has been criticised (62). 

Although men are worse off than women for various comorbidities (e.g., heart disease, mental illness, 

life expectancy), there is considerable variation between men (63-65). It is therefore important to take 

account of the social diversity among men and acknowledge that they are not one overarching or 

homogenous category. However, this does not undermine the influence of concepts of masculinity and 

social expectations in relation to men’s health behaviour. 
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2.2.1 Masculinity in youth 

Often boys are socialized according to this dominant masculinity even at an early age and are 

discouraged from showing feelings of vulnerability or weakness (22). The implications of this are 

problematic because the social expectation of toughness and independence, as suggested by Good et al. 

(66), leads to the suppression of emotion, social isolation and resistance to asking for help. For boys and 

young men, physical risk is naturalized, promoted and celebrated. Their bodies are agents of gendered 

social practice through demonstrations of aggression, strength and risk taking (67). 

2.2.2 Masculinity in the middle years 

During this phase of life, men construct their masculinity in relation to the physicality of their work 

and/or the level of income their labour produces. Thus, for men, work defines their status in the 

masculine hierarchy and has significance as a site for the social production of masculinity (50). 

2.2.3 Masculinity in later life 

As men age and illness becomes more frequent, the inability to sustain dominant masculine ideals by 

keeping the body muscular, strong and resilient may threaten their self-perceptions of masculinity (68), 

and men are faced with the challenge of redefining themselves (69). While some men may find dignity 

and new opportunities in aging, Pease (70) notes that others experience a deepening sense of crisis 

accompanied by a growing awareness of their own mortality. Transitions from career and work life to 

retirement can be stressful, especially in times of economic downturn and/or when unplanned or 

enforced (71). In addition to unemployment affecting older men’s masculine ideals, they can be further 

eroded by diseases associated with older age, including prostate cancer and heart disease (56, 72, 73). 

 

2.3 Masculine identity and food 

Within the literature there is an ideology of masculinity connected to food practices, a kind of “doing 

gender” through certain types of foods, cooked in certain ways by particular people, and eaten in certain 

circumstances. At the same time, there have been almost no sustained analyses of the changes in this 

ideology, nor much understanding of how it affects people’s actual activities around food and eating. 

Although there are ample nutritional studies that document differences in men’s and women’s 

consumption patterns, there is a lack of understanding of how gender and food operate together as 

fields of experience that shape consumers’ lives. While the study of gender and the study of food have 

expanded exponentially over the last two decades, the emphasis usually is on women’s experiences (74). 

Various authors have recognised that studies concentrating specifically on men’s lived experiences with 

food are still quite rare (74-77). 

The relationship between gender and dietary choice is a complex one and physiological differences 

between men and women can only explain part of the variation in their diets. Other explanations such as 

behavioural and cultural differences have rarely been studied.  
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Although it has been reported that both men and women believe health is determined by factors within 

an individual’s control, women are more inclined to actively regulate food intake with health concerns in 

mind (34). Men and women also have different levels of involvement in their food decisions. These 

differences are rooted in the cultural ideology of being male and female (78, 79). For women, nutrition 

frequently plays a central role in their conception of health, whereas for men, sport and exercise are 

more relevant than nutrition to their health (127).  

Adherence to such gender templates can result in men avoiding healthy behaviours because ‘real men 

must never display feminine characteristics’ (4, 67, 77, 80). The same masculine ideals contribute to 

men’s low involvement in food decisions, based on a cultural coding of high food involvement as a 

feminine activity, which discourages men from accessing and acting on nutritional information. Even 

apparently healthy men were reported to avoid thinking about and discussing health issues and 

considered a concern for health to be within the feminine domain (49). 

2.3.1 Gendered food preferences 

Theories of masculinity allow for examinations of men’s relationships to food without comparing men 

with women. The social constructionist perspective (3, 4, 47), the idea that society and 

culture create gender roles that are thought to be ideal or appropriate for a specific gender, can help 

illustrate various food-related behaviours and beliefs among men. Experiences of men with food 

emphasise aspects of their social selves and how they assert behaviour through social performances (81, 

82, 83). Men and women are assumed to think and act in the ways they do because of ideals of 

masculinity and femininity that they adopt from their culture, and so they are actively constructing and 

reconstructing gender norms (84-89). As a result, when men do not eat in a manly way, they often feel 

pressure to present gender ‘accounts’ (e.g., my wife packed sandwiches without meat, etc.), which help 

to keep their masculine identity intact by placing the blame for non-masculine actions on another 

person or situation (90). This permits men to prevent or recover from challenges to the masculinity of 

their eating behaviour (91). 

Newcombe et al. (77) and Messerschmidt (92) argue   that men display their masculinities in various 

contexts and tailor their food habits in accordance with their roles as men, husbands and fathers. Sobal 

(93) offers examples of this (Table 5). 
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Table 5 - Examples of masculine constructions of healthy food habits 

Masculine construction Description/representation Example 

The ‘strong man’ script A model of masculine strength and 
power, where physical might and 
virility are enhanced by eating meat 
to gain muscle mass. This represents 
a dominant masculine script in 
contemporary Western societies 

Athletes exemplify the dominant script of 
strong masculinity (94), and hyper-
masculine athletes, like boxers, wrestlers, 
football players and body builders, try to 
grow and strengthen their muscles by 
eating meat (95). According to Roos et al., 
Finnish carpenters saw meat as an 
essential strength food to build and fuel 
their bodies and encouraged their wives to 
cook meat for them (96) 

The ‘healthy man’ 
script 

A model of masculine functionality 
and survival, where warding off 
serious disease is enhanced by not 
eating excessive meat. The focus on 
long-term health represents an 
alternative construction of 
masculinity to dominant masculine 
ideals (4) 

In Roos et al.’s study, Finnish engineers 
saw meat as a component of a healthy 
diet, not to be consumed in excess and to 
be balanced by vegetable consumption 
(96) 

The ‘sensitive man’ 
script 

A model of masculine emotion and 
empathy, where men are supportive 
and considerate of others, such as 
spouses 

For example, some men eat less meat 
after they marry, as they engage in their 
roles of husbands who compromise and 
converge with the food preferences of 
their wives and/or children (97) 

 

Men’s food habits can be tailored in accordance with their roles as men, husbands and fathers. Adult 

men who are not partnered (single, widowed, divorced or separated) engage in food choices without 

being obliged to consider girlfriends or wives in their eating decisions (97, 98). Independence is a 

hallmark characterisation of contemporary western masculinity and manly eating often represents a 

refusal to surrender food choices to authorities (including governmental, medical and spousal). 

Accomplishing masculinity through food involves demonstrating and celebrating autonomy in the face 

of other demands, with men eating what they want, not what they should (99).  

2.3.2 Dietary patterns 

Food itself is generally considered as feminine because the purchasing, preparation and presentation of 

food is traditionally regarded as women’s work (100). However, all foods are not equal. Some foods have 

special status and some are labelled masculine or feminine food. For example, meat and alcohol 

products appear to function as an important marker of masculinity in various cultures, whereas 

vegetables, fruits and sweet foods symbolise femininity (89, 96, 98, 101, 102). This gendering of foods is 

largely considered to be culturally constructed rather than biologically based (103). Foods are gendered 

differently in various cultures and historical periods (88, 89, 104).  
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Men’s preference for meat has been demonstrated in several studies in Western cultures (89, 101, 102, 

105-107). A recent study by Rothgerber, who investigated the meat-eating justifications of undergraduate 

male students in the US (108), verified the theory by Adams (101) that meat is a symbol of patriarchy and 

that greater meat consumption scored higher on masculinity (108).  

‘Proper meals’ in many western societies typically centre on meat (84, 86, 109-111), with the structure of 

meals as ‘meat and potatoes’, ‘meat and two vegetables’ or ‘meat and two sides’ dominating family food 

patterns in contemporary Western food cultures (84, 86, 112-115). This symbolic meat-centred meal 

formula is even replicated in some vegetarian meals, with a meat substitute as a core meal component 

(116), although this may no longer be the case for younger couples (115). Egalitarian spousal relationships 

in Western societies have been shown to combine men’s and women’s preferred foods into a merged 

category of foods that are not fully masculine (being more diverse than traditional men’s foods) and not 

fully feminine (being richer than typified women’s foods).  

Women tend to favour ‘healthier’ meals and, compared to men, rate these meals higher for pleasure, 

convenience and health (117). The results from two large-scale surveys of the Norwegian population (118) 

reveal that women made dietary changes in line with official recommendations, and that they had 

higher levels of health knowledge than men. Women were also more likely to report a decrease in meat 

consumption and less likely to see meat as an important factor in healthy eating. 

Men have been shown to take eating for granted, as an everyday practical matter, to get energy for work 

and to kill hunger and reflect masculine ideas about the body as a machine (2, 3, 96, 119). Breadsworth 

reported fundamental gender-related differences in food attitudes. Compared to women, men 

demonstrated a somewhat more confident and uncritical view of eating, with few moral and ecological 

reservations. In general, they were more oriented towards traditional cuisine as the foundation of 

healthy eating and were less likely to restrict food intake or try new foods or be involved in food-work. 

Also, they had fewer culinary skills. Women, in contrast, appeared more reflective about food and health 

issues, expressed more ethical concerns in relation to food and were more inclined to accept novel food 

items (34). 

2.3.2.1 Masculinity and vegetarianism  

Women have been shown to be more accepting of vegetarianism than men (120). With regard to 

masculinity, research has demonstrated that those who eat ‘masculine foods’ are perceived as more 

masculine than those who eat ‘feminine food’ (121). Male vegetarians are perceived as more principled 

but less masculine than their omnivorous counterparts (122). Barker et al. (123) found evidence that high-

fat diets were more associated with males, whereas low-fat diets were more associated with females. 

Oakes (124) found that women who followed a low-fat diet were rated as more feminine and less 

masculine than their high-fat consuming counterparts. 
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2.4 Masculine identity and body weight 

Predominant portrayals of ‘attractive’ and ‘ideal’ men and women in terms of appearance and body 

shape influence and encourage the embodiment of these body image ideals for both men and women 

(129, 130). Advertising routinely depicts youthful, toned and muscular male bodies in positive ways. 

Unlike women, who are encouraged to look thin, men are encouraged to maintain a larger, more 

muscular body size in an attempt to literally embody traditional masculine ideals (131-133) and emphasise 

strength and fitness rather than weight control (133, 134). According to Davis et al. (128), 80% of men 

reported being dissatisfied with their bodies, but in contrast to women, who mostly want to be thinner, 

an equal number of men want to gain and lose weight.  

In contemporary Western societies, men’s fitness practices are often defined as distinctive, requiring 

separate environments, specialized knowledge, equipment, cooking techniques and foods (74). 

Masculine fitness and health are clearly defined as occupying a different order, space and need to 

feminine health. In this domain the discourse surrounding nourishment limits cooking to “popping 

some supplements” and opening cans (125). It is not clear how this discourse affects desire to change for 

the majority of men.  

2.4.1 Weight management  

Qualitative interviews of British men’s dieting experiences (135) reveal that all men made a distinction 

between their own and women’s reasons for dieting: men were mostly unconcerned with appearance 

and dieted for ‘good’ reasons, such as health, whereas women were constructed as dieting for less 

‘legitimate’ reasons, such as vanity and looks.  

Much of the research on overweight and obese individuals and weight loss has involved participants 

from organised weight loss groups. These studies represent a very small percentage of those attempting 

to lose weight and attract very few men (135, 136). Men are also underrepresented in randomised trials of 

weight loss interventions (27%) and tend to have lower participation rates in group formats (24%) 

compared to individual counselling (29%) or mail/email/internet (34%) interventions (137).  

A recent systematic review of the management of obesity in men in the UK revealed very few long term 

men-only randomised trials of interventions for reducing obesity (138). Of the weight reduction 

interventions identified by Robertson et al. (138), only seven studies (139-145) tailored their intervention 

delivery with men in mind. All other interventions were either standard unisex programmes delivered in 

men-only groups (146-149) or were delivered in mixed-sex groups (150-155). The available evidence 

suggests that adding an exercise component to a dietary intervention produces a marked effect in the 

long term (156, 157), although an exercise-only intervention was not as successful as a diet-only 

intervention in terms of weight reduction in men (158). Commercial weight loss programmes (151, 152, 155, 

159) produced results that were on a par with the NHS programmes (150, 154) when these were delivered 

in mixed-sex settings, whether for private subscribers or NHS referral participants. In addition, when 

interventions were delivered in single-sex groups, commercial providers (140, 146, 147, 153) outperformed 

in comparison with NHS single-sex services. However, men were less likely to choose a commercial 
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provider than they were to choose an NHS programme. Commercial weight loss services may be 

perceived to be focused on physical appearance and be more female orientated in contrast to NHS 

services, which are perceived to be purely concerned with health (160-162). 

A study of obese men from the ROI who had previously attended HSE lifestyle intervention services 

revealed that despite higher levels of overweight and obesity among them than women, they were less 

likely to be referred to weight management services (38%). The authors recommend that tailored advice 

and interventions, practical approaches and long-term follow up may be effective in achieving sustained 

lifestyle changes in men (133).  

 

2.5 Gender and domestic food-work 

The apparent influx of men into the domestic kitchen in recent years might suggest that gender has 

become less relevant to the world of food. However, over the years, in spite of common beliefs, the 

planning, purchasing, preparing, cooking and serving of food in the home remains the domain of women 

(100, 163, 164).  

Since food and health generally have been associated with femininity, and dominant notions of 

masculinity are in part defined by disinterest in health, there is a widespread cultural assumption that 

men tend to rely on women for advice and support on food and health when required (4). As a result, 

many interventions aiming to improve men’s food and health behaviour in the past targeted their 

messages towards women (165). However, while emphasising male traits may enhance health 

promotional behaviours in men, they also continue to reinforce the restrictiveness of socially-

constructed views of what is acceptable behaviour for men and women. It would be useful therefore to 

explore the influence of gender on the domestic food practices of men and women and to include an 

examination of women’s contributions to the maintenance of gender inequality through tactics such as 

absolving men from personal responsibility for their health (135). 

2.5.1 Division of labour 

Historically, women have been primarily responsible for the majority of domestic tasks, particularly the 

responsibility for food preparation (166). A common explanation for this has been women’s greater 

likelihood of being at home as carers of children (167). Therefore, through the years, women have almost 

always been responsible for food, as well as for other household tasks (87, 110), even when they also 

worked away from home (168-171). While women’s time investment in domestic tasks has decreased over 

the years in some countries (e.g., in Canada it has been reduced from 1.1 hours to 0.9 hours per day), 

perhaps due to increases in employment outside the home, there has been no corresponding increase in 

men’s participation (stable at 0.4 hours per day) (172). In contrast, in the UK and the US, men’s total 

domestic work time has increased from 90 and 105 minutes per day respectively in the 1960s to 148 and 

173 minutes per day respectively in the early 2000s, with time spent on cooking, cleaning and laundry 
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increasing from around 20 minutes per day to more than 50 minutes per day over the same period in the 

UK (173).  

 

Figure 5 - Household division of responsibility for grocery shopping and food preparation (174) 

 

 

According to a Bord Bia PERIscope study in 2013, the woman was the main person responsible for grocery 

shopping and food preparation in households across the ROI, UK and the US (Figure 5) (174).  

In a study of ‘gender role preference and family food chores’ from the US, Brown et al. found that, 

regardless of the woman’s work situation when first married, 90% of transitional couples (between a 

traditional and modern family structure) reported that men were more involved in shopping, cooking, 

and/or cleaning prior to having children, but that this responsibility had subsequently shifted 

predominantly to women regardless of their current job status. Very few said that this was discussed and 

decided, rather, “it just sort of evolved that way”. Many transitional men reported that they offered 

suggestions and watched the budget, but their wife made the shopping list and did the shopping. Most 

men felt comfortable with this situation because they did not have the time, interest or skill, or believed 

“she likes to cook”. On the other hand, women reported that they were satisfied doing the shopping, 

often because they also cooked. The reasons for accepting shopping responsibility were control (“I like 

having control over what I buy”), skill (“I am thriftier; I compare prices and know the brands”), duty (“it’s 

my job as a wife and mother”) and time (“I have the time and ability to do it”) (112).  

More recently, similar findings were reported by Newcombe et al. (77), where, in a sample of men from 

the ROI, marriage/cohabitation resulted in the adaption of eating habits and food preferences to fit with 
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the partner’s preferences. Initially there were complex and mindful negotiations of preference among 

partners, whereas later they became routine and automatic.  

Interestingly, despite their disproportionate involvement in food-work, women tend to view this 

situation as fair (175). Early research in this area (176) revealed that women readily accepted the 

responsibility of cooking for male ‘breadwinners’ as ‘women’s work’. Food preparation was reportedly 

perceived as an expression of care performed by women (86), and even when men were involved in 

domestic food-work, they did so under their partner’s supervision since ‘it was not their domain’ (87). 

Men’s traditional economic position of ‘breadwinner’ in the external environment has often led them to 

disengage from household food-work (177-180).  

Interviews carried out with couples before and after they set up home together revealed a gendered 

division of labour, and in the majority of cases, the woman was the main person responsible for food 

preparation, while only two (out of 22) of the men could be thus described. The remaining couples (7/22) 

took turns or shared food-preparation tasks (181). It is interesting to note that where the men and 

women had similar jobs in terms of difficulty and pay, food preparation remained the responsibility of 

the women. Other studies have also pointed to this relative allocation of time within the household as 

an explanation for women’s higher level of responsibility for food-work. In general, the partner with 

fewer paid work hours contributed more unpaid work hours. However, while unemployed or part-time 

employed women contributed more time to domestic work, men employed for fewer hours than their 

female partners did not increase their share of such work (100, 139, 182). Studies from the past few 

decades reveal that when men’s income levels exceeded those of their female partners, they tended to 

participate less in housework (183), but there were mixed finding in relation to the division of labour 

when the woman’s job was of higher status and required a greater commitment than the man’s. When 

women earned more than 50% of the total family income, their involvement in domestic work declined 

(139), but in some cases, this did not result in the men significantly increasing their involvement. Rather, 

the tasks tended to be shared fairly equally (181), while in other cases, the male partner’s involvement 

increased (175, 184).  

2.5.2 Men’s domestic food behaviour 

In addition to changing household structures and women’s increased labour market participation, as 

discussed above, the reconstitution of cooking as a recreational lifestyle activity – and a ‘cool’ masculine 

one (185) – has paved the way for some men’s increased engagement with cooking (174, 186, 187). Men 

have entered this space on their own terms, and some argue that men cook as a lifestyle choice rather 

than taking the main responsibility for feeding the family (188-190). In contrast, studies of practices of 

men who have significant food-work responsibility suggest that men’s cooking can be care oriented. 

Sociological and cultural studies on cooking in the past few decades suggest that men and women cook 

differently. Men’s cooking has traditionally been defined as a hobby (96, 110, 191), a display of culinary 

artistry (188), a strategy for seduction (192), a means of ‘helping out’ in the absence of a wife/mother (86), 

cooking for special occasions (87, 98, 193), or as the domain of the professional chef (194) who is located 
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in the public sphere (195, 196). By contrast, women do the everyday cooking of daily meals in the 

invisibility of private life, their cooking being mainly seen as an ‘other-oriented’ responsibility. They cook 

to please loved ones and care for their health and wellbeing (163, 192). 

Studies of discourses on food and cooking programmes on TV support the link between gender and 

leisurely cooking (185, 195). This approach stems from a masculine ‘distance from domestic obligation’. 

Leisure is associated with choice and men choose when and how they cook (181, 197, 198). This may create 

mixed feelings among women who experience satisfaction from catering to family tastes and health (163, 

191, 192, 198, 199), but also experience negative feelings because of issues such as time pressure (200, 201), 

difficulty combining cooking with childcare (200) and anxieties about the tastes and health of loved 

ones (87, 202). These findings were supported by Cronin et al., who reported similar tensions in their 

sample of ROI women, where assuming the role of caregiver was a source of satisfaction and self-worth, 

while simultaneously being a source of burden and self-denial (203). 

More recent research suggests that this dichotomy may be somewhat misleading as many of the studies 

mentioned above include men with either limited or unspecified domestic food responsibilities. While 

numerous studies have examined the role of masculinity and food, the division of domestic food-work 

and the symbolic significance of women’s cooking (84, 86, 87, 93, 110, 163, 181, 198, 204, 205), few have 

focused on the cooking practices of men who have significant food-related responsibilities in their 

households (191, 198, 206).  

Those studies that have looked specifically at men with significant food-work responsibilities (207, 208) 

reveal that, contrary to the Adler’s conclusions (193), men’s cooking can be care oriented. Socio-cultural 

discourses about cooking may influence men’s enjoyment by framing men’s cooking as leisure and 

entertainment (195, 201, 209) or by giving men who cook ‘extra credit’ because they are perceived to be 

breaking stereotypes (210, 211). Men have also been shown to actively employ strategies to turn everyday 

cooking into experiences of leisure and entertainment.  

Examining the practices of Canadian men who cook a considerable amount at home, Szabo recently 

revealed that although these men had regular cooking responsibilities or were the primary cook in their 

households, many spoke about their cooking in terms of traditional culinary masculinities (e.g., as a 

display of skill and entertainment) (207). In keeping with previous studies they spoke of cooking as an 

aesthetic or artistic endeavour (98, 192), and many spoke of cooking as a kind of relaxation or 

entertainment and thus distanced themselves from traditional the feminine identity of food 

provisioning. According to Szabo (207), the degree to which participants drew on traditional culinary 

masculinities did not align with the amount of cooking responsibility they had, nor was there an 

association with socio-demographic factors such as ethnicity, sexuality or fatherhood. On the other 

hand, a significant number of these men also associated cooking with traditional culinary femininities, 

such as the satisfaction of nurturing loved ones, connecting with others and expressing care as well as 

anxiety about the nutritional health and preferences of family members, and the provision of proper 

household meals. It is unclear whether these men who had significant responsibilities for feeding others 
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developed ‘feminine’ approaches to cooking because of their involvement, or whether they were 

nurturing, caring men who self-selected into these household roles (212, 213).  

As mentioned previously, many studies suggest that men are more easily able to find cooking to be a 

leisurely activity (181, 185, 192, 193, 197, 198, 201). However, an examination of men who cooked at least 

half of the home-cooked weekly meals in their households (208) revealed that while many treated home-

cooking as a combination of work and leisure, the majority viewed it as a leisurely activity. These men 

had all, whether consciously or not, manipulated their cooking environment and situations to make 

them more leisurely. These strategies included combining cooking with symbols of leisure, such as 

alcohol or music, merging the domestic and social realms by including friends and loved ones in the 

process and taking time to embrace the sensual aspects of cooking. However, it is important to note 

that, similarly to other studies (98, 204, 208), the majority of men who enjoyed cooking in this study 

(208) did not have to take care of children while cooking – they either had no children under the age of 10 

or their wives/partners were the primary caretakers of their children. The dual role of being the cook and 

the primary caretaker is something that many women express difficulty with (200).  

The findings from studies focusing on men with significant food-work involvement suggest that we can 

no longer view men’s cooking as only a leisure activity. However, this is not to say that gender 

hierarchies no longer manifest themselves in experiences of cooking.  

2.5.3 Domestic food-work and femininity 

While so far the focus has been on masculinity and food-work, it is important to note how food-work 

relates to femininity and whether or not this may have an effect on men’s food behaviour. Beyond the 

basic provision of nutritional sustenance, feeding the family demands care of, and connection and 

sensitivity to, the needs of loved ones. DeVault demonstrated how cooking as caring operates as a form 

of doing gender, in which “a woman conducts herself as recognisably womanly” (87). Cronin et al., in a 

recent study of Irish women, similarly report that many women’s feminine identity was manifested 

through their expression of caring for their family or partners/husbands through food-work. Yet a 

paradox is found between “assuming the caregiver role and it being thrust upon them” (203). 

Traditionally, the ability to cook and provide proper meals for men and children has been viewed by 

many women as a fundamental part of their roles as wives and mothers (86, 110). The reason women may 

still be the primary actors in the home food arena may reflect a confirmation of feminine gender 

identity. Femininity seems to be deeply involved in the cooking and giving of food which, as Cronin et al. 

suggest, can be accompanied by a sense of pride and self-importance for women (203), and so they may 

hesitate to give up this aspect of their identity and embrace the gender neutralisation of housework. As 

Murcott (110) suggests, homemade ‘proper food’ can act as a symbolic expression of family relationships 

that is not only important for family health, but also for its happiness – a quintessential gift (214). 

Studies have consistently shown that most women perceive their disproportionate contribution to food-

work and other housework as fair (175, 215, 216). Thompson (217) suggests this may be influenced by how 

outcomes are valued. Keeping an organised household and ensuring family members feel cared for may 



Men’s Food Behaviour  

27 

 

outweigh any desire for the equitable division of domestic work, especially if the latter depends upon 

‘coaxing, cajoling or otherwise coercing men into doing tasks they are unwilling to do’ (175). Thompson 

emphasises that a sense of fairness emerges from the quality of interactions between partners, 

particularly appreciation for domestic work and that women may care more about relational outcomes 

than task outcomes in domestic labour.  

Baxter (175) also suggests that women have a vested interest in seeing the domestic division of labour as 

fair, since acknowledging inequity may be equivalent to admitting that one’s relationship as a whole is 

unfair or unsatisfactory. Critical attention to inequity in the family may highlight the effort involved in 

the family constructions, which normally remain invisible by virtue of appearing effortless and natural 

(218). To this end, women and their families use various explanations and devices to rationalise their 

greater involvement and responsibility for family food-work. These include discussions on women’s 

greater time availability (whether this was actually the case or not), food-work as essentially women’s 

work, family health matters, women’s high standards in relation to food-work and reducing family 

conflicts. Although gender roles were rarely named explicitly to explain why women were responsible for 

most of the food-work, some participants saw this responsibility simply as part of being a mother. 

However, in most families, such gendered assumptions were concealed within arguments concerning 

time and other justifications (163). 

In Beagan’s study (163), qualitative interviews with multiple family members from three ethno-cultural 

groups in Canada revealed that relative time availability was a rationale offered by all participants and 

led to a gendered division of domestic labour (100, 175, 182, 219), particularly if the women did not work 

outside the home or worked part-time. Both men and women explained food-work involvement in terms 

of schedules, noting that whoever got home from work first did more meal preparation. In reality 

however women continued to do the majority of food preparation and clean up, even on weekends, 

which contradicts this rationale. This justification appeared to rest on a belief that men’s paid work is 

more onerous, deserving exemption from food-work, and/or a belief that food-work is inherently 

women’s responsibility. Thus, paid work did not necessarily exempt women from food-work. 

In the same study, many women explained that they took responsibility for food-work due to concerns 

around maintaining the family’s health. Several women reported going shopping alone to prevent 

partners and children from buying ‘junk’ food. Thus, their desire to maintain family health limited the 

food-work participation of other family members (163). Although the notion of women monitoring their 

family’s health is not new, it is interesting how health was employed, primarily by women, to justify 

their over-involvement in food-work. Men, women and teenagers all agreed on women’s exacting 

standards and desire for control as major reasons why women did more food-work. Several women 

commented that their male partners did not clean adequately, and when men shopped for food, they 

forgot items, bought ‘junk’, bought the wrong brands and failed to compare prices and labels. The 

notion that women’s high standards result in their doing the majority of the food-work is a long-

standing theme. In the context of traditional gender ideologies, women are likely to be judged on their 
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performance concerning food. Feeding the family well, providing a ‘proper’, nutritious meal that family 

members like and maintaining a spotless kitchen are hallmarks of traditional femininity (87, 218).  

Reducing conflicts was another major reason why women said they did most of the food-work. Women 

reported doing the food shopping alone in order to avoid arguments with children about what to buy 

and with partners about time spent reading labels and comparing prices. Grocery shopping and food 

preparation were also guided by the tastes of family members, and the woman’s involvement in these 

activities was seen as a way of reducing potential conflict. Because women did most of the cooking, they 

learned the preferences of family members; therefore, it became more efficient to do the cooking and 

shopping themselves rather than risking having someone else buy or prepare food others would refuse 

to eat. Getting others to help in the kitchen was also frequently described as more trouble than it was 

worth. Women thought it easier to do most or all of the work than to deal with the conflicts that might 

arise from trying to get others to participate or to meet particular standards. The desire for family 

harmony outweighed the desire for equal sharing of food-work (167(175) and was subtly flaunted by 

participants in the Cronin et al. study as an expression of authority.  

 

2.6 Gender differences in food preparation training 

In the past, home economics classes in schools were seen as a major source of learning about food (220). 

However, these classes are no longer formally taught in many countries and the hours allocated to 

practical learning for such courses have been reduced (221). In the ROI, home economics courses are not 

available in all secondary schools (220). Even when these courses are available, there is generally a low 

level of involvement (222). In contrast, in NI home economics is compulsory up to key stage 3 (223).  

Data from the ROI show that in 2011, 22.8% of Leaving Certificate candidates studied home economics (a 

decrease from 24.0% in 2008). In the same year, 36% of Junior Certificate students studied home 

economics (an increase from 34.8% in 2009). However, a breakdown of these figures reveals that the 

take up of home economics at school is significantly lower among boys during both the Leaving 

Certificate and Junior Certificate cycles (224) (Figure 6). In tandem with these changes we know that daily 

food preparation practices are changing (225, 227) and consumers are moving to quicker food 

preparations involving minimal effort (226). Parents no longer cook from basic ingredients on a daily 

basis (228, 229). This puts an even greater emphasis on the role of non-domestic sources of education in 

relation to food and health (220).  
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Figure 6 - Leaving Certificate (a) and Junior Certificate (b) home economics participation among boys (  ) and girls (  ) in ROI 
(224) 

 

 

2.7 Media representations of men’s food and health behaviour 

Media representations about health are ubiquitous and increasingly regarded as influential (230). They 

also offer an opportunity to investigate contemporary portrayals of diet-related phenomena (231). 

Research from the ROI and internationally indicate that this is an additional domain where gender 

stereotyping in relation to food is perpetuated (232-234).  

The prevalent or assumed scenario in the media is that women are dominant within health spaces and 

men are subordinate. Women are often portrayed as caregivers for others, having a significant influence 

on men’s health (232). Such discourse reinforces health as a feminised arena (235), or perhaps it is more 

accurate to suggest that illness is reinforced as a feminised arena while health (i.e., not needing to see a 

doctor) is implicitly construed as masculine. 

Media constructions of men’s health demonstrate a reliance on narrowly defined, stereotypical images 

of masculinity. For example analyses of Men’s Health magazine have identified dominant themes, such 

as the calls to ‘burn fat’ and ‘build muscle’ (233), and activities such as meat eating, beer drinking and 

womanising (234). Similarly, accounts of men’s health by a UK newspaper constructed women as 

knowledgeable and responsible for men’s health, while men were presented as passive and helpless and 

in need of women’s protection (165). Lyons and Willott (165) argue that although this appears to position 

women as being in control of men’s health, it is only a veneer of control, as women remain relegated to 

the domestic sphere and must resort to manipulation and ‘sneaky’ tactics in order to obtain their aims 

and to influence men. This difference is represented not as a cultural construction but as a biological 

difference between men and women. Gough’s (231) analysis of another UK newspaper drew similar 

conclusions. Analyses of UK national newspapers between 2005 and 2006 in relation to articles on men 

and diet (231) reveal that the majority of articles featured concerned warnings about men’s health 

resulting from bad dietary habits. On the other hand, a small but significant number of articles dealt 

with the rise of the ‘metrosexual’ man, who partakes in traditionally feminine activities of cooking and 
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dieting. However, these articles constructed shopping, dieting and cooking in masculine terms. For 

example, military and sport metaphors were used abundantly, with men in the kitchen setting and 

attaining key objectives and men on diets also weight training to maximise a muscular physique. 

Furthermore, feminine diets were ultimately constructed as extreme and unsuitable for men who 

universally preferred ‘hearty’ meals.  

Similarly, De Brun et al. (232) examined 346 print news articles drawn from six major publications in the 

ROI in relation to representations of obesity. In line with the international literature, the positioning of 

men and women on the issue of weight and diet was found to be in keeping with traditional social 

constructions around gender, where women were portrayed as fixated with weight and dieting and 

tasked with monitoring and improving men’s diet and health. On the other hand, Irish men were 

described as a homogenous group, unconcerned with health and weight management, whose diet 

typically consisted of meat, greasy foods and beer.  

Food-related activities such as shopping and cooking are also presented as female-centred (85, 236). 

Historically, cookbooks and magazine food columns show a clear effort to define the ‘male cook’ as a 

hobbyist, with his own style of cooking (237). Men’s cooking is almost always symbolically constructed 

as ‘special’ for the straightforward reason that women are recruited for daily cooking with much greater 

frequency than men (87). In media accounts of men and food, women are positioned in the unseen, 

unglamorous world of mundane everyday cooking, while male ‘chefs’ capture the limelight on special 

occasions (231, 238). An examination of the link between masculinity, femininity and cooking on a 

popular TV food channel by Swenson (195) reveals that although there has been a shift in the cooking 

discourse which no longer ‘warns men that the kitchen is not their lair’, food preparation was 

constructed as gendered work and cooking was negotiated in ways that protect traditional 

understandings of masculinity, with men entering the kitchen as scientists, chefs, athletes and 

entertainers. For women, ‘kitchen culture’ was strongly tied to the domestic family and caring for others. 

According to Swenson (195), the most striking difference was the absence of a discussion of cooking as 

every day, family-centred labour by male hosts. Male hosts differentiated themselves by constructing 

cooking as a professional, public challenge rather than a domestic chore, which allowed men to be in the 

kitchen without fully engaging in ‘women’s work’. 

Some experts argue that although many media features of men’s health behaviour display a concern 

about the health of men, it is unfortunate and ironic that the maintenance of ‘unhealthy’ forms of 

masculinity predominates. They suggest that this prevents men from acknowledging the benefits of 

‘achieving manhood’ by looking after their own health and through nurturing and family-centred labour 

(195, 231).  
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2.8 Conclusions 

The influences mentioned in this chapter and their role in shaping men’s food behaviour reflects the 

complexity of the issue. Masculine identity is associated with risk taking, a denial of vulnerability and a 

reluctance to seek help. These characteristics have been linked with risky health behaviours connected to 

food practices. Men and women are assumed to think and act in the ways they do because of culturally-

reinforced ideals of masculinity and femininity, and as a result their food habits are tailored in 

accordance with these roles. Such concepts are reflected in men’s weight management and dietary 

practices, such as a preference for meat consumption, large and muscular body ideals and a particular 

preference for exercise as means of weight loss.  

The domains of food and health have generally been associated with femininity, and data both 

internationally and from the IOI show that although men’s involvement in domestic food-work has 

increased over the past few decades, women still bear the main responsibility of planning, purchasing, 

preparing, cooking and serving food in the home regardless of their employment status.  

While some studies suggest men’s domestic food involvement to be characterised as leisure and 

entertainment, others report that many men take on significant food-work responsibility at home and, 

similarly to women, experience anxiety about the health and satisfaction of family members. 

In addition to these social norms and gender expectations, environmental influences, such as media 

portrayals of men and women in relation to food and weight management, lack of food and nutrition 

education and training for boys, as well as dedicated and tailored weight management services for men, 

act as barriers for them to increasing their food involvement and improving their habits. 

It is also important to acknowledge the role of women in relation to men’s food involvement as it can 

both serve as an encouragement or a barrier to men’s ownership of their food and health practices.  
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3 Men’s nutrition behaviour: 
knowledge, attitudes and 
perceptions 

 

Key findings 

 

 Men are less likely to be aware of healthy eating guidelines and are also less likely to regard 

healthy eating as an important factor influencing long-term health. 

 Gender-related levels of knowledge, along with less positive attitudes towards healthy 

eating and lower levels of health concerns have the potential to influence men’s food 

choices. 

 For men, the formation of habits and taste preferences are a key factor in relation to eating 

habits. This can be influenced by the family environment as well as wider environmental 

and socio-cultural factors. 

 Gender differences are apparent in men’s and women’s perceptions of food and health. Men 

view food as fuel and tend to gauge what they need to eat against the energy they need to 

expend.  

 Factors such as socially-reinforced gender roles, sports participation, convenience 

orientation and body weight perception influence men’s food behaviour. 

 Men tend to view larger body frames as more masculine and show greater preference for 

larger portions. 

 Although more men than women are overweight or obese on the IOI, men are less likely to 

attempt to lose weight or to monitor their diet. 
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3.1 Introduction  

Differences in dietary behaviours between men and women have been reported in many studies but 

causal mechanisms have not been established. This chapter explores some of the influences that may 

affect food-related health behaviours for men, with an emphasis on nutrition knowledge, attitudes and 

perceptions, where much of the research has been focused. Key surveys from the island of Ireland are 

summarised in Table 6. 
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Table 6 - Adult food behaviour nutrition surveys conducted between 1995 and 2012 

Study 
Organisation 

/Author 
N Location Sampling Methodology Year Description 

A pan-EU 
survey of 
consumer 
attitudes to 
food, nutrition 
and health 

Institute of 
European Food 
Studies 
Several publications 
from Kearney et al. 
(239-243) 

 

14,331 EU; 
adults aged 
15+ years, 

~1000 from 
ROI 

ROI Quota controlled 
sampling in each member 
state 

Face-to-face questionnaire 1995-1996 Survey of influences on food 
choice, sources of nutrition 
information, definitions of 
healthy eating, perceived barriers 
and benefits of healthy eating, 
stages of change 

North South 
Food 
Consumption 
Survey 

Irish University 
Nutrition Alliance 
(38, 244)  

1,379 adults 
aged 18-64 
years 

IOI Random selection using 
the electoral register as 
the sampling frame. 
Survey sample was 
representative of the 
population on the IOI 
with respect to age, sex, 
geographical location, 
marital status, social 
class and socio-economic 
group. 

 

Study included seven-day 
weighed records (body 
composition) and self-
administered 
questionnaires on food 
attitudes, employment 
status, social and 
demographic variables, 
lifestyle factors, habitual 
activity, health status, etc. 

1997-1999 Food consumption survey with 
limited attitudinal data collected 
by self-administered 
questionnaire; investigated 
habitual food and beverage 
consumption, lifestyles, health 
indicators and attitudes to food 
and health 

Eating for 
Health?  

Health Promotion 
Agency (245) 

1,094 adults 
aged 18-75 
years 

NI A random sample of 
2,050 addresses was 
drawn for each of three 
regions: Belfast, East NI, 
West NI  

All members of the 
household who were 
eligible were asked to 
complete an interview 
using a hand-held 
computer device 

1999 Survey of current eating patterns, 
reported food intake, the factors 
influencing food choices, public 
knowledge of current nutritional 
attitudes to healthy eating 
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Table 6 - Adult food behaviour nutrition surveys conducted between 1995 and 2012 Continued 

Study 
Organisation 
/Author 

N Location Sampling Methodology Year Description 

Attitudes of 
older EU adults 
to diet, food 
and health: a 
pan-EU survey 

HealthSense 5th 
Framework 
programme 

Allen et al. (246) 

6,532 EU; 
adults aged 
55 years+, of 
which 406 
were from 
the ROI 

ROI A random route 
procedure was used to 
meet quota requirements  

Face-to-face interviews 2001 Survey of influences on food 
choice, assessment of attitudes 
to food and nutrition and health 
among older adults 

Safetrak 

 

safefood (247) ~800 
participants 
aged 15-74 
years (500 
ROI and 300 
NI) 

IOI Quota sampling Face-to-face interviews in 
participants’ homes  

2005-
2009 

Initially 
on a  bi-
annual 
basis and 
later 
annually 

Quantitative surveys of 
consumer knowledge, attitudes 
and behaviours relating to food 
safety and nutrition  

Consumer 
Attitudes to 
Food Standards 

FSA (248) 712 aged 16 
years+ 

NI Random location 
sampling was used to 
select a representative 
sample based on sex, age, 
SES, ethnicity, and 
working and marital 
status 

Face-to-face interviews 
using CAPI technologies 
(approx. 30 minutes) 

2006 Survey of shopping habits, eating 
habits, understanding and use of 
food labels, food safety concerns 
and sources of food safety 
information 

Food and You 
Survey NI 

FSA (249) 504 aged 16+ NI   2012  
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3.2 Gender differences in nutrition knowledge 

Two similar studies carried out in NI (245) and in the ROI (239) asked participants to describe healthy 

eating in their own words and relatively large proportions of the participants were able to identify key 

features of healthy eating.  

In Northern Ireland, the ‘Eating for Health?’ study examined demographic and socioeconomic factors 

related to knowledge of healthy eating. Compared to women, men were less likely to mention key 

healthy eating messages, such as ‘reduce fat intake’ (50% versus 57%), ‘eat more fruit and vegetables’ 

(45% versus 55%) and ‘reduce sugar intake’ (20% versus 29%). The research identified associations 

between gender and socioeconomic circumstances and the number of definitions provided for the term 

‘healthy eating’. More women (38%) than men (26%) provided three or more terms (245). This data 

shows that certain populations, such as men and those in lower socioeconomic groups, may be key 

targets for interventions to improve nutrition knowledge. 

The Food and You Survey (249) assessed the ability of consumers in NI to correctly place foods in the 

different sections of the ‘Eatwell plate’. The Eatwell plate illustrates the types and proportions of foods 

needed for a healthy, balanced diet. There were a few gender differences when respondents were asked 

to place foods in the recommended sections. For example, men were significantly less likely to place the 

meat and fish in the recommended section than women (33% compared with 48% of women).  

 

Gender differences were also apparent in relation to factors perceived to be important for a healthy 

lifestyle. Relative to men, women considered that certain behaviours are more important. For example, 

women were more likely than men to agree that eating fish (94% compared with 84%), dairy products 

(92% compared with 79%) and pulses (74% compared with 58%) are important for maintaining a healthy 

lifestyle (249). 

 

3.3 Attitudes to and perceptions of nutrition and healthy eating  

Data from the late 1990s on attitudes to and perceptions of nutrition and healthy eating among 

consumers in the ROI come from the study by Kearney and Gibney at the former Institute of European 

Food Studies (242). Consumers were asked to assess their own diets by agreeing or disagreeing with the 

following statement: ‘I do not need to make changes to the food I eat as it is already healthy enough’. A 

total of 66% either strongly agreed or tended to agree, with men and those with a primary-level 

education only more likely to agree. Men with low levels of education were the least likely to regard 

healthy eating as an important factor influencing long-term good health (250). 

A more in-depth analysis was carried out on the same data by Hearty et al., including a comparison with 

food consumption estimated using a seven-day food diary (244). The authors found that those who 

perceived their own eating habits to be healthy were more likely to comply with current dietary 

guidelines than those who did not. The groups most likely to perceive their diet as unhealthy were men, 
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those aged 18–35 years, those from the lowest social class, and those with primary-level education only. 

Women were more likely to be dieting and attached greater importance to healthy eating (239), while for 

men, especially young males, the ‘taste’ of food was regarded as important. Gender differences in food 

choices, therefore, appear to be partly attributable to women’s greater weight control involvement and 

partly to their stronger beliefs in relation to healthy eating.  

Data on attitudes to food and nutrition are available for NI adults from the FSA’s annual survey of 

consumer attitudes (248). When consumers were asked to spontaneously list the food concerns that 

came to mind, no single food concern related to healthy eating was mentioned by more than one in ten 

people, indicating that there is no ‘top of mind’ single food issue for consumers. Just over a third of 

consumers in NI (37%) spontaneously mentioned any concern at all and men were less likely to express a 

concern than women (33% vs. 42%).  

An all-island study on teenagers’ attitudes and perceptions of healthy eating, conducted by Share et al. 

(251), revealed gender differences, with girls being more likely than boys to be concerned about risks to 

their health from certain foods. These included foods that are high in saturated fat, sugar, salt and 

calories, foods low in dietary fibre, and foods containing additives and preservatives. Similarly, in 

children, McKinley et al. (252) carried out a qualitative study, which showed that girls were motivated to 

eat healthily because of body weight concerns, whereas boys were motivated by sport and physical 

performance.  

In relation to actively seeking nutritional information, the IEFS study reported that women between 35-

54 years of age with at least a secondary level education (239) were more likely to do so. Health 

information seeking behaviour is related to an intention to eat healthily. Kearney et al. concur, and 

reported females to be more likely to make conscious efforts to try to eat a healthy diet ‘most of the 

time’, while males were three times more likely to ‘hardly ever’ make such conscious efforts to eat a 

healthy diet (250).  

 

3.4 Influences on food choice 

Gender-related levels of knowledge, along with less positive attitudes towards healthy eating and lower 

levels of concern have the potential to influence men’s food choices. Data on personal, social and wider 

environmental influences on food choice are briefly summarised below. 

3.4.1 Importance of healthy eating 

Participants in the ROI were questioned in two quantitative studies in relation to influences on food 

choices. These surveys were the IEFS pan-EU survey of consumer attitudes in adults and the HealthSense 

pan-EU survey (see Table 6) of older adults (239, 241, 246). Adults in the ROI (aged 15+ years) most often 

cited quality or freshness (49%), taste (45%), family preferences (36%), trying to eat healthily (35%), 

price (30%) and habit (29%) as influences on their food choices (239). Further analysis showed that 

women, those from older age groups, those who had greater education and those with a higher 
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socioeconomic status were most likely to regard healthy eating as an important influence (241). Older 

Irish adults (aged 55 years+) cited ‘trying to eat healthily’ (45%), habit (26%), taste (21%), family or 

spouse (18%), body weight (17%) and price (14%) as major influences (246). Detailed segmentation 

analysis of the participants revealed clear differences in perceived influences between demographic 

groups. Women, compared to men, were more likely to select ‘trying to eat healthier’ (48% v 42%) and 

body weight (20% v 14%) as influences, while men were more likely to select taste (26% v 16%).  

These gender differences may be due to cultural conditioning or the differing responsibilities of women 

and men with regard to food (253). For men, the formation of habits and taste preferences seemed to be 

key factors, which in turn could be influenced by the family environment and wider environmental and 

socio-cultural factors, as discussed in chapter 2. 

3.4.2  Convenience 

Convenience and ease of preparation have been shown to be significant motivators in food choice for 

men. safefood research has shown that younger and older men tend to shop for convenience in a 

haphazard way and rarely conduct a weekly shop (2). In addition, previous studies have shown that men 

working shift hours and commuting long distances tend to have an increased reliance on convenience 

foods, snacking and eating out (133).  

3.4.3 Perceptions of food and health – The meaning of food for consumers 

In 2009 safefood carried out both qualitative and quantitative studies across a wide variety of 

socioeconomic groups in NI and ROI as part of the Consumer Focused Review of food-related behaviour 

on the island of Ireland. Full details of the methodology used for the quantitative and qualitative 

research are outlined elsewhere (2). Findings in relation to perceptions of food and health are briefly 

discussed below. 

3.4.3.1 Functionality 

The qualitative research showed that there was a subtle difference in the way men and women talked 

about food. Women tended to emphasize satiety and feeling full as a key requirement for meals, and 

deliberately chose filling foods so they would not need to interrupt their activities to eat before their 

next main meal. On the other hand, men tended to conceptualise food as fuel and gauged what they 

needed to eat against the energy they needed to expend, topping up between meals with snacks if 

needed.  

Both men and women identified certain foods that they eat for the sake of functional or emotional 

effects, such as a burst of energy (or sometimes ‘a sugar rush’), a feeling of comfort, a mid-afternoon 

‘pick-me-up’, a hangover cure, a mood lift, satisfying hormonal cravings, etc.  

3.4.3.2 Life stage 

Young, pre-family men were concerned with appearance and changed their diet when they felt they 

needed to lose weight, although they were less overtly concerned with weight control than young 
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women. In addition, young men with no children mentioned disease prevention as a key requirement. 

They differed from mature women, whose children had left home, and mature men, in that their focus 

was on avoiding illness now, rather than considering their long-term health.  

Many fathers said they eat healthily for the most part and voiced concern over their long-term health 

because they wanted to ensure they would still be active and vital when their children grow up.  

“Yes, I think about it [healthy eating] because I wouldn’t like to have a stroke or a heart attack. 

I am starting to think a wee bit more about it in the last couple of years. It came to me after 

reading stuff in the paper.” (45-60 year old men, C1C2, Urban) 

As with mothers, juggling childcare responsibilities with work and personal life gave fathers a more 

demanding routine than those in the pre-family or post-family life stages. Appearance did not feature as 

prominently for fathers compared to younger men, and weight control was not as closely associated 

with health. Some asserted that it is possible to be “two or three stone overweight” and still have a 

healthy diet, perhaps indicating some optimistic bias.  

“I’d class myself as overweight definitely, but I wouldn’t class myself as eating junk food all the 

time.” (35-50 year-old man, C1C2, Rural) 

Mature men were like their female counterparts in that they had a relatively physically undemanding 

routine. However, their consciousness of their vulnerability to disease and its debilitating effects was 

sharpened by their age and peer group. Like mature women, they preferred to avoid medical or surgical 

intervention if possible through healthy eating. Like fathers, they also believed that they could be as 

much as a stone or two overweight without needing to take action. 

3.4.4 Self-regulation and optimism bias 

The focus group results from the Food Behaviour Report (2) showed that the majority of participants 

were very aware of the meaning of healthy eating and they claimed that they could regulate their own 

diets. Respondents did not acknowledge the inherent contradictions between their perceived ability to 

regulate their diet versus the myriad of influences that govern their daily lives and affect their dietary 

choices.  

“You are in charge. It’s just about whether you want to do it or not and how committed you are 

to it and the price of the benefit and self-control.” (20-29 year old women, C1C2, Urban) 

As a result, the self-regulation practised was typically either sporadic or relatively relaxed. For women 

and young men, self-regulation often oscillated between a sense of responsibility and a need for 

escapism. For mid-life fathers and mature men, self-regulation more often meant making small but 

permanent dietary changes, for example, reducing their intake of red meat or dairy foods.   

3.4.5 Social influences 

According to findings from safefood’s Food Behaviour Report (2), socially-reinforced gender roles 

influenced people’s capacity for self-regulation. Men tended to be more confident about their ability to 
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change their behaviour, while women tended to be more conscious of difficulties associated with 

changing the status quo. Women, usually as the primary shopper and meal planner, could only rely on 

themselves to make better food choices – sometimes against the will of partners and/or children. Men, 

on the other hand, could either provide better food for themselves or ask their female counterpart (in her 

role as the main food conduit) to provide healthier food for them. 

3.4.6 Sport and medical supervision 

Several participants in the food behaviour research (2) cited involvement in sport and regular medical 

checks as facilitators for making permanent changes to their diets by highlighting inadequacy in the 

status quo and increasing expectations of their bodies’ capabilities. Whether the goal was to lower their 

cholesterol level or train for a race, changes in habits were necessary to achieve the goal.  

Furthermore, both sport and medical advice also provided a context in which an individual could receive 

advice and support to help make changes, either through a sport peer group or the authority of a GP. In 

particular, the GP’s authority influenced family members, friends and co-workers to respect and support 

the individual’s goal. Men, in particular, felt that peer and social support were vital for maintaining 

permanent behaviour change.  

3.4.7 Perceptions of body weight 

As mentioned in chapter 2, men and women tend to hold rather different views on what is the ideal body 

shape for each sex. There is a tendency for men to associate ‘bigness’ with more ideal or valorized 

notions of masculinity and therefore to strive for a large body frame as opposed to a ‘normal’ body 

weight (254, 255). Perhaps related to this is the finding by the FSAI that more males than females had a 

preference for larger portion sizes (88% versus 68%) (256). 

Indeed, although men and women tend to exhibit similar rates of obesity, women appear to be more 

likely to be engaged in attempts to lose weight though food intake restriction, and to be more 

dissatisfied with their body shape than is the case with comparable men. Studies show that men aged 

18-34 years are five times less likely (4% vs. 20%) to be on a weight loss diet (21).  

Data from the National Teens Food Survey (257) showed that healthy weight parents were able to 

accurately judge their own weight status but 69% of overweight fathers thought that their weight was 

‘fine’ and one in five obese fathers thought their weight was ‘fine’. Mothers were more likely to correctly 

recognise their own body weight status. Men typically had a wider range of acceptability for weight and 

believed that being two to three stone overweight was still healthy (2).  

 

3.5 Changing food-related behaviour 

In the 1990s, Kearney and Gibney assessed ‘stages of change’ according to the trans-theoretical model 

(258) for the IEFS Pan-EU Survey on Consumer Attitudes to Food, Nutrition and Health. Most participants 

were not considering dietary change, with 55% in the ‘pre-contemplation stage’. Men and those with 
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primary-only education were more likely to be at this stage of change (239). Stages of change were 

measured using the same methodology by safefood in 2012. The results revealed that a large proportion 

of individuals were either in the maintenance stage (trying to eat healthily for six months or more) or in 

the pre-contemplation stage (never thought about dietary change). Small percentages of respondents 

were classified in the contemplation, action (trying to eat healthily for less than six months), decision 

(have decided to make changes but not implemented) or relapse stages (2). Findings also revealed 

notable gender differences. Men were much more likely to have never changed their diet to eat more 

healthily; 42% compared to only 29% of women were in the pre-contemplation group. However, men 

were nearly twice as likely as women to have made a change in their diet in the last six months (13% 

compared to 7%).  

The key barriers to dietary change for older individuals were giving up foods they liked (28%) (Selected 

more often by men than women, 31% vs. 26%), simply not wanting to make the change (24%), feeling 

confused (22%), the cost of healthy food and the perception that there was no need to change (19%) 

(246, 259). 

 

3.6 Conclusions 

These findings paint a less positive picture for men in all age groups compared to women. Compared to 

women, men feel nutrition is less important and are less concerned about it. They are more likely to 

think their diet is already healthy and therefore are less likely to try to make changes in order to eat 

healthily. In addition, although more men than women are overweight and obese on the IOI, men are 

less likely to attempt to lose weight and monitor their diet. 
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4 Men’s food safety behaviour: 
knowledge, attitudes and 
perceptions 

 

Key findings 

 Food safety practices are influenced by a wide range of factors, such as personal, social and 

cultural ones, the wider environment, the nature of the risks involved, the economic and 

policy environment (legislation/regulations), media messages, experience (past and 

present), habits, knowledge, cooking skills, food safety training, time pressures and 

convenience. In addition, socio-demographic factors, attitudes, perceptions and beliefs 

influence food handling practices. 

 Men are at higher health risk due to poor food safety practices and a lower level of 

knowledge and awareness of food safety issues. 

 Younger men surveyed in IOI have been shown to feel invulnerable to many food hazards 

and averse to any type of consequence borne out of risky food safety behaviour. In addition, 

the majority of men reported that they had experienced some level of food poisoning; 

however, none described his symptoms as severe and they were humorous and dismissive in 

relation to the consequences of their illness.  

 While men portray less healthy food safety behaviour and attitudes, women show greater 

food safety concern and so may be more open to health promoting messages in relation to 

food safety. Therefore, the question remains as to whether men should be targeted directly 

or whether women could be targeted as potential influencers of men. The likely success of 

any such interventions has yet to be investigated.  
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4.1 Introduction 

Research on food safety behaviour on the island of Ireland is a growing area but for now data is relatively 

limited. Much of the research is confined to studies on knowledge, attitudes and perceptions of food 

safety issues.  

International research reveals that food safety practices are influenced by a wide range of factors, such 

as personal, social and cultural ones, the wider environment and the nature of the risk involved (2). The 

nature of the risks, the economic and policy environment (legislation/regulations), media messages, 

experience (past and present), habits, knowledge, cooking skills, food safety training, time pressures and 

convenience, socio-demographic factors, attitudes, perceptions and beliefs have all been found to 

influence food handling practices. 

This chapter outlines gender differences in the attitudes, beliefs and practices relating to food safety on 

the island of Ireland. The details of key studies are shown in Table 7. 
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Table 7 - Surveys of consumer knowledge, attitudes and perceptions of food safety on the IOI 

Study Organisation/ 

Author 

N Location Sampling Methodology Year Description 

A study of 
consumer food 
safety knowledge, 
microbiology and 
refrigeration 
temperatures in 
domestic kitchens 
on the IOI 

safefood/ 
Kennedy et al. 
(24, 25)/ Bolton 
et al. (260)  

1,020 householders  

 

Sample sizes were 
divided into two 
age groups: 

over 45 years and 
under 45 years of 
age  

IOI  102 sampling locations 
selected by Market 
Research Bureau of Ireland  

Size of the household, the 
occupation of the principal 
earner and the 
employment status of the 
main food preparer were 
put in place, as well as the 
socio-demographic profile 
of respondents 

Respondents were 
responsible for food 
preparation and cooking in 
their household. All the 
answers were unprompted  

Participants completed 
questionnaires about their 
domestic food practices 
and knowledge of food 
pathogens. In 79% of the 
homes, the refrigerator was 
swabbed and 
microbiological 
investigation conducted. In 
10% of the homes, 
refrigerator temperatures 
were monitored. 

2001-
2002; 
2005 

Quantitative study that used 
questionnaires, refrigerator 
swabs and recorded 
refrigerator temperatures to 
establish what is known 
about safe food practices by 
householders on the IOI and 
the general hygiene status 
and temperature status of 
their refrigerators 

Who is at risk and 
what do they 
know? Segmenting 
a population on 
their food safety 
knowledge  

McCarthy et al. 
(26)  

1,025 participants 
aged between 18 
and 69. 

IOI 

 

Random location sampling  Exploratory focus groups 
with the general public and 
a survey of scientific 
experts informed the 
design of the study. Face-
to-face interviews with 
participants  

2005 Quantitative survey that 
used questionnaires to 
measure knowledge levels 
about food safety practices, 
food safety and food science 
amongst the population on 
the IOI  
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Table 7 - Surveys of consumer knowledge, attitudes and perceptions of food safety on the IOI  Continued 

Study Organisation/ 
Author 

N Location Sampling Methodology Year Description 

Safetrak 

 

safefood (247) 800 participants 
aged 15-74 (500 ROI 
and 300 NI) 
annually 

IOI Quota sampling Face-to-face interviews in 
participants’ homes  

2005-
2013 

 

Quantitative surveys of 
consumer knowledge, 
attitudes and behaviours 
relating to both food safety 
and nutrition  

Why do consumers 
deviate from best 
microbiological 
food safety advice? 
An examination of 
‘high-risk’ 
consumers on the 
IOI 

Brennan et al. 
(261)  

1,025 consumers 
aged 18 to 69 

 There were 73 sample 
points. Quotas for age and 
social class were 
implemented. The selection 
of group participants for 
the qualitative research 
was based on the 
demographic profiles from 
the quantitative study 

Quantitative survey was 
used to demographically 
profile ‘high-risk’ groups on 
the IOI. A series of 
statements were used to 
measure knowledge and 
questions on a number of 
demographic factors 

Qualitative study consisted 
of 12 focus groups, eight in 
the ROI and four in NI. 
Face-to-face questionnaires 
were used to recruit the 
participants 

2007 The objectives of this paper 
were firstly to profile and 
identify ‘high risk’ 
demographic groups on the 
IOI and, secondly, to 
investigate the group 
members’ knowledge of 
microbiological food safety, 
microbiological food safety 
handling and the preparation 
behaviours they engage in 
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4.2 Gender differences in food safety knowledge 

Several studies on the island of Ireland have examined food safety knowledge and demonstrated clear 

differences between men and women. Kennedy et al. showed that consumers could be segmented 

successfully based on their food safety knowledge and reported practice (24). The authors identified 

three groups of consumers based on knowledge factors, i.e., conscientious, cavalier and careful food 

handlers. Members of the cavalier food handler group were more likely to be male and engaged in less 

hygienic food handling practices (24). McCarthy et al. also identified an ‘At Risk’ segment with less than 

ideal food safety practices and significantly lower knowledge about food safety and food science issues; 

members were again more likely to be male (26). These studies show that older and younger men may be 

particularly at risk of low levels of food safety knowledge. This is consistent with the international 

literature (27-30, 262). More recently, Kennedy et al. surveyed 60 consumers on the perceived importance 

of key food handling practices in the prevention of foodborne illnesses (263). Respondents assessed the 

importance of nine food safety behaviours relating to the transport, storage, handling and cooking of 

foods. All behaviours were generally considered important; however, men were less likely than women to 

consider correct food safety practices as important.  

4.2.1 Awareness of food safety issues 

In 2009, safefood commissioned quantitative and qualitative research to investigate consumer 

knowledge, attitudes and behaviour relating to food safety as a basis for the Consumer Focused Review 

of Food Related Behaviour (2). The research, which was carried out by Millward Brown Lansdowne, formed 

part of safefood’s annual consumer tracking research, ‘Safetrak’. The questions used reflected questions 

included in previous Safetrak surveys and aimed to address some of the influences on food-related 

behaviour. The quantitative methodology is outlined in Table 7.  

The qualitative research involved a series of six focus groups in a variety of population groups and 

locations on the IOI. The research aimed to explore factors like knowledge, attitudes, prior experience, 

social norms, self-efficacy, habits, emotions and contextual factors in relation to food safety. It also 

explored knowledge, attitudes and perceptions around food poisoning. 

The focus groups showed that females had a high awareness of major news stories concerning outbreaks 

of foodborne illnesses due to salmonella, dioxin and E. coli. The majority of females described television 

advertisements for biocides, which had a complementary effect in that it raised their awareness of food 

safety issues. Some females also recalled some more specific food safety advertisements (many of which 

were from safefood, e.g., the food safety campaign and the Christmas campaign). Male participants did 

not display the same level of awareness. However, it is difficult to assess whether this reflected general 

food safety awareness or simply how the advertising campaigns were targeted.  
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4.3 Concerns about food safety 

Data from the safefood Food Behaviour Report on concerns around food safety, derived from both the 

quantitative and qualitative research, showed that most people realise the importance of food safety 

and good food hygiene, with 77% of those surveyed expressing concern when asked to describe their 

attitude to food safety issues. Men were less likely to worry than women (11% unconcerned compared to 

6% of women). In the ROI, females aged 35-49 years and over 50 years were more concerned, whereas in 

NI, females aged 35-49 years were more concerned (2). These findings broadly reflect previous research 

(31). 

The results from the Food Standards Agency in the UK, published in 2013, revealed that compared to 

women, men were less likely to be concerned about food hygiene when eating out (31% vs. 41%), about 

food poisoning (23% vs. 29%), about the use of additives (23% vs. 30%) and about date labels (20% vs. 

27%) (264).  

4.4 Food risk perception 

In relation to risk perception, the qualitative research from safefood’s Food Behaviour Report showed 

that females appeared to make a greater connection between poor food safety and illness. Younger 

males felt averse to any type of consequence borne out of risky food safety behaviour and felt 

invulnerable to many food hazards (2). This finding reflects international research that shows that men 

tend to have a lower food risk perception than women (31). 

4.4.1 Experience of a food safety incident 

Understanding the link between food safety practices and consequences varied according to personal 

experiences. A strong gender difference was apparent in the findings of safefood’s Food Behaviour 

Report (2). Women had a strong association between illness and poor food safety practices, which 

included evidence of first-hand food poisoning instances and outcomes. Those women with experience 

(direct or indirect) of food poisoning were not humorous or dismissive in their accounts of the 

symptoms experienced, and the types of reports of food safety-related illnesses were varied and ranged 

in severity. Some examples included particularly serious, emotive descriptions of a case of E.coli and 

salmonella, which resulted in children being seriously ill and being hospitalised. The women involved 

spoke of the intense worry and guilt they felt at the time. Both of these cases evoked strong emotions 

amongst all the women and it was evident that these events had clearly shaped their attitudes and 

behaviours around food safety. 

On the other hand, the majority of men felt that they had experienced some level of food poisoning. 

However, none of them described their symptoms as severe, and their recollections of any more serious 

incidents were vague and distant. Male reports of food poisoning included upset stomachs, diarrhoea, 

nausea, weakness and fatigue. Most episodes lasted a short amount of time (one/two days) and more 

serious episodes reportedly lasted up to a week. An element of invincibility was evident among male 

participants, particularly younger males.  
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It is difficult to say whether the gender differences in the perceptions of food poisoning described here 

reflect real differences in perceptions or simply the different ways that men and women interact in group 

settings, or both.  

 

4.5 Gender differences in food safety practices 

safefood qualitative data on food safety practices (2) showed clear differences relating to life stage and 

gender amongst the participants. Men described a more haphazard approach to food preparation 

practices. For example, younger men tended to leave dirty kitchen utensils to accumulate and cleaned 

them when needed. They also displayed a poor knowledge of food safety practices. For example, they use 

an ad hoc approach for storing and defrosting foods. As mentioned already, research has shown that 

forms of masculinity such as risk taking and feelings of invulnerability are factors that influence men’s 

health practices (51). This reflects findings from previous research conducted on the IOI (24-26, 265) and 

internationally, and could leave young men at higher risk of food poisoning. 

Women and mature men portrayed a much more organised and methodological approach to food 

practices. They cleaned as they went along and said they had procedures in place with a view to being 

more efficient throughout the food preparation process. These efficiencies were driven by their attitudes 

and habits or by their circumstances. Having children, for example, necessitated an orderly approach to 

kitchen tasks. Fathers who were involved in meal preparation described a structured approach to running 

the home and tended to break meal preparation into a series of tasks – preparation, cooking, mealtime 

and cleaning up.  

The majority of respondents relied on sensory inputs to judge whether food was fit to prepare and 

consume. Men, in particular, trusted their own senses as a better indicator than ‘use by’ dates and were 

guided strongly by touch (meat and vegetables), taste (many different foods), smell (meat and dairy 

products) and the physical appearance of food (mould, colour, etc.). Women, while also reliant on these 

sensory inputs, were more cautious.  

While inherited habits and traditions were not a factor for younger men, mature men and fathers 

referred back to food preparation practices when they were children and commented how food safety 

practices have developed. This reflects the findings of a previous qualitative study on the IOI (261). 

Many male participants reported learning about food preparation (including food safety) and taking on a 

greater role within the home and more specifically within the kitchen. There were many reasons for this, 

including current high unemployment rates among men and changing male/ female roles within the 

home. Even though men were participating more actively in the home, they felt that the home and the 

kitchen were traditional female domains and, as a result, did not consider themselves fully responsible 

for food safety. This may stem from traditional values where the role of men was as providers while 

women were the homemakers. Similarly, there may be an element of masculinity ideology here (266). In 

contrast, women felt that they had a better handle on food safety practices and their consequences than 
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men and this may reflect their comfort with a traditional role as a food provider. The use of food has long 

been recognised as a way that a person assigns identity to herself/himself and others (166, 267, 268). 

The focus group work also examined areas of food preparation practices that required improvement. 

Minor food safety misdemeanours were acknowledged and accepted by all as part of food preparation. 

Men readily admitted to careless food preparation practices, such as eating out of date meat (younger 

men only), using the same knife for meat and vegetables (commonly mentioned) and eating food picked 

up from the floor (the ‘five-second rule’). Similar to studies of masculinity and food, men’s comments, in 

their discussions of eating, diet and health, tended to reflect traditional constructions of masculinity 

that position food and health promoting behaviours as of little interest to them (4). 

 

4.6 Conclusions 

Food hygiene practices and their influencers vary according to gender and life stage. Lower food safety 

knowledge levels among men indicate that this issue needs to be addressed via formal education 

settings and in the home. In addition, the segmentation of consumer messages for men and women 

may help to promote increased food safety knowledge and awareness and effective food-related 

behaviour change. Younger and older men appear to be key groups to target. As the role of fathers in the 

home continues to change, this group is also becoming more important.  

While food safety behaviour and attitudes appear to be less healthy in men than in women, the higher 

level of concern among women may suggest that they may be more open to food safety messages than 

men. Therefore, the question remains whether men should be targeted directly or whether women could 

be targeted as potential influencers of men. Further research is needed to establish how best to 

effectively communicate gender-specific messages around food safety. 
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5 How men view the world of food: 
safefood qualitative research 

 

Key findings 

 

 Barriers to men’s increased involvement in food-work included overcoming traditional 

gender stereotypes, lack of education around food and confusion around food and health 

terminology, perception of ability, the influence of advertising, career, life-stage and 

household make-up. 

 The research identified five types based on personal motivations in relation to food among 

the participants, ranging from having a low health concern and low food involvement to 

highly concerned, highly regulated types.  

 Life stage played a major role in men’s behaviour. The majority of participants started their 

food lives as either Frivolous Feeders, characterised by a lack of interest and a low level of 

knowledge and responsibility, or Epicurean Explorers, with high level of food knowledge and 

an interest in new foods.  

 As men progressed through life, various trigger points, such as career development or 

becoming a father, affected their food and health behaviour. The presence of partners or 

children changed some men’s food motivation and brought an increased level of focus on 

health. 

 As men became older, some sought out higher quality food and more varied food 

experiences, regarding food as a function of status. Others, mainly due to presence of illness 

and interactions with the health system, became more regimented, using food as means of 

improving health.  

 Generally, younger men, who displayed a lower level of knowledge and interest, were 

identified as the group most at risk.  
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5.1 Introduction 

This chapter provides an overview of findings from qualitative research carried out by safefood as part of 

this Consumer Focused Review to contribute to our understanding of men’s current knowledge, 

attitudes and behaviours around food and health on the island of Ireland. The research aimed to provide 

up-to-date information on factors influencing men’s food behaviour, their involvement in domestic 

food-work and optimum strategies to communicate food and health issues to them.  

While this research provides some insight into the factors that influence behaviours, its limitations must 

be borne in mind in extrapolating the findings to the entire population. 

 

5.2 Research background 

To inform this review, safefood commissioned qualitative research to identify key influences on men’s 

food behaviour on the island of Ireland. Qualitative focus group discussions were carried out by Ipsos 

MRBI in consultation with safefood in November and December 2013 across a variety of population 

groups and locations.  

The research aimed to understand men’s approach to food and how food safety and healthy eating 

influenced this. The discussions focused on food involvement, with a view to revealing information on 

knowledge and attitudes relating to nutrition and food safety behaviour, as well as influencing factors 

such as lifestyle, social norms, habits and potential influencers of positive change. The discussion guide 

was developed based on a review of the current literature in the area. 

For the purposes of this research, food involvement contained parameters such as planning (budgeting, 

menu planning and grocery shopping), preparation (preparing, cooking and cleaning up) and knowledge 

(ingredients, recipes, food safety practice, nutrition, etc.), as well as evaluating the general level of 

responsibility for men within the household regarding these parameters,  

The qualitative research involved a series of eight focus groups across urban (Dublin, Cork, Belfast) and 

rural (Tipperary, Roscommon, Down) locations to provide a mix and allow for regional variations. For the 

purpose of this research, participants had to be male and aged between 20-65 years. Participants were 

recruited from different socioeconomic groups and life stages to present a mix of older/younger and 

personal family circumstances (with/without children, working/retired/unemployed, etc.). In total, 64 

participants were recruited. 

Recruitment was carried out according to strict guidelines to reflect the population groups identified in 

Table 8. It must be noted that although the majority of men were considered for recruitment regardless 

of their responsibility for household food-work, there was one exception. Those participants identified as 

‘food experts’ were excluded at recruitment stage. This was done to aid group dynamics. Attitude 

statements were used to identify men fitting this description.  
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Table 8 - Focus group characteristics 

 

 

5.2.1 The Censydiam approach 

Motivations can be difficult to articulate; however, the validated Censydiam approach (269, 270) helped 

in understanding participants’ motivations in relation to various food and health behaviours. Through a 

series of projective techniques, an analysis of different potential motivations that underpin the role of 

food and health in men’s lives was undertaken. The needs were then explored using the Censydiam map 

(Figure 7). 

Understanding men’s motivations for behaving the way they do can help us develop communications 

and messages that connect best with their motivations and so have a higher potential to deliver 

behaviour change. 

Group Family Stage Sex Social Class Location 

1 Pre-Family / Single Male C2DEF Co. Tipperary 

2 Older Family / Empty Nesters Male C2DEF Co. Roscommon 

3 Younger Family Male BC1 Cork 

4 Pre-Family / Single Male C1C2 Dublin 

5 Empty Nesters Male BC1 Dublin 

6 Pre-Family / Single Male BC1 Belfast 

7 Older Family Male C1C2 Belfast 

8 Younger Family Male C2DEF Co. Down 
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Figure 7 – Censydiam model 

 

Each position on the compass in Figure 7 (270) represents a different motivation. The compass is focused 

on the theoretical viewpoint that consumers are driven by two main forces, personal (north/south) and 

social (east/west) dimensions. The remaining motivations combine elements of these social and 

personal dimensions. These are briefly described below in relation to food behaviour motivations: 

- Enjoyment – maximising pleasure, striving to let go and be impulsive. Any food behaviour that is 

not simple and easy to follow tends to be rejected. 

- Conviviality – desire to be connected to others, interacting and sharing experiences. Provision of 

food can be used as both a message to others and a desire to bring people together. 

- Belonging – the need to be part of a society or group. Food can be seen as a way to demonstrate 

dedication to others. 

- Security – experience of relaxation, tranquillity and safety. Looking for simplicity regardless of 

how it is achieved which can drive a divestiture of accountability to other sources. 

- Control – keeping in check and hiding emotions and feelings. A requirement for routine, 

structure and consistency, which establishes an input/output based food motivation that is 

efficient and effective.  

- Recognition – feeling ahead of the pack, need to stand out and break from convention (excluded 

in this study).  

- Power – reflects a desire to be viewed positively and be appreciated and praised. Therefore, food 

can serve as a function of status. 

- Vitality – reflects adventure, testing boundaries and discovering new things. Food can become 

an expression of the person.  
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5.3 Influences on men’s food behaviour 

Throughout the research, a series of obstacles presented themselves for men to overcome on the road to 

food responsibility. These included overcoming traditional gender stereotypes, a lack of education 

around food and language confusion, perception of ability, the influence of advertising, career, life stage 

and household make-up.  

It should be noted that, as mentioned previously, men with a certain level of knowledge and experience 

in relation to food and nutrition, or those who were highly involved in family food decisions, were 

excluded from this research. Therefore, participants generally had low food involvement and so the 

majority of the influences discussed focused on barriers to their increased involvement.  

5.3.1 Education 

Lack of formal education and training was either identified directly by participants or was evident from 

their narrative as a barrier to their food involvement.  

“The way we were brought up, you know, the girls at home sort of learned to cook, you didn’t… it’s only 

when you had to fend for yourself and had responsibilities of your own and you’re away from your 

upbringing home that you kind of took it seriously” (Small town, Young family, C2DEF) 

Education is the main starting point from which people can build their knowledge on food and health. 

On the IOI, as well as internationally, learning in relation to nutrition, food safety and cooking practices 

can come from the home (i.e., through observing/helping) (271-273) or from school (i.e., home 

economics). However, only a few participants reported receiving information from either source.  

 “I learned through people that I lived with and stuff I saw them cook” … “I remember watching my mum 

cooking and then when I had to do it myself I remembered that…if someone shows you then you’ll know 

after that” (Pre-family/single, C1C2, urban) 

Men’s lack of sufficient food-related education at a young age put them at a distinct disadvantage when 

it came to food involvement. As can be seen in the following section, even when men showed an interest 

in and willingness to increase their food involvement and took part in family food-work, this lack of 

basic knowledge undermined their confidence in their ability to take ownership of food.  

5.3.2 Food knowledge 

On the surface, men seemed to possess an appropriate language in relation to food and healthy eating. 

However, a closer examination revealed that while buzzwords such as unprocessed, fresh, natural, etc. 

allowed men to converse about food, their knowledge was superficial. This in turn reduced the impact of 

the health and nutrition messages men received and in many ways permitted them to create their own 

parameters. For example, many spoke about the importance of balance in their diet but when asked 

what this meant, one participant said: 

“[Balance means] it has to be tasty but it has to be healthy as well, somewhere in the middle” (Pre-

family, C1C2, Urban) 
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Similarly, another participant said: 

“[Balance means] not eating takeaway seven nights of the week but not eating salads seven nights of 

the week either” (Young family, C2DEF, Small town) 

This lack of understanding may lead to issues with health and nutrition, and misconceptions in men in 

relation to what they should eat and what practices they should follow. Interestingly, most men 

perceived a distinct divide between ‘healthy’ and ‘tasty’ and tended to believe foods belonged to one or 

the other group and not both. 

“I think [in a wholesome diet] you can incorporate what you like about food, but healthy means you have 

to eat because that’s the right thing to eat” (Empty nesters, BC1, Urban) 

5.3.3 Work  

Work played an important part in men’s lives and was undoubtedly a key factor in their approach to 

food. While a job’s major impact on food practices was time availability, the type of work also affected 

the participants’ views of their nutrition and health. 

5.3.3.1  Unemployed/retired 

Participants who were unemployed or retired reported having positive attitudes in relation to food 

involvement because they had more free time. They also expressed health considerations.  

“ I just feel that you can control yourself more when you are retired than when you are eating for Ireland 

as they say” (Urban, Empty nesters, BC1) 

5.3.3.2 Blue collar 

Participants among blue collar and rural occupation groups displayed low levels of interest in food and 

nutrition. Many believed that the high level of activity associated with their occupation (often involving 

manual labour) could justify their unhealthy eating habits. Participants from rural backgrounds 

displayed more traditional views in relation to family food-work and the role of men and women, and so 

were less likely to be involved in daily food preparation. 

“I suppose the wife is a better cook and she likes doing it” (Empty nesters, BC1, Urban) 

5.3.3.3 White collar 

These participants reported that long working hours and/or the commute associated with their job had a 

negative impact on their food habits.  

5.3.4 Media vs. reality 

The influence of media on men’s food behaviour has been discussed in detail already. For many men in 

this study, the media’s view of cooking did not reflect their reality because when they cooked, they 

reported that it was often basic and quick and far from the gourmet image portrayed on TV.  
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“She makes up sauces there, that [famous TV chef]; you’d want to have a market garden to make it up” 

(Single, C2DEF, Rural) 

Most participants reported watching cooking shows on TV; however, this was more for the 

entertainment value than an interest in food and cooking. Nevertheless, such programmes clearly 

exerted an influence on men’s approach to food. Some men found them useful: 

“[TV cooking shows] makes it easier for you because you’re looking at it and saying, yeah I can do that” 

(Young family, BC1, Urban) 

However, for others, particularly those with a poor start from a food education perspective, this 

influence undermined their food involvement efforts as they perceived the barriers to entry to be large 

and complex. Interestingly, some men who were involved in food-work did not perceive their efforts to 

be of value. They perceived that their cooking did not match some unspoken standard, and this 

undermined their confidence.  

“[I] have a handful of things I know I can make…not fine dining food or any of that carry on… standard 

set things that I can make and it kind of becomes boring” … “When my wife is cooking, it’s more 

complicated stuff, mine is all very simple, it’s the frying pan and the oven”… “If you say to the children… 

even though they’re only three and six… who do you want to make the dinner… it’s the missus all the 

time” (Young family, C2DEF, Small town) 

5.3.5 Advertising and marketing 

The pervasiveness and persuasiveness of food advertising was clear to most respondents. Although its 

impact was significant across a number of factors, it appeared to be most effective in relation to health 

and cost, allowing men to make judgements on their behaviour.  

Price promotions and related materials skewed men’s price perceptions. Although some acknowledged 

that pre-prepared and ready meals were unhealthy, they pointed out that pre-packed or processed foods 

were cheaper than making a full meal from scratch.  

“Sometimes you can buy a cheap meal that’s as cheap as if you’d cooked it yourself or less”…  

“Especially if you’re cooking for one” (Pre-family/single, C1C2, Urban) 

However, those who bypassed advertising and were involved in some way in practical food preparation 

revealed that this is not necessarily true. 

“Some of them [cooking shows] would be telling you like this is only costing £5 to make this meal, Jamie 

Oliver and stuff like that, he’s always doing stuff that’s cheap and it looks more interesting that your 

normal meal (Young family, C2DEF, Small town) 

The ever increasing presence of health claims and nutrition information on food products confused 

participants. Claims such as ‘low fat’, ‘no added sugar’, ‘one of your five a day’, etc. are now 

commonplace on many food products and have therefore blurred the lines between what is and is not 

healthy. This confused men and obstructed other health messages from gaining traction. Previous 
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research has shown men to be suspicious of health and nutrition messages on food products (75) – and 

this discrepancy can feed into their suspicion, and so they may ignore credible health information as 

marketing ploys.  

Once again, lack of basic knowledge and understanding of food and nutrition negatively affected 

participants’ ability to distinguish marketing and advertising messages and interpret the nutritional and 

health quality of food products.  

 

5.4 Men’s food involvement and motivations 

A qualitative examination of the findings based on the values from the Censydiam wheel suggested five 

food personae types among the participants (Figure 8). Their definitions and relationships, as well as 

their development through men’s various life stages, are discussed below.  

 

Figure 8 – Participants’ food persona motivations 
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Table 9 - Men's food involvement personae 

 Frivolous Feeders Epicurean Explorers Harmony Holders Five-star Foodies Regimented Regulators 

Who are they Low interest, low 
knowledge consumers. 
Often single 

Food explorers, high 
knowledge, likely to be 
middle class and urban 

Parents aged 30+. Evident 
across social classes and 
work profiles 

Older, affluent men, 
generally still living with 
partners but children have 
moved out 

Older, often experiencing 
health issues 

What they want 
from food 

Eat for enjoyment of food, 
little consideration given 
to health 

Interested in new foods and 
challenging themselves 
through meals and cooking 

To fit their lifestyle and 
not create hassle for them 
or others in their 
household 

Food is a function of 
status and serves to 
demonstrate same 

To prolong life; allow them 
to feel in control of their 
health 

What they eat Tend not to take 
responsibility for cooking. 
Eat whatever is put in 
front of them or bought in 
(takeaway). Welcome 
large portions 

Prepare ingredients generally 
from fresh produce. Tend to 
focus on international foods 

Health tends to play a role 
due to presence of 
children – but lack secure 
knowledge of healthy 
foods. Often have set 
routines and repertoire of 
dishes 

Tend to let others cook 
(either partners or 
restaurant chefs), but 
seek to buy high-quality, 
often expensive, foods 
perceived to be ‘the best’ 

Often will have a single 
focus and eat foods to fit 
this focus, e.g., diabetes and 
sugar, high blood pressure 
and salt, etc. 

What are the 
challenges 

Lack interest. Lifestyle can 
excuse diet, e.g., active 
jobs, sport participation. 
Food waste also a factor 

Food may not always be 
healthy and they are not 
looking for information on 
how to make it so 

Although involved with 
food, they still do not 
have ownership  

Health is not a focus, 
although it may be a by-
product given the 
standard of ingredients  

Few challenges evident as 
they are taking control, 
although they can risk over 
focusing on one issue 
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Qualitative findings revealed that life stage played a major role in men’s behaviour, and as men progress 

through life, a number of trigger points become apparent which have an impact on their food and health 

behaviour. 

5.4.1 Single/pre-family (18-30 years old) 

In this study, the majority of participants began their food lives as either Frivolous Feeders or an 

Epicurean Explorers. Most started taking sole responsibility for food when they began their adult lives 

outside the family home, generally without a sure knowledge of what was involved.  

“I remember when I first moved out thinking Jaysus what am I going to eat? And being really worried 

about that and I remember my new year’s resolution was to learn to cook and buy a cook book, but I 

didn’t. I took a while; even going to supermarket first I didn’t know what to buy” (Pre-family/single, 

C1C2, Urban) 

It is important to note, however, that sole responsibility can mean ordering takeaway food, and does not 

necessarily equate to ownership and full involvement. In general, Frivolous Feeders exhibited low levels 

of interest in food and perceived it mainly as a source of fuel, aiming to minimise their involvement as 

much as possible: 

“I eat whatever is there, whatever is cheapest and handiest. I’d get chicken rolls…I used to eat eight 

chicken rolls a week. Sometimes I’d buy two and save the second one for a few hours later” (Pre-

family/single, C1C2, Urban) 

As can be seen below, this period in men’s lives can shape their relationship with food, and while 

Frivolous Feeders exhibited low levels of interest and knowledge, Epicurean Explorers discovered ways of 

exploring food and developed an interest in food involvement. Nevertheless, health was not high on 

men’s agenda at this time. This is in line with findings from previous research and consistent with a 

certain feeling of invincibility towards health exhibited by men of this age group (51), regardless of their 

food knowledge and level of involvement.  

 Young family (31-45 years old) 

Moving in with a partner triggered some changes in men’s food behaviour. The personality and the food 

management style of the partner had an important impact in determining the nature of this change and 

the role and responsibility of men regarding food involvement in the household as they adapted and 

merged food habits with their partner. Some partners naturally took charge of the family food-work, 

reducing men’s involvement to “pushing the trolley”: 

“I’d be there [food shopping] but I don’t really have a choice in a lot of what goes on”… “She 

[wife/partner] would know exactly what to get and why and when it’s for and all that” (Young family, 

C2DEF, Small town) 
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However, some men, generally Epicurean Explorers, pointed to the changing times and men’s increased 

involvement in food: 

“If you go back to your father’s generation, he had someone to look after him, but a lot of people now 

have to fend for themselves”… “A man is not just going to come home and plank himself on the couch 

expecting it to be served up to him”… “And who’s to say your wife is going to cook better than you… you 

might not even like what she makes”… “I’d say I’d be a better cook than my wife” (Young family, BC1, 

Urban) 

In addition to the influence of partners, presence of children and/or change in work circumstances also 

affected men’s food personae. Some men remained in their original persona if no external influence was 

present or if partners permitted them to remain in that role. However, in general, the presence of one or 

more of the above influences was likely to shift men into the Harmony Holder motivation.  

The presence of children triggered a major overhaul in men’s lifestyle and food behaviour and generally 

brought a focus on health. This focus was not just aimed at providing healthier food for the children but 

was also an effort by men to change their lifestyle and improve their health to ensure that they were 

available and able to take part in their children’s lives.  

“In my 20s I ate and drank all around me and I would kind of hope that metabolism would be enough to 

cope with it. But in your 30s you’re getting much more conscious of things and you’re cutting 

down…you’re also looking to say…well, because you have kids now that I need to look after myself” 

(Young family, BC1, Urban) 

However, for some, as children got older and career took over again, health moved down the list of 

priorities. Later on in life, grandchildren triggered a renewed emphasis on health. 

5.4.2 Older family (46-60 years old) 

Similar to the previous stages, many men remained in their various personae at this stage in their life 

course, but influences such as increased time availability, lower levels of responsibility (in relation to 

children and career) and increased disposable income allowed some men to shift to other personae. A 

lack of responsibility for children saw some Harmony Holders revert to their Frivolous Feeder or 

Epicurean Explorer personae, while higher disposable income allowed some men to switch into the 

‘status’ persona of Five-star Foodies.  

5.4.3 Empty nesters (61+ years old) 

Health considerations and doctor’s warnings were some of the influences that increased men’s 

consciousness of their vulnerability to disease and often motivated a renewed focus on health and 

prolonging life, which saw many men forced into the Regimented Regulators motivation group later in 

life. 

“We’re trying to stretch out what’s left… we’re in the second half now” (Older family/empty nesters, 

C2DEF, Rural) 
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Other influences included the presence of grandchildren as well as experience of losing friends and 

family members to disease. 

“We’re on the wrong side of 60, your grandchildren are growing up and you want to be around for as long 

as you can, all of us have seen and lost friends, usually through something that could have been 

prevented but wasn’t. when I look at my grandchild I’d say I’d like to still be around when he’s 10, 12, 14 

and watch him play football… I suppose you’re looking at your own mortality” (Empty nesters, BC1, 

Urban) 

Some men, however, did not see signs of change or chose to ignore warnings and continued with past 

behaviour.  

5.4.4 Absent personalities 

Other safefood research on approaches to food (274) revealed other personality types that were not 

found in the findings of this study.  

 

Figure 9 - Censydiam motivation types not found among participants in this study 
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Table 10 - Censydiam motivation types not found among participants  

 Conviviality Belonging Recognition 

Who are they? Busy mothers with older 
children, working outside 
the home 

Aspire to be the hub of 
the family, friends and 
extended community 

Mothers with children at 
various ages, less likely to 
work outside the home 

Aspire to be the home maker 
who is counted upon and is 
largely defined by this role 

Almost exclusively male, 
although they do not 
have the knowledge and 
skills of Epicurean 
Explorers 

What they 
want from 
food 

Use food as glue that 
bonds people together  

Confident in the 
information they have and 
are happy to demonstrate 
this (be the centre of 
attention)  

Use food provision to 
demonstrate dedication to 
others (less of a statement to 
others about their worth than 
conviviality state) 

Credit seekers, using food 
to gain recognition 
among family. This 
acknowledgement 
reinforces their 
confidence in food 
provision 

 

In this study, although conviviality and social dining were present in some cases, they were generally not 

the driving force behind men’s food choices or outlook in day-to-day food provisioning. The absence of 

these traditionally feminine identities may also point to some men’s lack of confidence and hesitation in 

taking ownership of the food-work and accepting sole responsibility for family food provisioning. Although 

there were men who spoke about the importance of family and belonging, the underlying needs generally 

fell into other categories, such as security, rather than food. 

As mentioned previously, credit seekers generally tended to be men who demonstrated a desire for their 

effort and work to be viewed positively and expressed to them as such. However, for the purposes of this 

research, those who would naturally occupy this space were excluded at the recruitment stage in order to 

avoid the appearance of ‘experts’ at the groups when less involved participants were present. 
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5.5 Communicating with men about food 

 

Figure 10 - At risk groups – a health perspective 

 

 

5.6 At risk groups 

The lack of knowledge and interest among Frivolous Feeders put them at increased health risk: 

“I wouldn’t have touched the cooker in my mam’s house…even my bed was made for me…now [after getting 

married] you have to fend for yourself…you’ve got the children and you have to make something for 

them…you have to learn. I nearly burned down the house one day, left a pot of mince on…every room in the 

house had to be painted…on the bright side I can make bolognaise now!” (Young family, C2DEF, Small town) 

This was similar to the findings of previous work on food behaviours on the IOI, which found young men of 

similar characteristics (274). Frivolous Feeders were also the persona least likely to pay attention to messages 

promoting food safety and nutrition because they were not focused on health issues in relation to food. 

“You go for the easiest option as opposed to preparing fresh food” (Young family, BC1, Urban) 

Men belonging to the Harmony Holder persona group were next on the health-risk scale. Although they had 

introduced improvements in their habits and behaviours, their lack of basic knowledge and understanding in 

relation to food put them at increased risk. However, these men tended to show the highest level of interest 

in health messages and learning about food safety and nutrition. 

“You think more about the health side of it now because it’s getting drilled into you… eating more 

vegetables…fat, salt and sugar content…” (Young family, C2DEF, Small town) 
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The middle of the scale featured Epicurean Explorers and Five-star Foodies. Although these men were not 

particularly receptive of health messages, they tended to experience lower levels of risk as health occurred as 

a by-product of the types of foods they ate.  

At the lower end of the risk scale were Regimented Regulators. While these men were not particularly 

interested in food safety and nutrition messages, the tight control they exerted over their approach to food, 

often due to health problems reduced their risk levels. 

5.6.1 Communication opportunities 

Findings from this research and the literature suggest that many men deflect responsibility for food 

provision and preparation to others in the household or even outside it. However, if men from certain food 

personae are to improve their knowledge of food safety and nutrition and ultimately their health, they might 

benefit from taking a more active role in this domain.  

“Everyone nowadays, or most people, are aware of what they have to do, it’s just a question of finding time 

and the willpower to do it” (Young family, BC1, Urban) 

As mentioned above, men’s ability to take control rested on internal and external influences. While some 

internal factors can be challenged and many external factors can also be overcome, men’s lack of confidence 

in their own abilities was a key barrier, particularly among the high-risk personae.  

Interestingly, this lack of confidence is not confined to those men with limited food skills, but can be 

observed even among men who show adequate skill levels and are routinely involved in food preparation. 

This was evident in the way one participant reported preparing a full meal from scratch for his family but as 

an example of his lack of cooking skills: 

“On Sundays sometimes I’d make the dinner… I have a set plan… fire the spuds in the oven and bake them, I 

would cook steak or something, I would use frozen peas and mushrooms and onions…it’s about all I know 

how to cook… other than grilled breakfast meals…” (Young family, C2DEF, Small town) 

Another participant compared his style and confidence in cooking to that of his wife: 

“She finds it easier… she’d be able to do that [cook the meal] and probably still fit in doing the children’s 

home work…where I’d be getting everybody out of the way, the children stay in the sitting room, don’t come 

near me, I’ll call you when its ready and it’s there, you eat it, if you don’t you go hungry…because if I get 

distracted the house would be on fire… o everybody out of the way and hope for the best” (Young family, 

C2DEF, Small town) 

Therefore, efforts to build confidence among these men are particularly important. In addition to this, 

efforts to engage men should be tailored to their particular circumstances and suit their current level of skill 
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and knowledge. High risk groups such as Frivolous Feeders posed the greatest challenge as their lack of 

interest in health messages is difficult to overcome.  

“I’d say most men wouldn’t have the confidence to go outside of the very basics…give them a cook book and 

say go and try and put that together…it would be horror” (Young family, C2DEF, Small town) 

Simple, clear and easy-to-follow directions in approaching food are needed to challenge preconceptions 

around cost, preparation time and the tastiness of healthy food among this group.  

“I had a student cook book when I was in college that had these really easy and simple things and I used to 

use that a lot” (Pre-family/single, C1C2, Urban) 

Efforts should be made early on to educate boys and young men in relation to food preparation, food safety 

and healthy eating in order to prepare them to enter their adult lives with some basic knowledge in food 

preparation and planning. This sentiment was echoed by majority of participants from various groups: 

“I think once you reach maybe 17 or 18, you’re already programmed in a certain way. Whereas I know when I 

was in school that there weren’t any cooking classes (Young family, BC1, Urban) 

 

“[If I could change anything] I’d go back and learn to cook… I think it goes back to our school days, girls went 

into home economics courses and we were out kicking a football or hurling” (Empty nester, BC1, Urban) 

Building confidence is important in order to help men feel in control. For example, men in the Harmony 

Holder persona group tended to follow set routines and therefore would not move from their comfort zone 

easily. As one participant pointed out, this can be achieved by keeping solutions basic as these men 

currently tend to operate with little basis in culinary skills.  

“One of the things I find when I’m shopping… I love to pick up recipes; you can buy against the recipe”… “I 

think for me it would be just like they have in Operation Transformation that you have recipes that are 

relatively easy to do and you’re not going to spend all day doing it. I don’t want to spend all day in a kitchen 

preparing for dinner” (Empty nesters/ BC1, Urban) 

Men in the other three personae groups could also benefit from some instruction on how to approach food 

in a more constructive manner. For example, promoting high quality healthy produce as ‘best ingredients’ to 

Five-star Foodies, inspiring Epicurean Explorers with challenging recipes and new foods and providing 

assistance to Regimented Regulators to control their diets would be useful in getting their attention and 

encouraging these men to become more involved with food and health. It is also important to raise 

awareness of food safety issues among men in all persona groups as food safety concerns did not feature in 

any of the participants’ food behaviour accounts.  
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As mentioned above, timing is also important when targeting health messages to men. Ideally such 

communications should be tailored to various transitions men experience through their life course, as 

certain stages or events help men to be more receptive to such messages and implementing changes.  

“I don’t think there has to be a message as in like you know all of a sudden they [health promotion 

authorities] are going to come out and say something [that will make you pay more attention to health]. I 

think it would be a message through something else. So like it would be a friend of yours at 40 keeled over 

and dying” (Young family, BC1, Urban) 

 

5.7 The household view and ownership of food-work 

As mentioned previously, men’s food behaviour is affected by internal and external influences. In a domestic 

context, the partner/wife’s food management style is a major influence on men’s involvement, which has 

been discussed in detail in previous chapters. Our findings confirmed this. In many instances, women’s 

confidence and practised style undermined men’s tentative approaches: 

“I think if you have a wife who is a good cook…I mean when I cook I’ll get a recipe and I will go by the 

recipe… half a cup of that, four ounces of this… and she will come in and say what are you doing?!  

You just get this and throw it in” (Empty nesters, BC1, Urban) 

“I tried to make brown bread when I retired first… drove my wife mad for a month or two… 

just not worth the effort” (Empty nesters, BC1, Urban) 

In other examples, the partner/wife’s total ownership of the household food management discouraged men 

to take ownership even if they were involved in the process. 

“My wife works so I’m home a good bit more [retired]. But my wife would do the shopping and she would 

make sure that we have chicken on Monday, fish on Tuesday… so she sets out the menu… 

I just do the cooking but she sets it out” (Empty nesters, BC1, Urban) 

“They [wives/partners] tell us they get better value because they know where the bargains are. We just go 

with the list and come home with what we are told to get” (Older family/empty nesters, C2DEF, Rural) 

On the other hand, wider socio-cultural influences in relation to food behaviour and masculinity (discussed 

in chapter 2) may also impede men’s ownership of food-work. In some cases, men minimised their food 

involvement and made excuses for their participation. 

“My wife works late sometimes so it’s [cooking] probably unavoidable”…”I work close to home so I kind of 

do a lot of food preparation during the week because I’m home first” (Young family, BC1, Urban) 
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These accounts as well as findings from other research (274) carried out by safefood in relation to female 

food managers present an interesting dilemma. In some cases, the adjustments men may make in their 

attitudes and food behaviours may be undone by the partners they share the household with. These studies 

independently investigated how men and women operate and while studying the interactions between 

these personalities was beyond the scope of either project, it can be hypothesized.  

While we cannot be sure until the interactions between the persona groups have been tested in research, it 

would appear that the interaction of certain personalities may produce an increased risk in relation to food 

and health behaviour. In this hypothesis, any relationship featuring a ‘control’ persona is likely to be lower 

risk due to the control exerted. Those with exploratory or social personae may be at risk depending on others 

in the household because although they possess an adequate level of food knowledge, they may not be 

focused on making healthier choices. However, a combination of the ‘enjoyment’ or ‘coping’ categories is 

likely to produce a higher risk level in relation to health and food safety due to their limited knowledge, 

indifference towards health messages and desire for hassle-free, set routines. 

 

5.8 Conclusions 

As mentioned in previous chapters, various socio-cultural and environmental factors influence men’s food 

and health behaviour. Our findings reveal that lack of knowledge and education in healthy eating and food 

preparation skills proved to be a major barrier in men’s increased food involvement. Often when men 

overcame traditional gender stereotypes, the influence of advertising and career and lifestyle commitments, 

this lack of knowledge led to a lack of confidence and a negative perception of their own ability in relation to 

food.  

Interestingly, there was a complete absence of food safety considerations in relation to discussions of food 

skills and domestic food practices throughout all groups. Low levels of food involvement and ownership in 

the majority of the men in this study may explain this lack of attention to food safety issues. In addition, 

those men who reported involvement in family food practices did so under a certain level of supervision 

from wives or partners who assumed responsibility and ownership of the process. ‘Involved’ men were more 

likely to be concerned with time management and quality in relation to their food practices. 

The results revealed that there are opportunities to target men at certain transition stages during their lives 

(e.g., moving out of the family home, having children, etc.) when they are likely to be more receptive to 

healthy-eating and food-safety messages. The findings also point to the importance of the influence of 

women on men’s food involvement in the household. There is a need for further research on women’s food 

management style in the household and its relationship with men’s food and health behaviour and the level 

of ownership of domestic food decisions. 
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6 Conclusions and Recommendations 
 

6.1 Conclusions 

On the island of Ireland, as well as internationally, differences in the health and life expectancy of men and 

women have been reported. Despite increases in life expectancy over the past few decades, men tend to be 

at higher risk from major diseases, mainly due to modifiable behavioural factors such as poor diet, high 

consumption of alcohol and smoking. While there is an abundance of data on men and women’s food intake 

and dietary patterns, few studies have exclusively examined men’s attitudes and behaviours in relation to 

food and health.  

Studies investigating men’s food practices point to the influence of various socio-cultural factors, such as 

the role of masculinity in shaping men’s health behaviours, as well as environmental influences, including 

media portrayals of men and women in relation to food and health, education and training in food safety 

and nutrition, and the availability of dedicated weight management solutions (Figure 11).  

Currently on the IOI, gender differences are apparent in men’s and women’s perceptions of food and health. 

Even though more men than women are overweight or obese, men tend to be less concerned about their 

health and nutrition and less likely to try to make changes to their behaviour. Men also tend to have poorer 

food hygiene practices and lower food safety knowledge and are, in general, less concerned with the 

consequences of risky food behaviour.  

Our findings in relation to men’s food behaviour corresponds with findings from other studies on the IOI 

and internationally in highlighting the effects of socio-cultural and environmental influences on men’s food-

related behaviour. In order to increase their food involvement, men on the IOI tend to have to overcome 

traditional gender stereotypes, a lack of knowledge and skills in food preparation, a lack of confidence and a 

negative perception of their own ability, as well as the influence of advertising and career and lifestyle 

commitments.  

The majority of the men in our study tended to have limited food responsibilities at home and were happy to 

allow their partner/wife take ownership of the process. As a result, their involvement was mainly confined to 

the role of ‘helper’, accompanied by instruction and supervision from their partner/wife.   

It is important to note that the authors acknowledge that men and women experience different influences 

and motivations with respect to their knowledge, attitudes and behaviours towards food and health. As 

such, the purpose of this report is not compare men with women or to encourage men to model women in 
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relation to their food and health behaviour. Rather, the goal is to provide recommendations, to inform those 

working with men and/or in the area of men’s health so that effective messages, interventions and services 

can be developed. These may then provide men with greater knowledge, skills and support in relation to 

food safety and healthy eating, thus encouraging them to take responsibility for their own health, and 

ensuring that they are not left vulnerable in this regard. 

6.1.1 Implications for health promotion and communication 

Our findings reveal that there are opportunities to target men at certain transition stages throughout their 

lives, such as moving out of the family home, moving in with a partner, having children, etc., when they may 

be more receptive to health promotion messages and behaviour change. 

6.1.2 Implications for research 

The findings point to the importance of the influence of women in men’s food-related behaviour. The 

research shows that women’s food management styles in the household can act as an encouragement or a 

barrier to increasing men’s food involvement. There is a need for further research in this area in order to 

establish the role of women and their food behaviour in relation to men’s domestic food involvement and 

food and health behaviour.  
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Figure 11 - Mind map of the influences on men’s food safety and nutrition behaviour 
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6.2 Recommendations 

 

6.2.1 Recommendations for policymakers and service providers 

Policy/Service Area Significance Recommendation 

Home economics 
education 

Home economics courses at school are a 
major source of learning about 
nutrition, health and food safety for 
many students, in particular boys, who 
may not traditionally learn such skills at 
home 

Policymakers in the ROI should 
closely monitor the impact of making 
home economics compulsory in NI 
(up to key stage 3) in order to evaluate 
the effectiveness of such measures in 
improving the uptake of this course, 
particularly among boys. Measures 
should also be taken to examine 
whether this initiative will result in 
improved knowledge and skills 
among participants 

Men’s health services Health services need to account for 
differences between men as well as 
differences between men and women in 
the design, delivery and evaluation of 
their services 

Services tailored to men, such as the 
Men’s Shed Movement, should place a 
greater importance on the link 
between diet and health as well as 
provide members with the 
information and skills needed to 
increase their involvement with food 

Gateways to health Some men may not have been 
traditionally encouraged to develop 
food and nutrition skills or may not 
seek information and resources in this 
area, and so it is important to target 
them through alternative means 

Initiatives such as sports clubs can be 
used as a gateway to introduce men 
to healthy eating and lifestyle 
behaviour change. Services such as 
the Community Food Initiatives have 
been shown to engage men through 
an interest in food production, which 
can then be utilised as a platform for 
developing other food-related skills 
such as healthy eating and food 
safety  
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6.2.2 Recommendations for intervention/communication with men 

Communication Area Significance Recommendation 

Food education and 
training  

Findings revealed lack of education and 
training as a key barrier in men’s 
domestic food involvement 

Home economics courses at school are 
seen as a major source of learning about 
food and nutrition. However, the data 
show significantly lower participation 
levels among boys 

Further research is needed to examine 
the factors influencing boys’ 
participation in home economics 
courses, with a view to making such 
courses more attractive to boys and 
increasing participation levels 

Increase confidence 
among men in relation to 
food related skills 

Men’s lack of confidence in their own 
abilities and skills acts as a barrier in 
their increased food involvement and 
ownership  

Interventions are needed to 
specifically target men in order to 
improve their food related skills and 
knowledge and improve their 
confidence levels 

That many men may be operating 
with no few culinary skills beyond 
what they currently do should be 
taken in account, and so 
interventions need to be specific to 
each group/segment’s circumstances 
in order to achieve best results 

Opportunities for 
communication 

Findings identified various transition 
periods during men’s lives, such as 
moving out of the family home or the 
arrival of children, which resulted in an 
increased focus on health and therefore 
increased the acceptance of health and 
nutrition messages  

In order to achieve maximum impact, 
health promotion and food and 
nutrition communication should be 
delivered during these trigger points 
(e.g., student packs or basic meal 
recipes, family-friendly or new-parent 
guidance, etc.)  

Targeted communication 
strategies 

Men should not be treated as a 
homogenous group, and variations in 
socio-demographics as well as 
knowledge and skills levels should be 
taken into account when 
communicating food and health 
messages to them  

Communication strategies should be 
targeted to men’s specific 
circumstances and food involvement 
levels, with the aim of creating 
tailored advice, which may be more 
effective in achieving behaviour 
change. 
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6.2.3 Research recommendations  

Research Area Description/significance Recommendation 

Role of masculinity and 
socio-cultural gender 
expectations on shaping 
men’s food-related 
behaviour and practices 

Masculinity, and in particular dominant 
masculinity, has been associated with 
risk-taking behaviours and a reluctance to 
engage with health.  

While there is evidence in the literature of 
the impact of masculinity on men’s food 
behaviour, there has been no sustained 
analyses of changes in the ideology, or 
much understanding of how gender and 
food operate together to shape 
consumer’s lives. 

Studies of food and gender have generally 
focused on women’s experiences, and 
studies of men’s lived experiences with 
food are still quite rare 

Further research is needed to 
investigate the effect of 
masculinity, specifically in 
shaping men’s food-related 
behaviour, while acknowledging 
their social diversity  

 

It is important that men are not 
treated as a homogenous group 
and that variations between them 
are taken into account when 
examining the role of masculinity 
on their behaviours. 

Data on gender differences 
in day-to-day food safety 
practices is limited on the 
IOI. Much of the research on 
men’s food safety 
behaviours on the IOI 
focuses on knowledge, 
attitudes and perceptions of 
food safety issues rather 
than actual practices 

A better understanding of men’s actual 
level of knowledge and involvement may 
result in better interventions and more 
effective behaviour change 

Further quantitative and 
qualitative studies, with a specific 
focus on reporting men’s food 
safety-related behaviour in order 
to develop effective interventions, 
are needed. These studies should 
be cognisant of gender differences 
and build this into the study 
design and reporting 

 

Misperception of body 
weight and desirability of 
bigger body frames among 
men. 

Contrary to data on overweight and 
obesity levels on the IOI, men tend to 
report higher satisfaction with their body 
weight and are less likely to attempt to 
change their weight. When focusing on 
weight control, men tend to perceive 
sports and exercise as more relevant to 
health compared to diet and nutrition 

Such body weight misconceptions may 
act as a barrier to weight management 
interventions. In addition, men’s 
tendency to favour sports participation 
and physical activity over dietary control 
may negatively affect their weight 
management efforts as they progress 
through life and decrease their sports 
participation due to various family, career 
and life-stage influences 

Studies to investigate effective 
methods/interventions to 
promote realistic body weight 
perception among men 

Research on how to best 
communicate and motivate men 
to consider food and diet as 
means of improving health and 
not just exercise 
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6.2.1           Research Recommendations Continued 

Research Area Description/significance Recommendation 

Review of men’s weight 
management services on the 
IOI 

Men tend to associate diet and weight 
management with femininity and are less 
likely to participate in organised weight 
management/loss groups. 

Recent evidence has revealed that there 
are very few long-term interventions for 
reducing obesity which focus solely on 
men. In addition, only a few studies 
tailored their intervention delivery with 
men in mind  

 

Further research is needed to 
investigate men’s attitudes to 
weight management 
services/interventions on the IOI, 
with a particular focus on the 
mode of delivery (group, email, 
telephone, etc.) and the success 
rate of interventions, in order to 
design effective weight 
management services for men 

Focus on men’s domestic 
food behaviour  

Although men have become more 
involved in family food-work and have 
taken on more responsibility in recent 
years, there has not been a corresponding 
reduction in women’s food involvement, 
suggesting that men’s involvement tends 
to be accompanied by guidance and 
supervision from partners/wives 

More research is needed on men’s 
domestic food behaviour and level 
of involvement in family-food 
decisions.  

In particular, attention should be 
paid to the practices of those men 
who bear significant food 
responsibility  

 

Significance of women’s 
food behaviour and its 
influence on men’s food 
practices 

Investigations of division of domestic 
labour, in particular in relation to food-
work have revealed that women may be 
reluctant to give up their role as the food 
decision-maker in the family 

Women tend to perceive this role as more 
than food provision, and rather as a 
means of looking after the family’s health 
and caring for loved ones, and so may be 
reluctant to give up this aspect of their 
identity. 

In addition, women have reported doubts 
about men’s ability to successfully 
perform this task and meet their exacting 
standards 

 

Research is needed to investigate 
the impact of women’s influence 
and food management style on 
men’s level of food involvement 
and practices, with the aim of 
providing recommendations on 
how to increase men’s domestic 
food involvement as well as 
improve their confidence and 
ownership of family food 
decisions 
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safefood: 

7 Eastgate Avenue, Eastgate, Little island, Co. Cork 

7 Ascaill an Gheata Thoir, An tOiléan Beag, Co. Chorcaí 

7 Aistyett Avenue, Aistyett, Wee Isle, Co. Cork 

Tel: +353 (0)21 230 4100  Fax: +353 (0)21 230 4111 

Email: info@safefood.eu Web: www.safefood.eu 

 

 

mailto:info@safefood.eu
http://www.safefood.eu/

