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Men With Type II Diabetes in Peru: The
Role of Masculine Gender Norms in the
Perception of Family Support

Isabella Ferrazza1 and M. Amalia Pesantes1

Abstract
Type II diabetes is increasingly becoming a problem in Latin American countries such as Peru. People living with diabetes
must incorporate several behavioral changes in their everyday lives, which are done outside the purview of medical pro-
fessionals. Support from friends and family members is essential to the successful management of any chronic condition.
Our study discusses the role of family involvement in supporting the management of diabetes among Peruvian men and
examines how masculine norms play a role in the way such support is received and perceived, and their influence in
motivation to adhere to treatment recommendations. In-depth interviews with 20 men from a low socioeconomic sta-
tus, aged 27 to 68 with a diagnosis of Type II diabetes were conducted. Our analysis suggests the importance of the
close, complex, and integrated experience that connects family members and patients with a chronic condition.
Participant accounts demonstrate they receive multiple forms of support from a diverse range of social relationships.
The overwhelming majority of the people giving the support were female and were especially significant in supporting
management practices. The participants’ accounts were able to demonstrate how living with a chronic condition, such
as diabetes, affects the whole family–physically, mentally, and emotionally–and they experience the disease as one unit.
Our study demonstrates the need for a family health experience approach that considers masculine gender norms
around health and provides relevant insights to inform family-based treatments and therapies to allow for more and bet-
ter targeted health care for men.
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Introduction

There are an estimated 33 million adults, ages 20 to 79,
that are living with diabetes within the South and
Central American Region, representing a regional pre-
valence of 9.5% (International Diabetes Federation
[IDF], 2021). In Peru, the prevalence of diabetes has
been estimated to be 5.91%, by the IDF; however, other
studies estimate it at 6.2% (Bernabé-Ortiz et al., 2016)
or even 7% (Seclen et al., 2015), and it was the fourth
cause of death in Peru between 2014 and 2016
(Ministerio de Salud, 2019). This is the general trend in
other low- and middle-income countries where accord-
ing to the World Health Organization (2022), 77% of
all noncommunicable disease deaths occur. However,
not much consideration has been given to how these
diabetes experiences are framed by gender norms.

New interventions and preventive care strategies
need to be designed and implemented in a way that is
appropriate to local gender norms and the social and
cultural context in which people with diabetes live.
This is particularly important given the severity of
chronic conditions such as diabetes at the global and
local levels. Studies show that men and women experi-
ence and respond to a chronic condition in different
ways (Wade, 2009), and have different attitudes
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toward key health promoting and preventive beha-
viors such as diet (Gough, 2007; Munt et al., 2017)
and exercise (Walsh et al., 2009; Young et al., 2012).
There is an increased interest in assessing whether
interventions targeted at diabetes management should
be gender-based to ensure more effectiveness (Sharkey
et al., 2020). Our study was particularly interested in
documenting men’s experiences with Type II diabetes
since there is little information about this specific
group in Latin America, and masculine heteronorma-
tive gender norms in other regions of the world have
shown to promote attitudes and behaviors that are
detrimental to health (Courtenay et al., 2002).
Although we recognize that there are multiple mascu-
linities that are constantly evolving, the behaviors and
attitudes expressed by our participants are aligned
with a traditional binary understanding of gender.

In this article, we particularly look at the role mas-
culine norms among employed men involved in het-
erosexual relationships play in (a) the way support
from family and friends are received and perceived by
Peruvian men with Type II diabetes and (b) the moti-
vation to adhere to treatment recommendations.
Previous studies have shown that men are more hesi-
tant or reluctant than women to seek medical care for
various health problems (Hawkins et al., 2015; Pihl
et al., 2023) and are raised to be independent, self-reli-
ant, strong, robust, and tough which impact their
health beliefs and behaviors (Courtenay, 2000a). Not
seeking care when in pain, not caring for one’s health,
and not following doctor’s orders in relation to what
they should eat or how they should behave often con-
flicts with cultural beliefs around men’s vulnerability
and power, and male body composition—deemed
structurally stronger and efficient (Courtenay, 2000b).
A study in Brazil identified that diabetes interferes
with spheres for enacting male gender identity among
Brazilian men and found there is a competition
between complying with being a good patient and
staying committed to the responsibilities of being a
good husband, as there is a conflictual relation
between being a man and being ill (Kolling, 2012). In
addition to the role of husband, the gendered division
of labor plays an important role in the management of
diabetes, as our study provides evidence for.

However, in the context of having Type II diabetes,
it is essential to incorporate several changes in their
everyday lives to successfully manage their condition
and avoid complications, all of which might be influ-
enced by gender norms. Life-changing adjustments to
ensure proper glycemic control happen outside the
purview of a clinical setting, but instead are done
within the home, (Wagner et al., 2001) where support

from friends/family is essential to incorporate beha-
vioral changes into their everyday lives (Demirkol,
2005; Denham et al., 2007; Epple et al., 2003;
Grabowski et al., 2019; Pamungkas et al., 2017).
However, little is known about the way men with
chronic conditions respond to family support and how
such support is interpreted or filtered through gen-
dered expectations.

Family members provide key sources of support that
facilitate the introduction and continuation of such
changes, which include modifying your diet, increasing
your physical activity, taking medications on a regular
basis, and attending medical appointments. Support
that families provide is diverse: completing tasks such as
scheduling appointments, calculating medication
dosages, and cooking healthy meals; as well as provid-
ing comfort and encouragement (American Diabetes
Association, 2014; Baig et al., 2015; Pesantes et al.,
2018). Although literature has proved the importance of
family involvement in caring for those diagnosed with
chronic conditions, the family and social context of the
individual are often left out of intervention and care
plans. Not only does family and other social support
help those suffering from chronic conditions create suc-
cessful self-care behaviors, but social ties are known to
reduce mortality risk among those with documented
medical conditions (Umberson & Montez, 2010).
Extensive positive health outcomes documented from
social relationships has led experts from many disci-
plines to start viewing chronic conditions, such as dia-
betes, as a family illness and health experience (Fisher
et al., 1998; Umberson & Montez, 2010). The diabetes
illness experience is not limited to a single individual,
but instead, is deeply connected and interwoven with
the experiences of their loved ones as well.

Despite the recognition of the role of family sup-
port on diabetes management, there is not much
understanding of the role that gender norms play in
the way such support is received and perceived by the
person living with the chronic condition. Most studies
that look at the effect of masculine norms on health
have been done in high-income countries, and often
focus on the negative impact of masculine ideology on
health-seeking behaviors and preventive care
(Iwamoto et al., 2012). Recent studies and reviews
have pointed to the need to develop health promotion
strategies more appropriately designed for men
(Doyal, 2001; Oliffe et al., 2020; Robertson et al.,
2008). Within in the last decade, there has been little
understanding between masculinity and the way fam-
ily support could be used both as a tool to be success-
ful in managing diabetes and as a motivator for
treatment adherence.
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Methodology

This was a qualitative study that used in-depth semi-
structured interviews to explore the experiences of
Peruvian men living with Type II Diabetes (hereafter
‘‘diabetes’’) in two cities, Lima and Pucallpa. In Lima,
participants were recruited as they waited in line for
an appointment in two public health posts and one
public hospital in the district of San Juan de
Miraflores. They were invited to participate after con-
firming they had a diagnosis of diabetes for more than
2 years. We did not ask them if they self-identified as
men, we simply approached them based on the way
they outwardly presented. Once they agreed to partici-
pate, we asked for their phone number, and we called
them to explain in detail the procedure (one 45-minute
to 1-hour interview related to their experiences living
with diabetes and their interaction with the public
health system) and asked for a place we could meet for
the interview. All interviews were conducted in a pub-
lic space, usually in the food court of a mall or park.
They received a US$25 compensation for their time.
In Pucallpa, the recruitment was by snowball sam-
pling, as one of the researchers knew a man with dia-
betes through a family contact. He then asked some
friends and colleagues who also suffered from diabetes
if they would be interested in the study. They then
agreed to meet with the interviewer in the plaza or a
restaurant where all interviews were conducted (except
for one that was conducted at the participants’ home)
after the study procedure, compensation, and topics
were conveyed and they signed the informed consent
form.

All interviews were conducted in-person during the
summer of 2022 by MAP. All interviews were
recorded, transcribed verbatim, and coded using the
qualitative software MAXQDA� V.8.0. Data were
initially coded by MAP and IF using a pre-defined
codebook which included family support and beha-
vioral changes to manage a chronic condition. Many
of the codes were based off the primary thematic guide
that was used to structure the interviews with partici-
pants. Emerging themes were identified and added to
a fluid codebook, including instances of family hin-
drances and more specific support categories. The
interview guide included a section on family involve-
ment in patient care to understand the type of support
(emotional, instrumental, financial, etc.) received by
participants to manage diabetes. For each type of
management practice, we explored how the family was
involved with a particular aspect of care. What we
learned was there are differences in which men and
women provided support for the person with diabetes,
as well as how the person with diabetes perceived that

support. The analysis allowed us to have a more
nuanced understanding of these processes. A third
round of coding was conducted by IF with a con-
densed codebook including both prior and new codes
pertaining to family support and hindrances. These
codes were split into subcategories based on the parti-
cipants stated experiences (medications, appoint-
ments, diet, physical activity, and advice) and placed
within a family health experience and life context theo-
retical approach.

Results

Participants

All interviewees were over 18 years, had been diag-
nosed with diabetes for at least 1 year, and were
enrolled in the National Health Insurance (Seguro
Integral de Salud, SIS) plan which serves poor and
extremely poor people. SIS was introduced in 2002 as
part of the Peruvian Ministry of Health’s effort to
ensure Universal Health Coverage. It offers a variety
of services for people with diabetes: pharmaceutical,
emergency, inpatient and outpatient primary-level,
and specialty care (Cardenas et al., 2016). Ages of par-
ticipants ranged from 27 to 68 years, most being mar-
ried (65%) with only five single men (25%), one
divorcee (5%), and one widower (5%). Participant
occupations consisted of blue- and white-collar jobs
and both part- and full-time work: drivers, community
leaders, carpenters, fishermen, journalist, lawyer, and
electrician, among others. In the following sections,
we present the various types of support participants
stated they receive from family members. We have
grouped the following into categories: drive and moti-
vation, appointments, financial, and behavioral
changes at home (Table 1).

Drive, Motivation, and Advice

Participants perceive most of this support as helpful
and not a hindrance, where the most favorable type of
support they receive was emotional. The participants
defined emotional support as actions that promoted
‘‘drive’’ and ‘‘motivation’’ to follow treatment proto-
col and/or live a happy, healthy life. The encourage-
ment received was expressed in different ways:
mentions of love, regular check-ins, general concern
from family members, and support in familial respon-
sibilities. Love and concern for their health was very
important. Victor remembered one occasion in which
his wife didn’t care about not receiving a birthday gift
if the money was used for covering his medical
expenses: ‘‘I don’t want anything, I want your health’’
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; Victor, 56 (20 years T2D). Arturo’s partner, upon
learning about the changes he had to introduce to
manage his condition, stated: ‘‘we are going to follow
to the letter what you have been told because we want
to continue living with you, we want to continue being
by your side.’’ Arturo, 34 (2 years T2D).

She shows her support by reiterating that the whole
family will ensure his good health by following the
doctor’s orders and treatment recommendations. The
use of ‘‘we’’ is particularly important as it signifies it is
not only up to Arturo to manage his condition alone,
but instead, the responsibility of the entire family.
Whatever the participant must go through during
treatment and management, the family will go
through it with him—be it that everyone must change
their diet, remind the participant to take their medica-
tions, or attend all their medical appointments.

One particular downside of this ‘‘family experi-
ence’’ is that participants were consistently aware and
worried about the negative implications their poor
health could have on their families. As another partici-
pant expressed ‘‘Well, another thing [I think about] is
the fear of being a burden to the family . . . I wouldn’t
want to get sick and depend on being taken care of . . .’’
Giacomo, 59 (2 years T2D). Many participants
expressed similar sentiments, specifically focusing on
both the perceived and real burden on the family. These
participants recognized the consequences of their ill-
health not on them, but instead, on their families and
immediate social relationships, who would also remind
them of their concern:

Son, you have to take care of yourself, keep your health
stable . . . don’t make me suffer please. You already know
what we’ve been through with your dad so please take
care of yourself. Make my life happier, don’t complicate
it. Brian, 29 (5 years T2D)

She would say, ‘‘Grandpa, don’t go and die.’’ Raul, 68
(25 years T2D)

Dad, I don’t want you to die, if you die, where am I going
to go? Norberto, 40 (10 years T2D)

As these participant narratives demonstrate, the
emotional toll of having a chronic condition does not
solely fall on the person with the diagnosis but extends
to those around them. The family experiences these
emotions just as much or even more so. Almost every
participant talked about the emotional effect of their
diabetes on their loved ones, often depicting family
and friends receiving the brunt of this burden.
Participants shared stories of family members plead-
ing, crying, and begging for them to care about their
health as shown in Table 2:

The display of concern, fear, and, most importantly,
love for the participant by the family is what ultimately
motivates them to become healthier and manage their
diabetes with greater success. Not only are family units
and other close social relationships important sources
of vital support, but they are also often the sole moti-
vator of the participant’s compliance.

Most of the examples provided by participants
about the advice they receive come from friends,
although family members were also mentioned as

Table 1. Participant Characteristics/Demographics

Participants Age ranges (years) Years living with diabetes Marital status Occupation

Arturo 25 to 35 1–5 Married Truck Driver
Brian 25 to 35 1–5 Single Salesman
Cesar 25 to 35 1–5 Single Security Officer
Ignacio 36 to 45 .10 Married Factory Worker
Jorge 36 to 45 1–5 Married Manager
Norberto 36 to 45 6–10 Single Fisherman
Otilio 36 to 45 1–5 Married Artist
Esteban 46 to 50 6–10 Married Taxi Driver
Kevin 46 to 50 6–10 Divorced Social Activist
Dario 51 to 60 1–5 Widower Truck Driver
Facundo 51 to 60 6–10 Married Taxi Driver
Giacomo 51 to 60 1–5 Married Electrician
Helder 51 to 60 1–5 Married Truck Driver
Leandro 51 to 60 .10 Married Lawyer
Mauro 51 to 60 6–10 Married Woodworker
Paco 51 to 60 6–10 Married Journalist
Samuel 51 to 60 1–5 Married Driver
Teofilo 51 to 60 1–5 Single Driver
Victor 51 to 60 .10 Single Driver
Raul .61 .10 Married Mototaxi Driver
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providing suggestions and general advice.
Participants receive advice on diet, physical activity,
and following doctor’s orders. Interestingly, one of
the most common types of advice is related to the
consumption of herbal remedies. They would con-
sume herbal and fruit extracts, ‘‘natural pills,’’ and
tea infusions made from plants and barks. This is
much more common among those men who live in
Pucallpa, a more rural city with a high influx of indi-
genous people who are known for their plant-based
medical traditions. Not all of the herbal remedies are
used to replace Western medicine, but instead are
used to protect the organs, such as the liver and kid-
neys, and other bodily systems from the side effects
associated with diabetes medications. Such side
effects were a particular concern for the participants,
and it was important to either supplement the
Western medicine with more natural remedies or
even stop their medications if they felt there was too
much damage occurring.

Ensuring Medication Adherence

Taking their medications on a regular basis, as pre-
scribed by the doctors, was a key practice encour-
aged by family members. Six participants (30%)
mentioned their wives played an important role in
medication management for their diabetes. The
wives would buy the medication, pick it up from the
pharmacy, remind them to take it, check that they
really do take it, and in one case, they would advo-
cate on their behalf at the doctor’s appointments to
ensure a proper prescription:

My lady tells me: ‘‘yes you are taking the pill, take it
every day. You are going to take it right now.’’ Raul, 68
(25 years T2D)

In one case, a participant referred to his wife as his
‘‘personal GP,’’ as she learned how to inject insulin
and then taught her husband how to do it:

My wife began to put the insulin in my navel and there I
learned until I lost fear . . . Esteban, 47 (8 years T2D)

Even with this ample amount of support, the partici-
pants recognize they still forget or don’t want to take
the medication. The wives are actively aware of this
fact and appear to be constantly revising their support
strategies and methods to better suit the participant’s
willingness and temperament.

Besides wives, adult (and sometimes young) children
play a role in medication support as mentioned by six
participants (30%). Children participate in similar ways
to the wives; however, participants often reflect on their
children’s support with more endearment, pride, and
love, as presented in Table 3. In Pucallpa, there were
more mentions about visits from their children as it is
a smaller city and ‘‘dropping in’’ is still a usual prac-
tice. Interestingly, just as one wife was described as a
general practitioner, one daughter was described as
the participant’s ‘‘bedside nurse.’’ Leandro’s daugh-
ter is very actively involved in her father’s care: she
will measure his glucose level, before and after he
eats, will determine how much insulin to give him,
which medications to give and when, and she injects
his insulin as well. Family members have to not only
provide emotional support but also learn how to
provide direct clinical care and understand informa-
tion about the condition to do so properly.

Supporting Healthy Diets

Most of the participants in this study hold blue-collar
jobs, particularly as mototaxistas (in Pucallpa) and

Table 2. Participants Expressions Showing Their Concern for Their Families

Participant Representative quote

Dario, 57 (2.5 years T2D) ‘‘The doctor told me if you want to see your grandson grow up, you have to fulfill these
things. And that’s it, I have to comply’’

Arturo, 34 (2 years T2D) ‘‘I am going to stay alive because I have to see [my mother]. [She has] to leave before me.
I’m not going to leave

‘‘I said to myself, for my family I have to fight to the end, until God gives me life’’
Jorge, 39 (2 years T2D) ‘‘Sometimes [the children] cry when. they have discovered that I have grabbed a cookie

or had a glass of soda. so, they sometimes cry when they see me do that and I have to
quit’’

Raul, 68 (25 years T2D) [The children] don’t abandon you. And that strengthens you then. How am I going to stop
not drinking if you see that they love us?’’

Mauro, 55 (6 years T2D) ‘‘But I control to live longer, if I do not control what I should eat and what I should not eat,
I will not see my children big’’

Kevin, 46 (8 years T2D) ‘‘If you love your daughters, if you want to live more yourself, control yourself ’’
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taxi or truck drivers (in Lima). This type of work pre-
sents particular challenges surrounding the manage-
ment of their diets. For some, it is very difficult to
return home for healthy meals which leaves many par-
ticipants left with fast food and street food as their
only option. Eighteen out of the twenty (90%) men-
tioned, often multiple times, a large and vast support
system to ensure they followed dietary recommenda-
tions. The two participants that did not specifically
mention support from family members did so because
they had no one at home to cook for them. Teofilo’s
mother had passed away and the recommended diet-
ary changes became unobtainable:

Because of my mother’s death . I don’t have a mom; I
don’t have someone to cook for me at home. I eat street
food, I see a place where they make bland food [comida
suave], I go to eat bland. But sometimes I find I eat the
food in excess as well. Teofilo, 56 (2 years T2D)

In this case, the death of his mother demonstrates the
importance of having a support system at home to
provide food alternatives and healthy meals. When
looking at the people who provided dietary support,
12 participants (60%) mentioned their wives, partners,
or girlfriends. They would cook and prepare meals,
supplement/revise certain recipes, deliver home-
cooked meals to their place of work, and even adapt
their own diets to match their husbands:

She says: ‘‘I can make you a broccoli chaufa [Peruvian
fried rice].’’ ‘‘A broccoli chaufa?’ I say, ‘‘how is it done?’’
Don’t worry, I’ll do it for you, she tells me. I brought her
the products she asked for: she asked me for broccoli, she
asked me for the grilled breast, and she made the chaufa.
Arturo, 34 (2 years T2D)

My wife dedicated herself to preparing the right food for
me. Ignacio, 41 (11 years T2D)

While it is clear the participant’s partners do the majority
of the cooking and meal preparation and are dedicated
to provide an abundance of support, it is the partici-
pant’s children who help enforce the dietary changes.
Eight participants (40%) specifically mentioned their
daughters as a source of support for their dietary man-
agement practices. While the wives had also changed
their diets tomatch the participants, it is especially appre-
ciated when the children comply as well. The participants
often felt pride but also guilt, as they believed their chil-
dren were missing out because of them:

My children accompanied me in what I was going
through. They said, ‘‘Mom, no. If my dad eats that we all
eat the same.’’ Arturo, 34 (2 years T2D)

They [the children] used to drink soda, now they don’t
drink anymore. They don’t take because they don’t want
to, but they do it for me. That is, by taking care of me
they no longer drink soda, they have also deprived them-
selves of many things, right? Facundo, 54 (8 years T2D)

The children, most often daughters, would make sure
their fathers were following the proper diet at home

and elsewhere. They ration the participant’s food, pre-

pare extra meals on special occasions, and are direct

with their demands and expectations of their fathers

which can be depicted in Table 4.
Family gatherings and meals are particularly val-

ued for the participants, as they are important, and
common, in Peru. For participants, it is often very dif-
ficult to manage their diets during these events.
Family members will cook traditional dishes, fried

Table 3. Participants Sharing Stories of Their Children Providing Medication Support.

Participant Representative quote

Arturo, 34;
2 years T2D

‘‘My little daughter, the 6-year-old she does. ‘Dad, did you take pill?’ ‘Yes, my love, I took it together with
you don’t you remember?’ Now she is taking medication too, so she has a little trouble with her
throat. She says, ‘Dad, I’ve already taken my syrup, have you already taken your pill?’ ‘Yes, I’ve already
taken it, don’t worry little girl.’ Now the eldest nags me, she says: ‘Dad, have you already taken your
blue pill?’’’

Raul, 68;
25 years T2D

‘‘[All mi children] live in Pucallpa. They come to my house and see the pills there: ‘Dad,’ they tell me,
‘Are you taking the pills?’.‘Yes,’ I tell them.‘But I do not see that they have been taken’ (laughter).
I have a son. who is most concerned about me. He comes every day, and he says ‘Dad, how are you
doing? Have you already taken the medicine? Have you already taken the pills?’ ‘I have already taken
them’ I say. ‘You have to take them, don’t forget.’ ‘It’s not that I’m going to forget,’ I tell him, ‘it is a
part of my life’’’

Leandro, 55;
17 years T2D

‘‘I have a 24-year-old daughter who is my bedside nurse. She is the one who cures me, the one who
tests me with the glucometer for how much glucose I have. She tells me: ‘Dad you are at 130, you are
at 200.’ She gives me 10 units of insulin, 20 units of insulin when I’m at 300. And she is the one who
takes care of me. I am in an experience with her, not with the disease, she is taking me by the hand’’
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foods, and desserts, all of which are often not part of a
sustainable diabetes regimen. As presented in Table 2,
Facundo’s children understand how difficult it is to
maintain his diet when at these family events, there-
fore, they come up with a plan beforehand and are
sure to remind their father what they can and can’t
eat, even going as so far to force their father to give
them the unhealthy foods if provided to him.
Giacomo’s daughter goes out of her way to prepare
something just for him when she knows he has a fam-
ily gathering to attend where there will most likely be
food he can’t eat.

It is important to acknowledge that in three cases
(15%) the intensity of the family involvement/support
was perceived as a hindrance for participants, espe-
cially when the men felt as if they were being con-
trolled by their wives. Despite this fact, the three
participants overall appreciate and accept the care and
support they receive from their families. Gender is not
the only factor that frames support, as there might be
other elements which need to be understood. The pro-
motion of diabetes management needs to be tailored
by both health care providers and family members.

Financial Support

Despite the fact that all participants have their
appointments, exams, and medications covered by the
SIS, there are still instances that require them to spend
money, either for buying more healthy ingredients,
medications when they are out of stock in the public
pharmacies, or specialized care they would rather have
in a private clinic. Nine participants (45%) mentioned
they received some type of financial support from
their relatives and friends. This support took many
different forms, including cash (gift or loan), buying
medical equipment/supplies, money for food, and

ensuring in times of need that they had enough sup-
plies to manage their diabetes. Participants noted how
intensive and personal the financial support often was,
as there were constant check-ins asking if they were
okay and if they needed anything more. In one case,
Arturo’s mother decided to quit her job to care for her
son full-time, and in another case, Norberto’s sister
gave him her house in Pucallpa, as she didn’t want
him to worry about being able to financially afford
somewhere to live. Interestingly, in our study, it was
mostly women providing the brunt of the financial
support for those with diabetes. However, the finan-
cial support was identified to be less about gender and
more about who within the family had the capacity to
provide the funding.

Appointments

Eleven participants (55%) mentioned the involvement
of family and friends with either taking them to
appointments, suggesting to seek medical care,
encouraging regular/routine medical appointments, or
forcing them to see a doctor. This was particularly
important when the participants first started experien-
cing unmanaged diabetes symptoms. Although all
participants mentioned they had public health insur-
ance, which should cover all medications, appoint-
ments, and exams, for critical situations, five
participants (25%) used private services for medical
emergencies and diagnoses. The decision to use the
private medical services almost always came from the
family member prompting, assisting, and even cover-
ing the expenses associated with the necessary care.
For example, the daughter of one participant,
Leandro, decided to take him to a private doctor when
a foot injury became critical due to the neuropathy
and slower rate of healing often caused by diabetes.

Table 4. Participants Explaining the Depth and Range of Family Involvement in Their Diets

Participant Representative quote

Victor, 56 [20 years T2D] ‘‘Sometimes my daughters yell at me: ‘you can’t eat this; you can’t eat the other’’’
Facundo, 54 [8 years T2D] ‘‘But not now, now it has changed and now they [the children] cook for everyone, but if they ration

my food, they give me little. Little food, they give me my food, my glass of water, they put my pill
there. The soup, a little bit of soup, a little bit of the main dish, my glass of water and my pill’’

Facundo, 54 [8 years T2D] ‘‘My children take care of me, they take care of me in a way that when there is a commitment in the
house, or downstairs, my house is multifamily and sometimes there are meetings on one floor. I go
and there are my children. They come with the soda and sometimes they don’t give it to me. My
children: ‘you are not going to drink soda, you are not going to eat this, if they give you cake you
receive and you bring it to me, you give it to me.’ And I have to give in to them, I have to listen to
them. When I’m in the house too’’

Mauro, 55 [6 years T2D] ‘‘My daughters [also tell me] the same food. ‘No, no, no. Don’t serve Dad lots of pasta. Only broth,
don’t give him anymore. Serve him chicken and the chicken breast’’’
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Discussion

Our study has analyzed the perspectives of Peruvian
men with diabetes and showed the intense and diverse
support they receive from various family members
and friends, and the role masculine gender norms play
in the way support is interpreted. Similar to other
studies (Fisher et al., 1998), we argue that a chronic
condition is experienced by the whole familial unit.
This is particularly relevant in Latin American culture,
where other studies (Becker et al., 1998) have reported
diabetes management is conceptualized as a family
responsibility—mothers, spouses, children, aunts, and
uncles are all expected to help aid in assuring proper
and consistent diabetes management. Our study
furthers such findings as it highlights the relevance of
understanding the way family support is received and
interpreted by male patients.

In other studies (August & Sorkin, 2010;
Cherrington et al., 2011; Pihl et al., 2023; Sandberg
et al., 2006), it has been reported that men receive
greater support from their spouse and other members
of a social network, as well as being more likely to per-
ceive the support in a more positive light than women
with a chronic condition. In addition, it has been iden-
tified that utilizing spousal control is more effective
for men when compared with women (Westmaas
et al., 2002). Research has demonstrated that male
patients received more spousal dietary support,—spe-
cifically planning meals, buying food, and cooking—
which highlights both a gendered division of labor
within the household and an implied traditional femi-
nine expectation of caregiving (August et al., 2021;

August & Sorkin, 2010; Flagg et al., 2014; Pihl et al.,
2023; Sandberg et al., 2006). Furthermore, Sandberg
et al. (2006) identified that, in contrast to male spouses
supporting women with diabetes, female spouses used
more accommodating or collaborative language, such
as helpful questions, reminders, or advice.

Tailoring the style and shape of support to male
patients is particularly important. Female spouses in

Sandberg’s study, found that their ‘‘nagging’’ was a

threat to their partners sense of control and autonomy,

and they modified their behavior to best suit their part-

ner (Sandberg et al., 2006)—this resembles our find-

ings, as spouses tended to adapt their support. Tucker

and Mueller (2000) in August and Sorkin (2010)

reported that married diabetes patients might be less

likely to respond to pressure, not only due to psycholo-

gical/physiological stress, but because the assumed

intent behind these techniques are perceived as more

focused on controlling the patient’s behavior, rather

than promoting good health and wellness. This tech-

nique is known as ‘‘positive social control,’’ where oth-

ers utilize expressions of worry, reminders, and other

attempts at influence to elicit positive emotions in the

recipient (August et al., 2021)—our study population

was most responsive to this type of persuasion. While

this study did not investigate women’s experiences with

diabetes, and thus cannot compare results, our findings

demonstrate a seemingly large proclivity toward men

both accepting and acknowledging the support of their

female spouses and other family members within the

social network. Future studies should interview both

men with diabetes and their female caregivers.

Table 5. Breakdown of Family/Friend Support Into Pre-Defined Categories, Number of Participant Responses for Each Category,
Percentage of Support Types Mentioned, and Support Person(s)

Support type Participants
Breakdown of
support typesa

Support person mentioned by participant

N = number of
mentions of

support persons

Females

Sons Children Friends OthersbMothers Wives Daughters

Drive, Motivation,
and Advice

20
Participants

35% .46 6 5 5 2 8 9 11

Diet 18 Participants 34% .32 2 12 8 1 4 5
Medications 10 Participants .12 6 2 1 3

Financial 9 Participants 9% .16 2 1 2 2 1 2 6
Appointments 11 Participants 12% .14 2 4 3 1 1 3
General Support 14

Participants
10% .20 1 6 2 2 3 6

TOTALS 100% .140 13 34 20 9 18 15 31

The shaded regions in Table 5 are spaces where there were no mentions of that type of support found in the interviews. The bolded numbers

signify the largest amount of mentions for a specific support person - we just wanted to highlight how the majority of mentions of people

providing support were about females/wives.
aPercentages come from the number of times participants mentioned receiving support from family and/or friends. bThis category includes other

kin/family members, such as brothers/sisters, uncles/aunts, in-laws, and so on.
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Participants in our study were willing to accept the
help offered by their family and friends because they
saw it as an expression of love as well as concern for
the potential negative implications of poor health in
their capacity to fulfill their (male) role as parents and
providers. In Brazil, DaMatta (1997a, 1997b) argues
that the sphere of the street and home are gendered
and tied to the public world of men and the domestic
world of women. In a study investigating the barriers
for men and women with diabetes, Cherrington et al.
(2011) reported that both men and women discussed
physical activity/exercise in relation to work; however,
for women, this was associated with housework and
traditional gatekeeping roles, and for men, physical
exertion almost always referred to manual labor. In
terms of medication adherence, men cited barriers
relating to long, static work hours that interfered with
meals, therefore, leading to most instances of eating
out at restaurants and fast-food establishments for the
sake of convenience (Cherrington et al., 2011). Our
study mirrored such findings, as well as identifying
that women were more attentive and concerned for
their spouse’s diet and ability to access healthy food
options in the home and workplace.

Studies on men’s health experiences (Novak et al.,
2019; O’Brien et al., 2005) have identified that men
weigh their health care decisions (such as taking time
off from work) vis-a-vis the financial implications for
their families, while also taking actions to preserve or
restore more valued masculine role (such as sexual
life). When successful diabetes management conflicts
with the obligations men have as providers for the
family, work is often prioritized (Kolling, 2012). Men
with diabetes in Brazil are reported to not follow doc-
tor’s orders because it required them to stay at home
and it affected their responsibilities as a husband—
work obligations tend to organize their lives and are
inextricably connected to expectations of being a pro-
vider for the family (Kolling, 2012). While our study
primarily analyzed the various ways in which family
members supported diabetes management, we found
that the kinds of jobs held by the participants inter-
acted with the type of help they received from family.
Thus, future studies could emphasize the interplay
between family involvement and working responsibil-
ities of the person with diabetes, which are affected by
one’s occupation.

While our study findings echo this phenomenon,
Cherrington et al. (2011) suggest that even though
men with diabetes are aware of the factors inconve-
niencing their management, they lack the necessary
tools or confidence to overcome these barriers.
Williams (2003) reports that those dealing with

extensive or unusually high levels of stress often do
not make prevention and disease management a pri-
ority. The men in our study had consistently fragile
working statuses, which is known to increase or
heighten levels of worry. While this was true for the
current study’s participants, they were able to over-
come multiple barriers with the help of family and
friends—as well as prioritize disease management
and treatment adherence—when they were reminded
of their role as a father, husband, or son (Pesantes
et al., 2023). Family members helped men realize
their inability to successfully manage their disease
might translate into them becoming an even bigger,
tangible burden on the family. The real conse-
quences of inadequate management of their diabetes
became a motivator for men to accept assistance
from others.

Similar to other studies (Samuel-Hodge et al.,
2000), our results show that those providing care are
mostly female family members. Norcross et al. (1996)
reported in his study on health-seeking behaviors in
California that women are more likely than men to
encourage their spouses to seek health care, monitor
their health, and utilize health services. Our study
furthers such findings as the way support was pro-
vided by family members differed depending on who
was providing it. Overall, wives/female partners were
more ‘‘intrusive’’ in their support while children, espe-
cially daughters, would also motivate their parents
using the love for them as a way of cajoling their
fathers to control their diets or take their medications.
Medication adherence was of particular concern for
family members and the participants, as they often
found it difficult to be consistent with physician rec-
ommendations on dosages and frequency. However,
one of the main reasons for a lack of adherence to
medications, as explained by participants within the
study, was due to perceived consequences of long-term
use of Western medications on the body. Interestingly,
a study in Brazil reported that none of the participants
liked to take insulin because the common insulin injec-
tion places on the body are readily exposed to the pub-
lic (Kolling, 2012). Kolling (2012) also reported that
being dependent on insulin made the participants feel
restricted in their freedom: one participant said the
dependency on medication to stay well would make
him weak and live as if he was sicker than he actually
is: ‘‘You need to control diabetes so it will not control
you.’’ Knowing that men were hesitant and oftentimes
unwilling to adhere to pharmacological interventions,
Brazilian doctors would use the prescribing of inject-
able insulin as a threat to their male diabetes patients
(Kolling, 2012).
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Carbone et al. (2007) reported that Hispanic males
with diabetes often rely more on women because they
hold more central roles in the household, especially
for meal preparation. Having their family, particularly
their wives and partners, assist them with cooking and
recipe adaptation caused a decrease in the emotional
impact of diabetes management. This attitude toward
ill-members of the family is connected to ‘‘familismo’’
among Latinos, which is a cultural value associated
with the expectation on one’s family to provide emo-
tional and instrumental social support, as well as the
sense of obligation to take care of one’s family, and to
take one’s family into consideration when making
decisions (Calzada et al., 2012; Sabogal et al., 1987;
Valdivieso-Mora et al., 2016). With this being said,
there must be a balance in this relationship of primary
caregiver and being a daughter, wife, son, and so on
so as to not strain the social relationships in the parti-
cipant’s life. The responsibility of striking that balance
falls on the participant and the caretaker, to not over-
burden one member involved within the family experi-
ence, especially the women.

Although previous studies have proposed that
women tend to need more emotional support than
men (Choi et al., 2015), our study shows that among
Peruvian men, psychological support from family
members is also essential for strengthening their abil-
ity to successfully and confidently manage their dia-
betes since this condition is experienced as a family
event. Similar to what Sandberg et al. (2006) argue, to
improve diabetes management, it is important to
assess both patients and spouses. This study suggests
the beliefs, attitudes, and knowledge in approaches to
support differs by gender, and thus, a discussion with
both parties to understand gender styles and expecta-
tions will facilitate collaboration and improve support
for diabetes management. These results highlight the
importance of considering gender differences in the
design and content of health education interventions
for men with diabetes, as well as the familial, cultural,
and social context of the patient in order for treatment
plans to be successful.

Limitations

Our study only collected data from male participants
which provides only one side of the story. The per-
spective of caregivers around the support they pro-
vide was not included in the interview process;
therefore, their insights and experiences could not be
shared in detail and would have complemented
men’s views.

Conclusion

Family support is a fluid endeavor, as family members
experience and accompany patients in various ways
and adapt to the needs of their loved ones as they navi-
gate their chronic condition. Just as families learn to
provide targeted support for treatment management,
they also learn to provide targeted motivation and
drive for the patient—health education programs
could benefit from such an approach. For future
research and practice, a life course approach should
be used, as a person’s support system, priorities/val-
ues, and responsibilities change over time. In Latin
America, family and a man’s role, responsibility, and
purpose within the family comprise of key cultural
factors in a person’s ability to successfully manage
their chronic condition. People diagnosed with dia-
betes must be given the tools and resources to success-
fully revise and adapt their behaviors given the fluidity
of their life, cultural family ideals, and support
systems.
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uma sociologia do dilema brasileiro. [Carnivals, Rouges,

and Heroes: A Sociology of the Brazilian Dilemma.]

Rocco.
DaMatta, R. (1997b). A casa e a rua. [The House and the

Street.] Rocco.
Demirkol, A. (2005). I don’t mind being a diabetic but not

every day! Learning to live with a chronic condition [Doc-

toral thesis, UNSW Sydney]. https://doi.org/10.26190/

unsworks/23159
Denham, S. A., Manoogian, M. M., & Schuster, L. (2007).

Managing family support and dietary routines: Type 2

diabetes in rural Appalachian families. Families, Systems,

& Health, 25(1), 36–52. https://doi.org/10.1037/1091-

7527.25.1.36
Doyal, L. (2001). Sex, gender, and health: The need for a

new approach. British Medical Journal, 323(7320),

1061–1063.
Epple, C., Wright, L. A., Joish, N. V., & Bauer, M. (2003).

The role of active family nutritional support in Navajos’

Type 2 diabetes metabolic control. Diabetes Care, 26(10),

2829–2834.
Fisher, L., Chesla, A. C., Bartz, J. R., Gilliss, C., Skaff, A.

M., Sabogal, F., Kanter, A. R., & Lutz, P. C. (1998). The

family and Type 2 diabetes: A framework for interven-

tion. The Diabetes Educator, 24(5), 599–607.
Flagg, L., Sen, B., Kilgore, M., & Locher, J. (2014). The

influence of gender, age, education and household size on

meal preparation and food shopping responsibilities.

Public Health Nutrition, 17(9), 2061–2070. https://doi.

org/10.1017/S1368980013002267
Gough, B. (2007). ‘Real men don’t diet’: An analysis of con-

temporary newspaper representations of men, food and

health. Social Science & Medicine, 64(2), 326–337.

https://doi.org/10.1016/j.socscimed.2006.09.011
Grabowski, D., Reino, M. B. R., & Helms Andersen, T.

(2019). Mutual involvement in families living with type 2

diabetes: Using the family toolbox to address challenges

related to knowledge, communication, support, role con-

fusion, everyday practices and mutual worries. Social

Sciences, 8(9), 257.
Hawkins, J. M., Watkins, D. C., Kieffer, E., Spencer, M.,

Espitia, N., & Anderson, M. (2015). Psychosocial factors

that influence health care use and self-management for

African-American and Latino men with type-2 diabetes:

An explorative study. The Journal of Men’s Studies, 23(2),

161–176. https://doi.org/10.1177%2F1060826515582495
International Diabetes Federation. (2021). IDF diabetes

Atlas (10th ed.). https://idf.org/our-network/regions-

members/south-and-central-america/welcome.html

Ferrazza and Pesantes 11

https://doi.org/10.1111/nyas.12844
https://doi.org/10.1111/nyas.12844
https://doi.org/10.1177/0192513X12460218
https://doi.org/10.1177/0192513X12460218
https://doi.org/10.3928/19404921-20150331-01
https://doi.org/10.3928/19404921-20150331-01
https://doi.org/10.1177/1359105302007003216
https://doi.org/10.26190/unsworks/23159
https://doi.org/10.26190/unsworks/23159
https://doi.org/10.1037/1091-7527.25.1.36
https://doi.org/10.1037/1091-7527.25.1.36
https://doi.org/10.1017/S1368980013002267
https://doi.org/10.1017/S1368980013002267
https://doi.org/10.1016/j.socscimed.2006.09.011
https://doi.org/10.1177%2F1060826515582495
https://idf.org/our-network/regions-members/south-and-central-america/welcome.html
https://idf.org/our-network/regions-members/south-and-central-america/welcome.html


Iwamoto, D. K., Gordon, D., Oliveros, A., Perez-Cabello,

A., Brabham, T., Lanza, S., & Dyson, W. (2012). The

role of masculine norms and informal support on mental

health in incarcerated men. Psychology of Men & Mascu-

linity, 13, 283–293. https://www.ncbi.nlm.nih.gov/pmc/

articles/PMC3489155/
Kolling, M. (2012). Doing gender, doing away with illness:

Diabetic disruptions to masculinity and sexuality in

Northeast Brazil. International Journal for Masculinity

Studies, 7(1), 91–115. https://doi.org/10.18261/

ISSN1890-2146-2012-01-06
Ministerio de Salud. [Ministry of Health.] (2019). Analisis de

Situacion de Salud del Peru 2019. [An Analysis of the

Health Condition in Peru 2019.] https://www.dge.gob.pe/

portal/docs/asis/Asis_peru19.pdf
Munt, A. E., Partridge, S. R., & Allman-Farinelli, M.

(2017). The barriers and enablers of healthy eating

among young adults: A missing piece of the obesity puz-

zle: A scoping review. Obesity Reviews: An Official Jour-

nal of the International Association for the Study of

Obesity, 18(1), 1–17. https://doi.org/10.1111/obr.12472
Norcross, W. A., Ramirez, C., & Palinkas, L. A. (1996).

The influence of women on the health care-seeking

behavior of men. The Journal of Family Practice, 43(5),

475–480.
Novak, J. R., Peak, T., Gast, J., & Arnell, M. (2019). Asso-

ciations between masculine norms and health-care utili-

zation in highly religious, heterosexual men. American

Journal of Men’s Health, 13(3), 1557988319856739.

https://doi.org/10.1177/1557988319856739
O’Brien, R., Hunt, K., & Hart, G. (2005). ‘‘It’s caveman

stuff, but that is to a certain extent how guys still oper-

ate’’: Men’s accounts of masculinity and help seeking.

Social Science & Medicine, 61(3), 503–516. https://doi.

org/10.1016/j.socscimed.2004.12.008
Oliffe, J. L., Rossnagel, E., Kelly, M. T., Bottorff, J. L., Sea-

ton, C., & Darroch, F. (2020). Men’s health literacy: A

review and recommendations. Health Promotion Interna-

tional, 35(5), 1037–1051. https://doi.org/10.1093/heapro/

daz077
Pamungkas, R. A., Chamroonsawasdi, K., & Vatanasom-

boon, P. (2017). A systematic review: Family support

integrated with diabetes self-management among uncon-

trolled type II diabetes mellitus patients. Behavioral

Sciences, 7(3), 62. https://doi.org/10.3390/bs7030062
Pesantes, M. A., Del Valle, A., Diez-Canseco, F., Bernabé-
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