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Abstract

Objective—Perceptions of illness affect cardiovascular disease (CVD) self-management. This 

study explores knowledge, attitudes, and beliefs regarding hypertension and hyperlipidemia 

management among 34 African-American men with hypertension and/or hyperlipidemia, age 40–

65, living in the Southeastern United States.

Methods—In-person focus groups were conducted using semi-structured interview questions 

informed by the Health Belief Model (HBM).

Results—Participants had a high level of knowledge about hypertension self-management, but 

less about cholesterol self-management. Perceived severity of both conditions was acknowledged, 

though participants perceived hypertension as more severe. Barriers to self-management included 

medication side effects and unhealthy dietary patterns. Facilitators included social support, 

positive healthcare experiences, and the value placed on family. Cultural implications highlighted 

the importance of food in daily life and social settings. Participants expressed how notions of 

masculinity affected self-management—noting the impact of feelings of vulnerability and 

perceived lack of control stemming from diagnosis and treatment expectations.

Conclusions—The findings highlight gaps in knowledge of hyperlipidemia versus hypertension, 

and the impact of cultural context and perceptions on engagement in self-management behaviors.

Practice implications—Public health practitioners and healthcare providers serving African-

American men should address cultural factors and notions of masculinity which can hinder 

effective disease management among this population.
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1. Introduction

African-Americans bear a disproportionate burden of heart disease, leading to worse health 

outcomes, including higher mortality. Non-Hispanic blacks have the highest age-adjusted 

death rates from heart disease—210.4 per 100,000 persons [1]. African-Americans have a 

higher prevalence of hypertension than other race/ethnicities, and among those with 

hypertension, are less likely to have their hypertension controlled [2–4]. African-Americans 

have a higher prevalence of hyperlipidemia compared to White Americans [4,5]. Such 

disparities translate into increased mortality rates for African-American men—they are 

almost twice as likely to have a stroke, and more likely to die from heart disease than Whites 

[4,6].

Regional disparities in heart disease outcomes are also evident, particularly in the 

Southeastern United States—or the “Stroke Belt.” States like Georgia and South Carolina 

rank among the highest in disease rates and deaths from stroke and heart attack [7]. These 

states are among the six states where African-Americans comprise at least 25 percent of the 

population [8]. Studies show that factors associated with racial and regional heart disease 

disparities include low socioeconomic status and education, high smoking rates, lower 

physical activity and obesity, and lack of access to care [9–11]. Such factors play a role in 

the way African-American men in the Southeast, with hypertension and/or hyperlipidemia, 

perceive their condition(s), and must be taken into account when exploring their engagement 

in disease management behaviors.

Self-management behaviors such as eating a heart-healthy diet, taking medications as 

prescribed, smoking cessation, and engaging in physical activity are crucial for those with 

hypertension and hyperlipidemia. Such behavioral and lifestyle changes have proven 

effective at reducing adverse cardiovascular disease (CVD) outcomes among minorities [12–

14]. Smoking cessation counseling from a clinician, along with pharmaceutical treatment 

has proven effective at improving quit rates among African-Americans [15]. Individualized 

behavioral programs have successfully increased physical activity among African-

Americans [16], and research suggests that group physical activity interventions may be 

more effective for underserved racial/ethnic minority populations [17]. Programs such as 

Dietary Approaches to Stop Hypertension (DASH), which involve a diet high in fruits and 

vegetables, and low in saturated fats and sodium, have improved hypertension outcomes in 

African-Americans [18,19].

Racial disparities in hypertension control are impacted greatly by patients’ attitudes and 

beliefs about health, consequently, affecting engagement in health behaviors [20]. 

Qualitative studies provide insight into the manner in which African-Americans’ beliefs and 

attitudes shape health behaviors, and inform the efforts of health professionals working to 

improve CVD outcomes among this group [21–27].

Specifically, qualitative data reveals similarities and differences in sub-populations of 

African-Americans. Research consistently identifies social support as a facilitator of self-

management behaviors among urban and rural African-Americans [28,29,24,30]. Other 

studies show that African-American women with hypertension or hyperlipidemia identify 
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unique barriers to self-management, such as difficulty maintaining healthy diets due to 

family expectations about food preparation practices [29]. For older African-Americans, 

research shows that the desire to spend time with grandchildren serves as a cue-to-action for 

increasing engagement in physical activity and better nutrition [31]. Such findings help 

inform the development of interventions aimed at improving disease self-management 

behaviors among African-Americans.

Few qualitative studies have focused exclusively on African-American men in the Southeast 

with hypertension and/or hyperlipidemia. Such gaps are problematic given the unique 

challenges African-American males face which impact health outcomes—daily racial stress, 

historical mistrust of the healthcare system, perceptions that masculinity conflicts with 

seeking medical help, and the pressures of embracing the traditional household provider role 

[20,32–34]. Targeted studies are needed to examine self-management behaviors and barriers 

among African-American men.

This study uses the Health Belief Model (HBM) to assess the knowledge, attitudes, and 

beliefs regarding self-management of hypertension and hyperlipidemia among a sample of 

African-American men, ages 40–65, living in the Southeastern United States. Examining 

how the constructs of the HBM—perceived susceptibility, perceived severity, perceived 

barriers, perceived benefits, and cues-to-action—manifest among these men, can further 

inform the development of interventions that increase engagement in behaviors that improve 

heart health [35].

2. Methods

2.1. Research design

Qualitative methods were employed to describe the knowledge, attitudes, and beliefs of 

African-American men, aged 40–65, regarding hypertension and hyperlipidemia. Four in-

person focus groups were conducted using a semi-structured interview guide with questions 

informed by the HBM. Female participants were excluded from these focus groups to 

engender an environment of open communication among men, and to capture important 

interactions between participants through a shared “male” culture. Groups were led by an 

African-American male moderator to further encourage candid discussion.

The interview guide included open-ended questions accompanied by follow-up probes (See 

Table 1). All focus group sessions were videotaped, recorded, and transcribed. Each focus 

group lasted approximately two hours.

2.2. Participants

Thirty-four men participated in focus groups from two counties in the southeastern U.S.–

Clayton County, Georgia and Richland County, South Carolina. Inclusion criteria were 

African-American males, 40–65 years old, who self-reported as having hypertension, 

hyperlipidemia, or both conditions. The majority of participants had been diagnosed with 

hypertension, was 40–54 years old, employed, earned 0–$34,000 per year, and had health 

insurance (See Table 2).
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Recruitment and sampling was done through an online panel system based on a 

representative random sample of the U.S. population. Then, purposive case sampling, 

coupled with snowball sampling was used to recruit participants. Initially, eligible 

participants in the target counties were recruited through an existing proprietary database 

and notified by phone or e-mail with the study description. To access additional participants, 

the target respondents were asked for referrals that may be appropriate for the study. If a 

referral was given, an email was sent as an introduction, followed by a phone call to engage 

the potential participant. This sampling framework provided representation from the desired 

target demographic. Participants provided verbal consent by phone or written consent via e-

mail or in-person.

2.3. Analysis

A codebook was developed, informed by constructs of the HBM. A deductive thematic 

analysis guided the grouping of themes into domains under the model constructs (i.e., 

knowledge of hypertension risk). Each domain was segmented into related subcategories 

(i.e. risk of death, denial of the condition).

Two coders conducted content analysis using NVIVO software version 10, using a 

combination of inductive and deductive approaches to identify and categorize focus group 

data by domain and subcategory. Multiple trainings were held to ensure accuracy and 

consistency in the coding process. Tests for inter-coder reliability were conducted and 

maintained at a 0.85 Kappa coefficient.

3. Results

Themes related to the HBM constructs are described briefly below with illustrative quotes in 

Table 3. For additional examples of quotes highlighting the HBM constructs, see Appendix 

A.

3.1. Perceived severity

Participants appropriately perceived the severity of hypertension, with the majority having 

knowledge of the consequences of the condition, including, risk of stroke, heart attack, and 

death. However, many participants perceived hypertension as more serious than 

hyperlipidemia or lacked knowledge of the consequences of hyperlipidemia.

3.2. Perceived susceptibility

Participants generally believed that African-Americans were highly susceptible to 

hypertension and hyperlipidemia. However, when assessing personal risk, participants 

conveyed low perceived susceptibility prior to diagnosis with these conditions. Most men 

indicated that prior to a health event (e.g. dizziness, stroke) they felt healthy and were not 

concerned about developing hypertension or hyperlipidemia. Health events were oftentimes 

the factors alerting men to their condition. Participants also attributed factors such as 

heredity, cultural, and dietary influences to African-Americans’ greater susceptibility to 

hypertension or hyperlipidemia.
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3.3. Perceived benefits

Participants were acutely aware of and discussed the benefits of engaging in self-

management behaviors; specifically, exercise, dietary changes, medication adherence, and 

smoking cessation. Participants openly discussed personal gains resulting from engagement 

in such behaviors, including “being around for their family.”

3.4. Perceived barriers

Participants discussed challenges in taking their medications properly due to perceived or 

actual side effects induced by the medications. Participants expressed distrust in the 

medications and pharmaceutical companies in general. This mistrust manifested as an 

additional barrier in which participants perceived medication use as temporary. This was 

evident in participants’ expressed desire or expectation that they would stop taking 

medications and control their condition through lifestyle changes, including increased 

exercise and healthier diets.

Beliefs about food were perceived barriers. Many participants valued “eating what they 

wanted,” and saw it as a way of “treating” themselves. Oftentimes this meant continuing to 

eat unhealthy foods despite acknowledging their harm. Participants also discussed 

psychological barriers, specifically, the belief that having a chronic disease makes one 

vulnerable or weak.

3.5. Cues-to-Action

Participants expressed how cues-to-action were evidenced through their social supports’ 

personal regimens. Participants emphasized the role of spouses or significant others in 

preparing healthy meals, accompanying him on doctor’s visits, and providing reminders 

about medication use. Participants also noted personal cues-to-action used to enhance 

engagement in self-management behaviors, including employing strategies to remember to 

take medications and utilizing available clinical supports. Participants expressed the need for 

greater support and more discussion of health issues among African-American male peers to 

further encourage engagement in self-management behaviors.

3.6. Regional effects, culture, masculinity, and perceptions of control

Participants discussed ways Southern culture, particularly food traditions, contributed to 

challenges in maintaining dietary recommendations (See Table 4 and Appendix B). This was 

evidenced by participants’ remarks about unhealthy food choices. Participants noted that the 

influence of African-American culture on health involved not only passing down genes; but 

also habits, feelings about illness, and food traditions that must be addressed in order to 

reverse the effects of heredity on CVD outcomes.

Perceptions of masculinity and control were also tied to diagnosis of hypertension and 

hyperlipidemia, particularly, medication use for these conditions. Participants noted changes 

in perceptions, such as feeling less athletic and less in control of their bodies because of their 

diagnosis. Participants also described how medication use affected their sexual functioning, 

resulting in subsequent challenges to their personal relationships and views on masculinity.
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4. Discussion and conclusions

4.1. Discussion

Findings highlight participants’ knowledge, beliefs, and attitudes regarding self-management 

of hypertension and hyperlipidemia. The findings related to perceived severity—specifically, 

those showcasing knowledge of symptoms and consequences of hypertension, support 

existing research displaying high knowledge of hypertension among African-Africans, 

largely due to higher prevalence of the condition and efforts to increase awareness among 

this group [36,37]. The group’s concerns about medication use may also heighten their 

perception of severity, as research shows that Whites with high blood pressure are more 

likely to report their blood pressure as less serious, given appropriate medication use [38].

While participants were highly knowledgeable about hypertension, regardless of their 

diagnosis; those not diagnosed with hyperlipidemia expressed less knowledge of the 

consequences of the condition. Participants perceived hyperlipidemia as more difficult to 

understand due to few recognizable symptoms. This gap in knowledge about hyperlipidemia 

versus hypertension [39], suggests a need for greater focus on educating African-Americans 

about managing hyperlipidemia.

Participants noted that African-Americans were highly susceptible to hypertension and 

hyperlipidemia. However, this notion failed to translate into self-perceptions of risk among 

participants, particularly during young adulthood. Susceptibility was often low until 

triggered by an adverse health event later in life. Consequently, participants expressed the 

need for CVD prevention efforts targeting younger African-American men to prevent the 

onset of hypertension and hyperlipidemia, and the occurrence of adverse health events. The 

perception of low susceptibility in young age aligns with research on younger Black men 

with CVD, ages 18–49, showing that over half of participants equated good health with the 

absence of symptoms [40].

Participants consistently noted the importance of heredity in susceptibility to both 

conditions. Participants made the connection between susceptibility and biological heredity, 

but also articulated the impact of inherited behaviors, such as dietary practices and attitudes 

passed down through generations of Black families. This was particularly evident in 

participant responses regarding nutrition practices in families, which were often contrary to 

recommended regimens. These findings align with research showing African-Americans as 

more likely than Whites to agree that heredity and diet were causal factors affecting their 

cardiovascular disease [37].

Responses also revealed that participants felt their food choices were influenced by Southern 

culture. Regional nutrition patterns and unhealthy food traditions served as barriers to 

participants attempting to maintain healthy diets. Participants also discussed how social 

environments such as family reunions, holiday gatherings, church events, and engagement 

with friends negatively affected their eating habits. Participants’ discussion of the 

importance of cultural traditions, peers, and significant others on their engagement in self-

management behaviors, highlights the need for interventions that draw on social ecological 

models that incorporate the interplay of social, environmental, and individual level factors in 
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engagement in healthy behaviors [41,42]. The findings also highlight the collectivistic view 

of health and illness often held by African-American men, which distinguishes them from 

White males who often hold a more individualistic view of health, prevention, and treatment 

[43]. Recognizing that group-oriented approaches to health and illness may resonate with 

African-American men, could be a valuable perspective for providers faced with addressing 

CVD management among this population.

Lack of perceived control was also a major theme among participants. The meaning 

participants attributed to diagnosis of hypertension or hyperlipidemia, and the feelings 

resulting from the diagnosis, reflected the belief that participants had less control over their 

bodies. The use of words like “weak” and “elderly” and phrases like, “[the disease] has 

control,” conveyed that participants’ perceptions of themselves changed following diagnosis. 

Being forced to eat healthier foods due to CVD was perceived as the condition taking 

control—for example, one participant revealed that he only agreed to take medications so 

that he could maintain an unhealthy diet. Participants viewed their ability to make dietary 

decisions as a means of exercising control over their lives and maintaining a sense of 

identity. Subsequently, controlling their food choices was deemed highly valuable, often 

resulting in continued consumption of unhealthy foods despite awareness of their potential 

harm.

Perceived lack of control was also expressed through negative connotations attributed to 

medication use. Statements such as “[the medication] dictates what you do” showed that 

participants felt debilitated by their condition and its treatment, and challenged notions of 

themselves as whole or complete. Participant’s discussions of medication use as temporary 

exemplified their struggle to regain control of their bodies and their health. Some 

participants stopped taking their medications, attempting to address the conditions on their 

own through exercise and dietary modifications. Others temporarily discontinued use of 

medications upon feeling better. A few participants reported negative consequences (i.e. 

getting sicker) when they discontinued use, later making the decision to return to the 

medications. Reactions to these failed attempts at regaining control may reinforce the belief 

that hypertension and hyperlipidemia are associated with weakness, further impacting 

engagement in unhealthy behaviors.

Perceptions regarding control also challenged participants’ views about masculinity. 

Participants discussed the effects medications had on their sexual functioning and its 

contribution to strained intimate relationships. Such perceived affronts to participants’ 

masculinity became another domain in which they perceived a loss of control, which was 

exemplified by one participant who asked his doctor to explain to his wife the potential 

sexual side effects of hypertension and related treatment protocols.

African-American men’s perceptions of health and illness, particularly the influence of 

control, are impacted by numerous historical and sociopolitical factors that continue to affect 

many facets of their lives, including disease self-management. Research regarding men’s 

beliefs about health and illness show that White men often express feelings of increased 

control over health risks, feel less stigmatized, and have greater trust in technology, 

compared to Black men [43]. Such empowering paradigms may translate into increased self-
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efficacy surrounding CVD self-management, higher trust in physicians, and increased 

medication adherence, which can drive improved CVD health outcomes. In contrast, this 

study asserts an opposing viewpoint which may exist among Black men with CVD—one in 

which health and illness is driven, in part, by forces outside of one’s control. Issues 

surrounding masculinity, cultural influences, and distrust of the health care community, may 

contribute to lower adherence to CVD treatment regimens and engagement in self-

management behaviors. Such paradigms regarding control may decrease a sense of self-

efficacy around healthy eating (particularly in social situations), negatively affect 

relationships with primary care providers, and frame medication use as an obstacle instead 

of an enabler of health.

Although numerous challenges exist, participants expressed how barriers were often 

mitigated by social support mechanisms. The influence of social support served as an 

effective cue-to-action for men having difficulty maintaining prevention and treatment 

regimens. Participants discussed spouses or significant others taking them to clinician visits, 

reminding them to take their medications, and encouraging them to eat properly and 

exercise. This aligns with research showing that social support from a live-in significant 

other can serve as a protective factor in increased medication adherence for African-

American men [44].

Participants further discussed the need for more social support and open dialogue 

surrounding CVD with other African-American men. Participants articulated that 

discussions regarding health failed to occur as much among male friends as with their 

female significant others. This may be an untapped resource for promoting self-management 

behaviors among African-American men.

4.2. Conclusions

The findings convey gaps in knowledge of hyperlipidemia compared to hypertension, and 

low perceived susceptibility prior to adverse health events; showcasing the need for greater 

focus on cholesterol and better targeting of younger African-American men in prevention 

efforts. Findings also articulate the meanings participants associate with hypertension or 

hyperlipidemia diagnosis, and assert the importance of practitioner awareness regarding 

these cultural perceptions, discussing perceptions with African-American male patients, and 

considering them when making prevention and treatment recommendations.

African-American men with hyperlipidemia or hypertension living in the Southeastern 

United States face unique challenges regarding engagement in CVD self-management 

behaviors. Knowledge gaps surrounding hyperlipidemia; low perceived susceptibility to 

disease, regional and cultural influences on dietary behaviors and health beliefs; and distrust 

of the health care system and treatment regimens; all play a significant role in CVD 

management. Such factors in conjunction with perceptions of weakness, loss of control, and 

reduced masculinity could further hinder adherence and prove detrimental to prevention and 

treatment regimens. Addressing these challenges collectively can prove beneficial in 

enhancing African-American men’s engagement in self-management behaviors and 

improving CVD outcomes among this population.
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4.3. Practice implications

Because participants perceived susceptibility to hypertension and hyperlipidemia as low 

until an adverse health event, efforts targeting younger African-American men are essential 

to addressing risk factors early. Opportunities for early intervention include identifying peer-

to-peer information sharing models for African-American men, and recruiting social support 

to share health messages and promote self-management behaviors.

Practitioners should also help align patient and provider expectations, identify culturally-

appropriate education materials that encourage African-American men to engage with their 

healthcare team, and acknowledge the cultural and geographical norms that influence diet 

and lifestyle choices. Patient and provider communication should also clarify the role and 

importance of medication adherence to optimal health outcomes. When helping men 

recognize the benefits of medication adherence, providers should openly discuss the 

discomforts of potential side effects. Such transparency may assist in mitigating issues of 

distrust. Providers should ultimately engage in communication that considers African-

American men’s perceptions of illness, particularly those impacting feelings of loss of 

control. These findings highlight the array of challenges African-American men in the 

Southeast face when negotiating engagement in CVD self-management behaviors, and 

convey the importance of practitioner guidance around incorporating appropriate treatment 

and prevention strategies within their cultural context.
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Appendix A. Additional Examples of Participant Quotes Highlighting Health 

Belief Model Constructs

Health Belief Model 
construct

Examples of participant statements

Perceived Severity • When asked which do you think is more serious-high blood pressure or high 
cholesterol, the response was: “High blood pressure.”

• “...I found I had cholesterol when one morning, I was getting out of the 
shower, I had this pressure in my chest. And I thought it was gas...I had [an] 
acute heart attack... But that’s how I found out. Then, later on, they said . . . 
you have to get your weight down ‘cause your blood pressure begin to go up. 
That’s how I found out [about the] high blood pressure. But...I’m managing 
all that – blood pressure and cholesterol . . . ”

Perceived Susceptibility • “All we ever hear is it’s hereditary in your family. No, it’s not hereditary in 
my family. Don’t say that. It may have been some of the things that I done. It 
may be some of the things that I’m not doing.”

• “We sort of accept that . . . . all black folk, people have high blood pressure. 
They tell us we’re going to have high blood pressure.”

• “I mean you know, for black people that’s the number one killer”.

• “It’s hereditary in my family, for the most part. All the men on my mother’s 
side of the family, as well as my father’s side of the family, were all dead by 
the time they were my age through either heart disease or high blood pressure 
or strokes–whatever the case.”

Perceived Benefits • “And you get more conscious. Especially, like I said, everybody got small, 
got kids. So, my oldest is 18, but I’ve got to be there for–seven or six. I’ve 
got to be there for my youngest. I want to see her graduate 10 years from 
now. So, you get more conscious. Like I said, I cut back on cigarettes and try 
to, with my diet and everything.”

Perceived Barriers • “Sometimes I had – I stopped taking the medicine, ‘cause actually, the effects 
of the medicine was worse.”

• “And everybody that get[s] on medication should have the same thing I did – 
all of us in here came up with . . . we take medication to get off of it. We 
don’t wanna stay on that. We gonna get off of it. You take it only as needed 
and when you don’t need it, you go on. Try to glean yourself off of it because 
medication is not the best thing for you. Even though it does you good at the 
time, that’s a foreign substance in your body.”

• “I still like my fried foods. I still like – because I barbecue – and I like to eat 
ribs every now and then.”

Cues-to-Action • “She [participant’s wife] wants to know everything the doctor tells me. Why 
she will go further than the doctor want me to go. She’s a health nut. I 
exercise five days a week. She probably exercise six days – seven days a 
week. She – when I wasn’t exercising, she would always say come, go with 
me; come, go with me. And I started. But she’s into it all the way. Cooks 
healthy, and always have been. And when I start having problems, she really 
gets into it now.”

Appendix B. Additional Examples of Quotes Discussing Regional and 

Cultural Perceptions, Perceptions of Control, and Masculinity

Domain Example

Regional Effects • “I’m from Louisiana. So everything’s well-seasoned. So I had to just cut back 
on seasoning. And I’ve never been a terrible eater.”
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Domain Example

Cultural • “ . . . we don’t take things serious and again, then something happens to cause 
us to really take a hard look – a stroke or something you know. Then we can 
share but when we young, sometimes they get by us. You know – don’t think 
about the potentials that can happen to you as far as your blood pressure, 
cholesterol and all that. But I think if you going to educate people especially 
young black men, we need to grab them at a very young age.”

Masculinity • “ . . . maybe every guy in here. But I guess particular him, because he was an – 
and still is – an athlete. He’s just an old, mature athlete. But as an athlete, you 
feel in control. Just like your body is your – I mean it’s everything. And then all 
of a sudden, something has taken control of you.”

• “If you can’t satisfy her at all, then she’s going to take up with your best friend, 
somebody that you know, then when you find out about it and you have a 
stroke, then it all ties in. It stresses her, yeah, but she’s going to stress you.”

Perceptions of Control • “It makes you feel vulnerable. Make[s] you feel somewhat weak or broken. 
And also . . . it’s disbelief because you associate this disease with someone 
that’s maybe elderly or obese or both. And then you’re just like, ‘No, that can’t 
be me’. And you look in the mirror like, ‘No’. But at the same time, [it is] you – 
it can happen to anybody.”
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Table 1

Example Focus Group Questions and Corresponding Health Belief Model Construct.

Example Questions Health Belief Construct

What’s a major consequence of high blood pressure? Perceived Severity

What are some reasons you might not take your prescribed medication? Perceived Barriers

How does the medication help you? Perceived Benefits

How do you remember to take your medication? Cues-to-action
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Table 2

Characteristics of Focus Group Participants.

Age N (N = 34) Percent

40–54 20 58.8

55–65 14 41.1

65+ 1 0.03

Employment status

 Full-time 19 55.9

 Part-time 1 0.03

 Retired 11 32.3

 Unemployed 3 0.09

Income Range

 0–$34,000 12 35.3

 $35,000–$49,999 9 26.4

 $50,000–$74,999 11 32.3

 $75,000+ 2 0.06

Health Insurance

 Yes 28 82.3

 No 6 17.6

Diagnosis

 High Blood Pressure 14 41.2

 High Cholesterol 8 23.5

 Both 12 35.3
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Table 3

Examples of Quotes from Participants, by Health Belief Model Construct.

Health Belief Model construct Example

Perceived Severity “Oh, I don’t know anything about the impact of high cholesterol.”

Perceived Susceptibility “It’s a major killer of African Americans”.

Perceived Benefits “If you just change what you eat, that’s how it makes you feel better.”

Perceived Barriers “I don’t wanna take a medication that’s gonna make me die too.”

Cues-to-Action “Sit on that dresser. As I get up out of that bed to go to the bathroom, I got to walk right past it [his 
medication] . . . . And that’s how I remember mine.”
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Table 4

Examples of Quotes Discussing Regional and Cultural Perceptions, Perceptions of Control, and Masculinity.

Domain Example

Regional Effects “So, I’m from New York City, and when I moved to South Carolina I started seeing a lot of different foods that were 
interesting to me, because everybody said, ‘Oh, chitlins. What’s that? I was like, Well, let me taste that.’ Everybody 
was ranting and I don’t even know what it is. So, I found myself that those foods were cheaper to purchase and to 
cook.”

Cultural Masculinity “I think what happens is, I think our habits are hereditary. What we eat is hereditary”
“Sex life...I can tell you when it first happened to me I had no idea... And I went to [my doctor] one day and I said, Dr. 
Gigi look, something ain’t working. I don’t want to tell a lady that, you know. She said you know, that’s normal. She 
said the blood pressure restricts the flow of blood which of course – I said could you please tell my wife that?”

Perceptions of Control “It dictates what you do. It dictates how you eat. It dictates whether you exercise or not. Everything – it makes you 
change everything about you. Even things you – you may even develop and like some of the things you have to 
change. But it force you to do it. You didn’t do it on your own; it force you to do it, if you want to be happy.”
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