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Abstract

Black/African American (BAA) men have the lowest life expectancy among other major demographic groups in the
United States, with BAA male mortality rates 40% higher than their White male counterparts. Despite known benefits
of preventive health care utilization, BAA men are 43% more likely to use the emergency department for usual
care. Many intersecting factors like medical mistrust and religion have been identified as common barriers BAA
men face in health care utilization with few studies exploring factors that impact their current preventive health
care utilization. In addition, BAA men’s perceptions of health and ability to identify or seek help have always been
disproportionately lower than other racial groups despite higher rates of preventable diseases. Using the tenets of
the Andersen Healthcare Utilization Model, this cross-sectional study of 176 BAA men explores BAA men’s current
preventive health care practices while examining the intersection of predisposing, enabling, and need factors on
BAA men’s preventive health care utilization. While it is well known that higher income levels and higher education
positively influence health care utilization, the intersection of religious affiliation and higher levels of medical mistrust
was associated with BAA men’s decreased engagement with health care as religion posed as a buffer to health care
utilization. This study demonstrated that BAA men’s perception of health differed by sexual orientation, educational
status, and income. However, across all groups the participants’ perspective of their health was not in alignment with
their current health outcomes. Future studies should evaluate the impact of masculine norms as potential enabling
factors on BAA men’s preventive health care utilization.
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Background times more likely to contract a sexually transmitted dis-

) ) , ease, with a one in 22 chance of lifetime risk for HIV
Black/African American Men’s Health and diagnosis (Centers for Disease Control and Prevention,
Preventive Health Care 2022; Hess et al., 2017). Earlier detection and increased

engagement with preventive health care have shown
impact on morbidity and mortality rates among BAA men
(Nies & McEwen, 2019; Watson et al., 2019).

Black/African American (BAA) men, a self-identifica-
tion inclusive of all men of African descent, have the low-
est life expectancy among all major demographic groups
represented in the United States with mortality rates 40%
higher than their White male counterparts (Bond & 'College of Nursing, University of lllinois Chicago, Chicago, IL, USA
Herman, 2016). BAA men have disproportionately higher .
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Preventive health care is a proactive approach to health
care utilization encompassing primary (health promotion
and education), secondary (screenings and short-term
treatment), and tertiary levels (long-term/ rehabilitation
treatment) of prevention (Nies & McEwen, 2019). In
2021, 81.7% of BAA men aged 18 and over in the United
States visited the doctor within the past 12 months
(National Center for Health Statistics, 2022). Despite the
known benefits of preventive health care utilization, BAA
men are 43% more likely than other men to use the emer-
gency room (ER) for their health care needs rather than to
seek nonemergency care scenarios such as doctor’s
offices or clinics (Arnett et al., 2016). By improving early
detection and influencing better disease prognosis, pre-
ventive health care can address health disparities and
increase the life expectancy of BAA men.

BAA Men’s Barriers to Health Care

Medical mistrust and alternative coping strategies such as
religion and spirituality have been identified as barriers
impeding BAA health care utilization (Arnett et al., 2016;
Griffith et al., 2015; Powell et al., 2016). Medical mis-
trust is defined as distrust of the health care system in
general and of its providers, institutions, and treatment
plans specifically (Arnett et al., 2016; Williamson et al.,
2019). Historically, race-based medical mistrust stems
from the lack of culturally congruent providers, leading
to less culturally competent care and to provider bias
(Maina et al., 2018). In the face of the long history in the
United States of medical discrimination and persistent
systemic racism and mistreatment of BAA men, exempli-
fied by the decades-long United States Public Health
Service Study of Syphilis (USPHSS), longer delays
between prostate cancer diagnosis and treatment, and
continued COVID-19-treatment-related medical mis-
trust, such resistance to health care is well founded
(Arnett et al., 2016; Bazargan et al., 2021; Czeisler et al.,
2020; Lillard et al., 2022; Meyers-Pantele et al., 2022).
Discrimination and mistreatment lead to inequitable care.
As a result, engagement with preventive health care
among BAA men, including practices of routine medical
visits, new interventions, screenings, and the like, is
avoided and viewed as potentially harmful due to lack of
trust in the health care system (Dale et al., 2016; Meyers-
Pantele et al., 2022; Rogers et al., 2022). In the absence of
medical trust, BAA men turn to religion and spirituality,
or belief in something beyond self, as alternative avenues
to express health-seeking behaviors and as protective fac-
tors against discrimination and medical mistrust
(Mushonga & Henneberger, 2020; Robinson et al., 2018).
Religion and spirituality are intertwined concepts within
the BAA experience transcending medical advice serving
as a sense of hope and a means of coping (Haidar et al.,

2023). As such, BAA men are less likely than their White
counterparts to seek psychological or psychiatric therapy
or counseling, for example, outside their religious institu-
tions (Hankerson et al., 2015; Robinson et al., 2018).

Understanding the barriers that impede BAA men’s
outlook on health care, influence their ability to partici-
pate in health care, or increase their need to utilize health
care is crucial to clarifying BAAs’ engagement with
health care measures. This study explores the impact of
such barriers on BAA men’s current preventive health
care utilization.

Conceptual Framework

According to the Andersen Healthcare Utilization Model
(AHM), the use of preventive health care services is a
function of a person’s predisposition to health-seeking
behaviors (predisposing factors), factors that facilitate or
impede seeking health care (enabling factors), and the
need for health care (need factors) (Andersen, 1995;
Bradley et al., 2002). Predisposing factors include socio-
demographic variables such as age, marital status, sexual
orientation, and education. Enabling factors include an
individual’s employment status, degree of medical mis-
trust, perceived benefits to health-promoting behaviors,
perceived barriers to health-promoting behaviors, health
insurance status, and income level. Needs factors include
immediate or critical factors such as preexisting condi-
tions and self-rated health status. Using this model,
researchers have clarified how predisposing, enabling,
and need factors affect health care engagement within the
BAA community regarding the use of health care
resources, use of preexposure prophylaxis, and keeping
of physician appointments, among other topics (Burns et
al., 2021; Parker et al., 2017).

The purpose of this study is to explore predisposing
factors, enabling factors, and need factors as predictors of
preventive health care utilization in BAA men (see con-
ceptual framework in Figure 1). The hypothesis is that
predisposing factors and enabling factors will have the
most impact on preventive health care utilization among
BAA men based on previous studies using the AHM and
cultural congruence with the desired sample (Assari &
Caldwell, 2017; Parker et al., 2017; Tabaac et al., 2020).

Method
Study Design

A nonexperimental, correlational cross-sectional design
was used to examine predisposing factors, enabling fac-
tors, and need factors of the AHM as predictors of pre-
ventive health care utilization in BAA men. The study
sample includes BAA men predominantly from the Upper
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Predisposing
Age
Education
Marital Status

Sexual Orientation
Religion

Enabling
Employment Status
Income Level
Insurance Status

Preventive Healthcare Utilization
Doctor Visit within one year
ER Visit within one year

Clinic Visit within one year

Perceived Benefits to health promoting
behaviors

Perceived Barriers to Health promoting
behaviors

Medical Mistrust

Need
Number of Chronic Conditions

Number of Preventive Measures Utilized within one
year

Self Rated Health Status

Figure |. Conceptual Framework for AHM Factors in BAA Men

Note. AHM = Andersen Healthcare Utilization Model; BAA = Black/African American; ER = emergency room.

Midwest metropolitan area surveyed in a single online
session. Based on power analysis using Soper’s model for
multiple regression with 13 predictors, a desired sample
size of 131 BAA men with an effect size of 0.15, power
of 0.80, and alpha of .05 was determined (Soper, 2022).

The sample inclusion criteria were the following: (a)
identify as male, (b) identify as BAA, and (c) are between
the ages of 26 and 75. While BAA men are not a monolith
across the African, African American, Afro-Caribbean and
Afro-Latino diaspora, for the purpose of this study, BAA
represents any participant who self-identified as Black or
African American. The minimum age of 26 years old was
selected because it is the age at which young adults are no
longer eligible to be covered under their parent’s health
insurance (U.S. Department of Health and Human Services,
2022). Anupper age limit of 75 was selected because many
preventive health screens stop at age 75, like the colorectal
cancer screening (Grossman et al., 2018). This study was
approved by the institutional review board (IRB) as a
cross-sectional study. Convenience sampling was selected
as the method of recruitment and took place through the
use of social networks of the researcher. Once eligibility
was confirmed, participants were emailed a link to the sur-
vey. A waiver of consent documentation was used. The
survey consisted of 95 items, and validated scales were
employed. The average time for completion was about 10
to 20 min. Participants were compensated with a US$20
gift card for their time.

Study Measures

Outcome. Preventive health measures can be primary,
secondary, or tertiary with primary prevention focusing

on health promotion and education, secondary prevention
focusing on screenings and short-term treatment, and ter-
tiary prevention focusing on long-term treatment (Nies &
McEwen, 2019). To operationalize the concept of pre-
ventive health care utilization, the Older Men’s Health
Program and Screening Inventory (OMHPSI) was used
as a tool to ascertain men’s current health practices and
beliefs with findings that support reliability with a Cron-
bach’s alpha of .78 (Loeb, 2003). Although categorized
for older men, identified in the measure as any man older
than 55, this comprehensive tool has been used in varying
studies to assess all levels of prevention and assesses par-
ticipants’ current perceptions of their health and engage-
ment with or barriers to health care programming and
resources (Loeb, 2003; Loeb et al., 2008). As older men
often need to utilize health care more frequently, the
OMHPSI includes questions on the utilization of preven-
tive health measures such as preparing healthy foods,
exercising, and getting immunized (primary-level pre-
vention); health screenings such as blood pressure, colo-
noscopy, and physical exam (secondary level of
prevention); and taking medication and engaging in
memory improvement efforts (tertiary level of preven-
tion) giving a wider range of preventive health care
options than other tools. The OMHPSI was also found to
be especially relevant for this study amid the 2020
COVID-19 pandemic. While assessing men’s current
health practices, the tool also assesses current immuniza-
tions or vaccinations within the past year.

The National Health Interview Survey (NHIS) was
also adapted into this study as it has been used to monitor
national health since 1957 and includes measurement of
participants’ preventive health care utilization (National
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Center for Health Statistics—Division of Health Interview
Statistics, 2020). The NHIS was used to measure partici-
pants’ time since the last doctor visit, time since the last
ER visit, and time since the last clinic visit with scoring
in an ordinal fashion with time ranging from less than 12
months ago (0) to within the last 10 years (5). Doctor
visits were defined as seeing a doctor or health profes-
sional for a wellness visit, physical, or general-purpose
check-up. Clinic visits were defined as being synony-
mous with urgent care visits for one’s health that could
include preventive measures (receiving vaccinations,
check-ups, lab diagnostics, follow-ups, etc.) or more
urgent matters. ER visits, while not preventive, were
included for comparison purposes as many BAA men uti-
lize ERs for their health care needs (Arnett et al., 2016;
Powell et al., 2019). For purposes of this study, these
variables were measured dichotomously, viewing answer
choices as yes or no to indicate whether the participant
had engaged in the visit within the past year.

Independent Variables. Predisposing factors of the AHM
were assessed using demographic questions of age (rang-
ing from 26 to 75 years), education level (less than bache-
lor’s degree, bachelor’s degree, advanced degree), marital
status (not married or married), sexual orientation (hetero-
sexual or not heterosexual), and religion (yes or no).

As enabling factors are considered factors that facili-
tate or impede seeking health care (Andersen, 1995), par-
ticipants were asked additional demographic questions
such as annual income (less than US$10,000 to greater
than US$110,000), employment status (unemployed, stu-
dent worker, worker only, or retired), and known insur-
ance status (yes or no). Variables of perceived benefits to
health-promoting behaviors and perceived barriers to
health-promoting behaviors were examined with the use
of questioning from the OMHPSI. Research shows BAA
men have lower self-efficacy in preventive health care
utilization practices due to conformity to gender norms,
mistrust of the health care system, and distrust of physi-
cians (Powell et al., 2016, 2019). As medical mistrust has
been identified as a common barrier to health care among
BAA men, this variable was added using the Medical
Mistrust Index (MMI). The MMI is a 17-item measure
established to ascertain the degree to which an individual
mistrusts health care organizations with studies support-
ing the association with underutilization of health ser-
vices (Laveist et al., 2009). All 17 items were scored on a
4-point Likert-type scale from strongly disagree (0) to
strongly agree (3). This measure has been used in numer-
ous studies supporting reliability with a test-retest of the
overall scale resulting in 0.70 and a Cronbach’s alpha
of .83 for this study.

Within our model, needs factors were assessed using
the following variables: number of chronic conditions

and self-rated health status (poor, fair, good, excellent).
Participants were presented with a list of potential health
conditions identified by the Older Men’s Health Program
and Screening Inventory. Participants were asked to
report the health conditions that currently coincide with
their health history and to list any other condition(s) not
listed. This variable was used as the total number of con-
ditions. Self-rated health status was evaluated on a con-
tinuous level (1 = poor, 2 = fair, 3 = good, 4 = excellent)
to determine participants’ current perceptions of their
health status.

Data Analysis

Data analysis was conducted using Stata 15 with descrip-
tive statistics for all variables summarized in Table 1.
Relating to the distribution of the outcome variables, uti-
lization of a doctor, ER, and clinic visit in the past year
were dichotomized and logistic regression models were
used to examine the predictive effects of predisposing
factors, enabling factors, and need factors on these out-
comes. Poisson regression, a regression used when
dependent variables are count variables (UCLA:
Statistical Consulting Group, 2022), was used to analyze
the number of preventive measures BAA men used within
the past year. The effects of predisposing, enabling, and
need factor models were analyzed independently in
reduced models with results depicted in Tables 3 to 5,
respectively, to analyze the predictive effects of each fac-
tor independent of each other. Based on results from the
reduced models, the independent variables of self-rated
health and sexual orientation never had a p = .2 and,
therefore, were removed from the full model depicted in
Table 2 to improve parameter estimates.

Results

The convenience sample recruitment method using social
networks resulted in exceeding the powered sample size
of 131 participants and resulted in 176 participants. Five
were excluded from participating for either not meeting
the age requirement or not identifying as male. Table 1
depicts the descriptive statistics for predisposing,
enabling, and need factors of the 176 participants in the
study. For enabling factors, the BAA men scored an aver-
age of 27 on the MMI with the lowest score being 5 and
the highest being 45. BAA men on average identified
1.80 perceived barriers to health care ranging from 0 to 8
with the most common barriers being perceived cost
(34%) and not having time (32.4%). Yet, BAA men also
identified 4.49 perceived benefits to health care ranging
from 0 to 9 with the most prevalent being the feeling of
being healthy (76%) and feeling better with more energy
(57%). Finally, 80% of BAA men rated their current
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Table I. Participant Statistics (N = 176)

Characteristics

%

Predisposing factors
Age (26-74)
Marital status
Not married
Married
Religion
No religion
Religion
Education
Less than bachelor’s degree
Bachelor’s degree
Advanced degree
Sexual orientation
Heterosexual
Not heterosexual
Enabling factors
Known insurance
Yes
No
Employment
Unemployed
Student worker
Worker only
Retired
Income level
Medical Mistrust Index (0-51)
No. of perceived barriers
No. of perceived benefits
Need factors
Self-rated health status
Less than good
Good
Excellent
No. of health conditions (0—15)
Outcome variables
Dr visit within the past | year
ER visit within the past | year
Clinic visit within the past | year
No. of preventive measures in the past
| year

76
100

23
153

46
89
41

139
37

152
24

12
30
120
14

(M = 385, SD = 12.95)

43.18
56.5

13.07
86.93

26.14
50.57
23.30

78.98
21.02

86.36
13.64

6.82
17.05
68.18
7.95

(M = US$73,209.83, SD = US$30,370.28)

34
101
41

44
56
87

(M = 26.99, SD = 6.82)
(M = 1.79, SD = 1.75)
(M = 4.50, SD = 2.40)

19.32
57.39
23.30
(M =1.18,5D = 1.31)

81.82
31.82
49.43
(M = 4.10, SD = 2.45)

Note. ER = emergency room.

health status as good or excellent regarding need factors.
The average participant also identified at least one health
condition, the most prominent being hypertension (19%).

For the outcome variables, the study sample had a
comparable engagement with visiting a doctor within the
past year with 81.8% among the BAA men compared
with 81.7% of BAA men nationally (National Center for
Health Statistics, 2022). Nearly half the study sample
(49.43%) reported visiting a clinic within the past year,

which is considerably higher than the national average of
14% for BAA men. Moreover, a third (31.82%) reported
utilizing the ER within the past year, higher than the
national average of 23%. For the number of preventive
measures used within the past year, findings support reli-
ability of the OMHPSI within this population resulting in
a Cronbach’s alpha of .71. Participants reported an aver-
age of four preventive measures used within the past year,
ranging from O to 11. In this sample, the top two
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Table 2. AHM Full Model in Black/African American Men

Characteristics Dr visit within | year

ER visit within | year

No. of preventive measures

Clinic visit within | year* within | year*

OR 95% ClI OR 95% ClI OR 95% ClI Coef. 95% ClI

Age (26-74) 1.06 [1.00,1.137* 1.01 [0.97, 1.05] 1.0l [0.97, 1.05] 0.00 [-0.01, 0.01]
Marital status

Not married (ref) 1.00 1.00 1.00 1.00

Married 0.55 [0.22, 1.41] 1.17 [0.55, 2.50] 0.75 [0.37, 1.55] -0.27* [-0.43, -0.11T*
Religion

No religion (ref) 1.00 1.00 1.00 1.00

Religion 0.77 [0.20, 3.96] 1.81 [0.60, 5.48] 3.63 [1.28, 10.497* 0.08 [-0.31, 0.15]
Education

No degree (ref) 1.00 1.00 1.00 1.00

Bachelor’s degree 0.73 [0.20, 2.65] 0.98 [0.37, 2.58] 1.35 [0.53, 3.46] 0.20 [-0.02, 0.42]

Advanced degree 1.39 [0.27,7.27] 0.49 [0.14, 1.68] 2.52 [0.79, 8.03] 0.17 [-0.10, 0.44]
Known insurance

No (ref) 1.00 1.00 1.00 1.00

Yes .12 [0.35, 3.56] 0.23* [0.09, 0.85]* 0.74 [0.27,2.01] -0.04 [-0.23, 0.22]
Employment

Unemployed (ref) 1.00 1.00 1.00 1.00

Student worker 4.19 [0.81, 21.77] 2.47 [0.47, 12.92] 0.60 [0.13, 2.86] -0.02 [-0.36, 0.32]

Worker only 3.36 [0.80, 14.05] 2.19 [0.50, 9.69] 0.51 [0.13, 2.00] =0.11 [-0.41, 0.19]

Retired 2.05 [0.11, 37.87] 0.33 [0.03, 3.43] 0.34 [0.05, 2.38] -0.03 [-0.56, 0.36]
Income level 1.00 [0.73, 1.38] 0.94 [0.71, 1.23] 0.82 [0.63, 1.06] 0.06* [0.00, 0.12]*
Medical Mistrust Index 1.0l [0.94, 1.08] 1.03 [0.97, 1.08] I.10% [1.04, I.16]* -0.01 [-0.02, 0.00]
No. of perceived barriers 091 [0.69, 1.20] 0.83 [0.65, 1.05] 1.01 [0.81, 1.26] -0.01 [-0.06, 0.04]
No. of perceived benefits 1.00 [0.83, 1.21] 1.01 [0.87, 1.17] 1.00 [0.87, 1.15] 0.05* [0.01, 0.087*
No. of health conditions 141 [0.84, 2.35] 1.22 [0.86, 1.72] 1.10 [0.80, 1.50] 0.04 [-0.03,0.11]

Note. ER = emergency room; OR = odds ratio; Cl = confidence interval.

*p < .05.

preventive measures utilized within the past year were
exercise (60% of the BAA men) and annual physicals
(53% of the BAA men). Each outcome variable was
regressed independently on the predisposing factors,
enabling factors, and need factors as shown in Tables 3 to
5. In this independent analysis, older BAA men with
more education and religious affiliation engaged in higher
levels of preventive health care utilization for predispos-
ing factors. Married BAA men reported engaging in
fewer preventive measures in the past year. For enabling
factors, BAA men with higher income levels, more per-
ceived benefits to health promoting behaviors, having
health insurance, and having higher levels of medical
mistrust were associated with higher preventive health
care utilization. Finally, for need factors, BAA men
reporting more health conditions had higher preventive
health care utilization.

Table 2 depicts the results of the full models including
predisposing factors, enabling factors, and need factors
together as predictors of four outcomes: doctor visit
within the past year, ER visit within the past year, clinic
visit within the past year, and the number of preventive
measures utilized within the past year. Models predicting
BAA men’s clinic visits within the past year and the

number of preventive measures used within the past year
were significant with p < .03. BAA men with religious
affiliations were 3.66 times more likely than those who
did not report visiting a clinic within the past year (odds
ratio [OR] = 3.66, 95% confidence interval [CI] = [1.28,
10.49], p < .02). BAA men with higher medical mistrust
had higher likelihood of visiting a clinic within the past
year (OR = 1.10, 95% CI = [1.04, 1.16], p < .05).
Married BAA men report fewer preventive health mea-
sures utilized within the past year (coefficient = —0.28,
95% CI = [-0.45, -0.12], p < .001). Higher income lev-
els (coefficient = 0.07, 95% CI = [0.01, 0.12], p < .03)
and higher number of perceived benefits (coefficient =
0.04, 95% CI = [0.01, 0.07], p < .02) were associated
with engaging in more preventive health measures within
the past year. The models to predict doctor and ER visits
within the past year were not significant.

Discussion

This cross-sectional study explores preventive health
care utilization among BAA men using the AHM. This
study addresses a paucity of data on BAA men’s health by
examining predisposing, enabling, and need factors as
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Table 3. Predisposing Factors to Predict Outcomes
No. of preventive measures
Dr visit within | year* ER visit within | year Clinic visit within | year within | year*

Characteristics OR 95% Cl OR 95% Cl OR 95% Cl Coef. 95% Cl
Age (26-74) 1.07* [1.02,1.13]* 1.00 [0.97, 1.03] 1.00 [0.98, 1.03] 0.00 [-0.01,0.01]
Marital status

Not Married (ref) 1.00 1.00 1.00 1.00

Married 0.54 [0.22, 1.31] 1.00 [0.50, 2.00] 0.71 [0.37, 1.36] -0.29* [-0.44, 0.13]*
Religion

No religion (ref) 1.00 1.00 1.00 1.00

Religion 0.82 [0.23, 2.93] 1.54 [0.55, 4.31] 261 [0.97, 6.99] -0.06 [-0.28, 0.17]
Education

Less than bachelor (ref) 1.00 1.00 1.00 1.00

Bachelor’s degree 0.67 [0.21,2.15] 0.77 [0.34, 1.77] 0.87 [0.39, 1.94] 0.24* [0.04, 0.447*

Advanced degree 1.52 [0.35, 6.58] 0.50 [0.18, 1.38] 1.19 [0.46, 3.05] 0.32*% [0.08, 0.55]*
Sexual orientation

Heterosexual (ref) 1.00 1.00 1.00 1.00

Not heterosexual 0.66 [0.25, 1.74] 0.87 [0.38, 1.98] 1.37 [0.63, 2.97] -0.07 [-0.25, 0.12]

Note. ER = emergency room; OR = odds ratio; Cl = confidence interval.

*p < .05.

predictors of preventive health care utilization among
BAA men. We found that by grounding our analysis
within the AHM, predisposing factors (religious affilia-
tion) and enabling factors (medical mistrust, being mar-
ried, higher income levels, and a higher number of
perceived benefits) significantly predicted BAA men’s
preventive health care utilization. Such findings align
with the literature as BAA men’s level of medical mis-
trust, religious affiliation, marital status, and income sta-
tus have been identified as facilitators or inhibitors of
health care utilization (Guner et al., 2018; Khumalo et al.,
2021; Luo et al., 2022; Robinson et al., 2018).

The emergence of BAA men’s religious affiliation and
higher levels of medical mistrust significantly affect BAA
men’s engagement with health care (Arnett et al., 2016;
Bazargan et al., 2021; Powell et al., 2019; Williamson et
al., 2019). Medical mistrust has been identified as a his-
torical barrier to health care among the BAA community,
whereas religion is posited to be a buffer (Bazargan et al.,
2021; Bowen-Reid & Harrell, 2002; Mushonga &
Henneberger, 2020). Such findings support the under-
standing that BAA men utilize religion and spirituality as
a preferred coping mechanism for health conditions in
comparison with seeking traditional health care visits
(Namageyo-Funa et al., 2015; Robinson et al., 2018).
Research has also shown that religion affected health care
utilization, medical mistrust, and the overall health care
experience of BAA men (Hankerson et al., 2018; Smith et
al., 2022). The lack of a trusting relationship with provid-
ers often linked to historical medical mistreatment, dis-
crimination, and unconscious or implicit bias feeds BAA
men’s mistrust and positions them to seek other means to

cope (Assari, 2018; Marcelin et al., 2019). In addition,
research suggests that religion, spirituality, and the qual-
ity of the patient—provider relationship influence BAA
men’s perception of the health care system (Bukavina et
al., 2017; Wallace et al., 2016). Studies have shown that
the quality of care received during a regular doctor visit
can shape BAA men’s perception of health care and thus
influence their likelihood of engaging in health care visits
(Chinegwundoh, 2021; Harawa et al., 2013). This sug-
gests that exploring patient—provider interaction may be
an important avenue of research in BAA men. Being a
provider of health care is no longer limited to having a
medical degree but now includes advanced practice prac-
titioners such as physician assistants and nurse practitio-
ners. Their presence in the medical field has shown
improved patient education and improved engagement
with preventive health care (Park et al., 2020). Positive
patient—provider interaction may foster trust in the medi-
cal system and improve preventive health care utilization
among BAA men.

BAA men’s perceptions of their health and ability to
identify or seek help have always been disproportionately
lower than that of other racial groups, despite their having
higher rates of preventable diseases (Bukavina et al.,
2017; Khumalo et al., 2021; Wallace et al., 2016).
Historically, BAA men’s self-perception in America is
rooted in systemic racism and systemic inequalities found
within numerous organizations, including health care
institutions (Bazargan et al., 2021; Ferguson, 2000; Greer
et al., 2014; Phelan & Link, 2015). As a result, BAA men
have an overall perception of their lives and their health
through an optimistic or aspirational lens that has roots in
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Table 4. Enabling Factors to Predict Outcomes

Dr visit within | year

ER visit within | year

No. of preventive measures

Clinic visit within | year within | year*

Characteristics OR 95% ClI OR 95% Cl OR 95% Cl Coef. 95% ClI
Known Insurance

No (ref) 1.00 1.00 1.00 1.00

Yes 1.24 [0.41, 3.73] 0.32*% [0.12, 0.82]* 0.8l [0.32, 2.06] -0.04 [-0.26, 0.19]
Employment

Unemployed (ref) 1.00 1.00 1.00 1.00

Student worker 3.1 [0.66, 14.69] 1.86 [0.36, 9.52] 0.75 [0.17, 3.25] 0.01 [-0.34,0.31]

Worker only 3.26 [0.89, 12.01] 2.20 [0.50, 9.45] 0.69 [0.19, 2.57] -0.14 [-0.44,0.15]

Retired 8.48 [0.75, 95.46] 0.66 [0.08, 5.16] 0.51 [0.09, 2.80] -0.13 [-0.54, 0.27]
Income level 0.93 [0.72, 1.21] 0.88 [0.71,1.09] 0.90 [0.74, 1.10] 0.05% [0.00-0.107*
Medical Mistrust Index 1.00 [0.94, 1.07] 1.03 [0.98, 1.08] 1.08%  [1.03, 1.13]* -0.01 [0.02, 0.00]
No. of perceived barriers 0.89 [0.86, 1.20] 0.86 [0.70, 1.06] 1.03 [0.86, 1.25] 0.01 [-0.04, 0.05]
No. of perceived benefits 1.01 [0.16, 17.03] 0.99 [0.86, 1.14] 1.01 [0.89, I.15] 0.05* [0.02, 0.08]*

Note. ER = emergency room; OR = odds ratio; Cl = confidence interval.
*» < .05.

religious affiliation (Hankerson et al., 2018; Robinson et
al., 2018; Wallace et al., 2016) which were highlighted in
this study. One participant reported vision issues, diabe-
tes, urinary complications, and hypertension, yet he still
rated his health as “good.” Another participant was cur-
rently on dialysis and needed a kidney, yet also rated his
health as “good.” A third participant had recently battled
with stomach cancer, but stated that because of his faith
in God, he rated his health as “excellent.” Regardless of
the number of health conditions, 80% of the BAA men in
this study rated their health as good or excellent. This
lack of variability suggests that self-rated health is not
helpful among BAA men,; it also speaks to a disconnect
between what BAA men perceive as their current health
status versus how the health care system defines their
condition(s). BAA men and White men have comparable
rates of visiting a doctor within the past year, 81.8% and
83.1% respectively, yet BAA men continue to suffer from
poorer health outcomes (Bond & Herman, 2016; National
Center for Health Statistics, 2022). Although annual doc-
tor visits are the first step, the quality of health education
provided during the visit is essential to affect health out-
comes (Leitch et al., 2021; Nies & McEwen, 2019).
Medical mistrust experienced during the patient—provider
interaction is the likely culprit of the noticeable discon-
nect. Therefore, providers and health care professionals
who engage with BAA men in preventive health care uti-
lization can build on the asset-centered nature of how
BAA men rate and, therefore, understand their health.
Research shows that cultural congruence with the pro-
vider leads to improved patient—provider interaction cou-
pled with improved health care engagement and health
outcomes in BAA men (Hannon & Vereen, 2016; Harawa
et al., 2013; Watson et al., 2019). Cultural congruence, or

shared beliefs and ways of living, allows for a patient’s
improved interest and engagement with health resources
(Abitz, 2016). Such components enhance the provision of
culturally competent care. Trusting in the person giving
health information coupled with the level of care being
congruent with a person’s cultural needs is key to the
administration  of  culturally  competent  care
(Chinegwundoh, 2021; Nies & McEwen, 2019). Cultural
congruence with the researcher may have been an impor-
tant factor that allowed swift data collection in this study,
with the proposed sample size achieved in 2 weeks. There
is a need to understand how a lack of adequate assess-
ment and explanation of findings from health providers
influences BAA men’s understanding of their health sta-
tus. More work is needed to explore ways to change BAA
men’s health perceptions, and this is likely linked to more
cultural congruence with the researcher and practitioners
administering health care.

While much of the data from our study aligned with
existing literature, one critical area emerged that differed
from historical findings related to marriage. It is well
known that income and education are two key social
determinants of health affecting health care utilization
(Nies & McEwen, 2019; Thorpe et al., 2015). BAA men
with higher income and education engaged in more pre-
ventive measures utilized within the past year following
trends within previous studies (Assari et al., 2018;
Guzman, 2022; Luo et al., 2022). Research confirms the
influence that higher education and income have on BAA
men’s understanding of the positive impact of health
practices, positioning BAA men for improved access to
quality health care related to affordability and health lit-
eracy (Bradley et al.,, 2002; Nies & McEwen, 2019;
Suntai et al., 2022). Finally, being married was associated
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Table 5. Need Factors to Predict Outcomes
Clinic visit within | No. of preventive
Dr visit within | year ER visit within | year year measures within | year
Characteristics OR 95% ClI OR 95% ClI OR 95% ClI Coef 95% ClI
No. of health conditions  1.65* [1.04,2.617* 1.06 [0.82, 1.37] .23 [0.95, 1.60] 0.00 [-0.06, 0.06]
Self-rated health status 1.27 [0.66, 2.44] 0.85 [0.51, 1.44] 1.26  [0.77, 2.06] 0.06 [-0.06, 0.18]

Note. ER = emergency room; OR = odds ratio; Cl = confidence interval.

*p < .05.

with fewer preventive health measures utilized within the
past year. While many studies support the notion that
marriage positively influences health-seeking behaviors,
studies are beginning to show that marriage is also associ-
ated with a decline in physical and mental health prac-
tices (Bukavina et al., 2017). COVID-19 is an external
factor that potentially influenced the number of preven-
tive measures used among married BAA men as well.
While not measured precisely, it is possible that this may
have led to less preventive health care utilization as stud-
ies have shown delayed, avoided, or limited access to
non-COVID health services during the pandemic
(Czeisler et al., 2020; Tuczynska et al., 2021). Future
research should focus on a larger representative sample of
BAA men to understand the role of marriage in influenc-
ing preventive health care utilization.

While this study highlighted some key findings among
BAA men that can inform future interventions, there are
some fundamental limitations to consider. First, while we
quickly achieved our desired sample size, our study sam-
ple may have needed to be larger than expected due to the
need to dichotomize the outcome variables and use logis-
tic regression when we powered analysis for multiple
regression. Therefore, some effects may have yet to be
detected. Second, the sample was not representative of
BAA men. Men in this study had a higher education and
higher income levels while utilizing health care more fre-
quently than the national average. The online nature of
the survey attracted people who were more technologi-
cally inclined or had more of a social media presence.
Future studies can compare cohorts like this with those
collected in a more community-centric approach. Like all
research recruitment using online sources, there is always
the limitation of self-determined alignment with inclu-
sion and exclusion criteria. Efforts were made to ensure
eligibility for the study before receipt of the survey; how-
ever, the online nature of the survey allowed anyone who
identified as a BAA male to participate. Finally, as the
study was cross-sectional, we cannot determine the direc-
tion of the effects. Despite study limitations, this study
unveiled critical information about BAA men’s current
preventive health care utilization while identifying the

predictive impact of predisposing, enabling, and need
factors of the AHM.

Conclusion

This study was one of few to test the tenets of the AHM
in a BAA male sample. Findings showed that when all
factors of the AHM are used, predisposing, and enabling
factors impact the preventive health care utilization of
BAA men. Many studies to date pinpoint lack of access
or insurance as reasons to explain BAAs’ lack of engage-
ment with health care. This study shows that while the
educated predominantly heterosexual high-income sam-
ple of BAA men utilized preventive health care within the
past year, participant’s perceptions of their health were
not in alignment with their current health outcomes. Such
findings support the need for improved patient—provider
experiences with implications for more culturally con-
gruent care. Research also supports the significance of
physician assistants and nurse practitioners and the role
they can play in improving health care utilization among
BAA men. With providers at the forefront of patient edu-
cation, they play a vital role in shifting narratives around
health care affecting BAA men’s trust in the health care
system. Improved trust leads to better communication
that can have a significant impact on BAA men’s percep-
tions of their current health status.

Future studies should evaluate the impact of mascu-
line norms as a potential enabling factor of BAA men’s
preventive health care utilization. Aspects of masculinity
may prove to be better predictors of preventive health
care utilization as studies have shown that conformity to
certain masculine norms impact health/help-seeking
behaviors (Brown, 2020; Iwamoto et al., 2018; Salgado et
al., 2019). BAA men are dying at a faster rate from pre-
ventable diseases and conditions with their livelihood
depending on identification of appropriate measures to
improve their utilization of health care. Findings of this
study identify current preventive health care utilization
among BAA men based on factors explicating by the
AHM. Better understanding of factors that promote or
impede BAA men’s preventive health care utilization is a
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necessity for increased engagement with preventive
resources and improved health outcomes.
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