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our nation’s families, and partic-
ularly its sons.

SUSTAINING CHANGE 
IN A TIME OF COMPETING
PRIORITIES

The opportunity we have with
this issue of the Journal is to
begin to change the paradigm
that treats poor men and men of
color as undeserving of routine
primary health care. The articles
in this issue begin the process of
revealing men’s needs, the ser-
vices that exist, and the changes
in services, systems, and policies
that are required to improve the
situation. We wish we could tell
you more about what men want,
their priorities, and their aspira-
tions with regard to health and
well-being. We wish that more
voices could have been raised in
this issue. We wanted to gain
more understanding about men’s
social contexts and be provided
clues as to how to support them.
And we wanted to discuss how
good primary health care provid-
ers take into account all contex-
tual variables (educational level,
employment, housing, enfran-
chisement) when they treat the
body so that they might also heal
the spirit.

We are at the beginning. We
are so very proud to be able to

help guide comprehensive efforts
to include men in the realm of
health and health care services
so that they and their families
can live with more dignity, re-
spect, and freedom. We hope
that these efforts will also serve
as a platform for health and
human rights, reminding us that
inclusiveness in the health care
setting and good health cannot
exist in a world where priorities
are based on wealth, social sta-
tus, race, or creed. We hope that
all who read this issue of the
Journal will join us in our mis-
sion: “Leave no poor father,
brother, uncle, nephew, or son
behind, as they too have a right
to the tree of life.”

We trust that we at the Kel-
logg Foundation have done no
harm as we have stepped for-
ward to claim this public health
issue and to initiate this review
of what we know, what we do
not know, what we must do—and
why we cannot wait.

Henrie M. Treadwell, PhD
Marguerite Ro, DrPh
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Overlooked
and
Underserved:
Improving the
Health of Men
of Color 

One of my goals as director of
the National Center for Primary
Care at the Morehouse School of
Medicine is to continue the effort
that I put forth as surgeon gen-
eral to eliminate health dispari-
ties in the United States. These
disparities in health care and
health outcomes exist across
race, gender, and income level.
Among the most overlooked pop-
ulations who experience the
poorest health outcomes and

face the biggest barriers to care
are men of color.

This issue of the Journal be-
gins the critical process of uncov-
ering the disparities experienced
by men of color and suggests
some of the solutions to the
problems of improving both
health and health care. The arti-
cles provide a base for national,
state, and local discussions about
the importance of focusing on
men of color as a specific popula-

tion. It is imperative that we in
public health recognize and ad-
dress the needs and issues of this
long-overlooked population.

The need to address the
health of men of color is in large
part due to the sociopolitical en-
vironment. While we have made
considerable advances over the
past several decades, men of
color continue to struggle against
oppression and discrimination
that result in lesser opportunities
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with regard to employment,
housing, education, and health.
In terms of health, this means
greater barriers to care, poorer
quality care, and even poorer
health outcomes compared with
the general population. On the
positive side, we have entered an
era of research and advancement
that has begun to explore how
the sociopolitical environment af-
fects health, and there are na-
tional, state/local, and commu-
nity efforts focused on health
disparities and inequities. We
need to create an environment
that fosters health and well-
being, not just for men of color,
but for all Americans. 

ACCESS TO HEALTH CARE

There are 5 areas that I would
like to highlight as we address
the issue of men’s health. The
first is access to care for men of
color. We must work to ensure
that men of color and indeed all
Americans have access to cultur-
ally competent, affordable, and
accessible health care services.
What does this mean? At the
most basic level, it means that
men of color must have health
insurance coverage. Of all racial
and gender categories, men of
color are the least likely to be in-
sured. Among men, greater per-
centages of Hispanics (46%) and
African Americans (28%) than
Whites (17%) are uninsured.1

These high rates of uninsurance
may in part be attributable to the
higher rates of unemployment
among men of color; lack of cov-
erage offered to part-time em-
ployees, small-business employ-
ees, and lower-skilled workers;
and policies that disadvantage
non–native born individuals and
childless individuals. We should
consider a multipronged ap-
proach to covering the uninsured.

For men of color, it is important
to examine ways to expand insur-
ance to working individuals, fam-
ilies with low or moderate in-
comes, and those unable to find
work. We must also develop new
insurance products for those who
cannot afford private coverage
and who are currently ineligible
for publicly funded coverage.
This approach will require coop-
eration from both the public and
private sectors.

We need to address the nonfi-
nancial barriers to care as well.
We need to tackle issues of rac-
ism and sexism within our health
systems and among our health
providers. Health care providers
may unintentionally act on the
basis of negative societal stereo-
types of men of color. Providers
need to be conscious of these bi-
ases and the potentially negative
impact they can have on treat-
ment and the delivery of ser-
vices. For men of color, having
health care providers who look
like them, who can relate to their
experiences, and who are sensi-
tive to issues of masculinity will
improve the likelihood that they
will be comfortable in seeking
out and using needed services. 

HEALTH CARE
WORKFORCE

We must also increase the rep-
resentation of men of color at all
levels of the health care delivery
system. It is well documented
that physicians of color are more
likely than their White counter-
parts to practice in underserved
areas and serve minority popula-
tions; however, Hispanics, Afri-
can Americans, and Native
Americans represent only 6% of
practicing physicians, whereas
they account for approximately
25% of the US population.2 We
must strengthen our educational

pipeline programs and reexam-
ine the academic process at our
academic health institutions in
our search for ways to be inclu-
sive. We should promote strate-
gies that endorse diverse student
bodies and offer support as mi-
nority individuals make their
way into the workforce. More-
house School of Medicine and
Meharry Medical College, as ex-
amples of institutions that em-
brace diversity, have created ed-
ucational environments in which
Black men see themselves as
leaders and as agents of change;
these institutions have proud rec-
ords of producing health care
providers of color who are dis-
proportionately more likely to
care for the underserved.

In addition, there must be ef-
forts to build a linguistically and
culturally competent workforce.
Being able to communicate effec-
tively with a health care provider
is paramount to receiving satis-
factory and appropriate treat-
ment. We should encourage all
health systems to adopt the Na-
tional Standards for Culturally
and Linguistically Appropriate
Services in Health Care. These
standards were designed “as a
means to correct inequities that
currently exist in the provision of
health services and to make
these services more responsive to
the individual needs of all pa-
tients/consumers.”3(p1)

MENTAL HEALTH AND
SUBSTANCE ABUSE

I had the privilege of releasing
first-ever surgeon general’s re-
ports on mental health and oral
health. These are 2 issues that
often fall by the wayside, yet they
have a great impact on the daily
lives of men and women. Mental
health is an essential and insepa-
rable part of health, yet the

stigma associated with mental dis-
orders often inhibits individuals
from seeking care.4 This may be
especially true for men of color,
who come from communities
where acknowledging mental or
emotional distress is associated
with being weak or “not acting
like a man.” We need to educate
men of color about mental health
to reduce stigma and make it ac-
ceptable to seek out needed ser-
vices. We also need to advocate
the allocation of additional re-
sources—both the number of care
providers and coverage for men-
tal health services is inadequate.

While addressing issues of
mental health, it is also necessary
to address issues of alcohol and
drug abuse. Seven to 10 million
Americans have co-occurring
mental health and substance
abuse disorders.5 Substance
abuse treatment is a critical ele-
ment of treatment for individuals
with mental disorders and vice
versa. Despite the high preva-
lence of comorbidity, the mental
health and substance depen-
dence treatment systems are sep-
arate. Research supports treat-
ment that addresses comorbid
conditions simultaneously. We
need to reform systems and
treatment approaches so that
mental disorders and substance
abuse are treated together. 

ORAL HEALTH

Good oral health is essential to
general health. Yet the surgeon
general’s report shows that Afri-
can Americans, Latinos, and Na-
tive Americans are less likely
than Whites to have visited a
dentist in the past year.6 Among
males with teeth, Mexican Ameri-
cans (47%) and non-Hispanic
Blacks (54%) are much less likely
to have visited the dentist in the
past year than are non-Hispanic
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Whites (68%).7 African Ameri-
cans, Latinos, and Native Ameri-
cans are also more likely to have
untreated dental caries. Strik-
ingly, African American males
have the highest incidence of oral
and pharyngeal cancers.6 These
indicators of poor oral health
partly reflect the poor access to
dental services experienced by
these groups. According to the
Centers for Disease Control and
Prevention’s Behavioral Risk Fac-
tor Surveillance System, only
57% of men have dental insur-
ance and, even with dental insur-
ance, they may experience diffi-
culty accessing care.8 We need to
improve access to dental services
to alleviate the unnecessary pain
and discomfort of oral disease. 

HIV/AIDS

It would be remiss to talk
about the health of men of color
without addressing the issue of
HIV/AIDS. HIV/AIDS is one of
the driving issues of sexual health
that led me to produce The Sur-
geon General’s Call to Action to
Promote Sexual Health and Re-
sponsible Sexual Behavior.9 HIV/
AIDS is a disease that is ravaging

our communities of color. In
2000, HIV/AIDS was the third
leading cause of death for Afri-
can American men between the
ages of 25 and 34 years and the
fourth leading cause of death for
Latino men in the same age
group.10 Reasons for increased
risk of HIV/AIDS among men of
color include higher poverty
rates, lack of insurance coverage,
stigma surrounding homosexual-
ity, and drug use. We must break
the silence about HIV/AIDS
among men of color and advo-
cate increased prevention and
treatment, including palliative
care. We have identified the basic
elements of prevention: educa-
tion, behavioral change, volun-
tary testing, and counseling. We
must dedicate resources toward
preventive efforts and actively
reach out to men of color. We
must also create the political will
to tackle this disease in our com-
munities of color.

Clearly, there is much work to
be done toward improving the
health of men of color. Eliminat-
ing disparities by race, gender,
and class will require commit-
ment in our response, collabora-
tion among the various sectors of

our society, and sustainable re-
sources dedicated to finding and
implementing solutions. Address-
ing men’s health will require ef-
forts at the national, state, local,
and community levels. The Na-
tional Center for Primary Care is
dedicated to working with com-
munities to develop strategies to
eliminate these disparities and to
improve the health of men of
color.

David Satcher, MD, PhD
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Improving
Men’s Health:
Developing a
Long-Term
Strategy 

The subject of men’s health is
frequently neglected in public
health discussions. Yet neglecting
men’s health generates consider-
able pain and suffering, along
with sizeable and avoidable
health care costs.

The United States today is
paying for men’s health, but as
with the health care system gen-
erally, the payments are heavily
tilted toward costly, high-tech in-
terventions to address serious
and neglected health conditions
that, in many cases, could have
been treated more effectively

and efficiently at an earlier stage.
By paying too little at the front
end of the health delivery sys-
tem, we end up wasting money
later on.

The dimensions of the prob-
lem are the subject of this issue
of the Journal and will therefore
be noted only briefly here. The
life expectancy of men in the
United States is about 6 years
less than that of women. African
American men can expect to live
7 fewer years than White men
(67.6 vs 74.5 years). Latino male
life expectancy is 69.6 years,

while Native American men
have the lowest figure of any de-
mographic group—66.1 years.1

African American men are more
likely to die of serious chronic
illness than are White men. For
example, 40% of African Ameri-
can men with heart disease die
prematurely, nearly double the
rate for White men (21%), and
the situation is nearly as bad for
Latino men (37%).2 Another
study revealed that 35% of Afri-
can American males aged 20 to
74 years had hypertension, com-
pared with 25% of all men. Afri-


