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Marked disparities in health indi-
cators exist between White men and
racial/ethnic minority men in the
United States. These disparities be-
gin early in life and persist through
the life course until advanced ages.
Not only do minority men have poor
outcomes across a broad variety of
health conditions when compared
with White men, but they are also less
likely to interact and engage with the
health care system.'* Although there
is a burgeoning body of literature on
men’s health, the literature has only
a paucity of research focused specifi-
cally on the health of minority men.
Moreover, advancing the study of
men’s health disparities requires a shift
from merely documenting between-
group differences to understanding
variations in pathways through en-
behav-

ioral, psychosocial, and biological

vironmental, sociocultural,

factors that create and sustain health

disparities  for 156

minority men.

It is well-documented that minor-
ity males in the United States expe-
rience life differently from infancy
onward compared with White men,
largely due to social and structural in-
equalities at all stages of life.” Beyond
exposure to risks that have a direct
and immediate effect on health (eg,
HIV status, homicide), the primary
pathway to adverse health among
minority men is through social dis-
advantages and stressors that accu-
mulate over the life course beginning
at early ages. These stressors compro-
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mise physiological systems and lead
to early onset of age-related diseases
and premature mortality. For this rea-
son, scholars seeking to advance the
field must consider minority men’s
health in a life course framework.

Nearly two decades of health re-
search has utilized life course perspec-
tives and theories that provide some
indication of influences on health
via socioeconomic status, health be-
haviors, and labor market outcomes
such as unemployment, underem-
ployment, and work conditions, but
this scholarship has been noticeably
silent on the topic of minority men’s
health.””? A critical next step is to
test prevailing life course hypotheses
on minority men’s health and health
disparities specifically. We may then
ultimately be able to identify and pre-
vent or treat mechanisms that lead to
the reduction of premature mortal-
ity and improvement of the lives of
minority men. A better understand-
ing of how and why racial/ethnic
disparities emerge among younger
men is required to develop strate-
gies and policy-relevant solutions
that can attenuate/eliminate dispari-
ties among men of all age groups.

A life course perspective offers
three key features that are important
in understanding minority men’s
health: 1) the opportunity to iden-
tify positive or negative cumulative
experiences and examine the impact
of those experiences on health out-
comes; 2) the timing of significant
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experiences in life that might con-
tribute to patterns of health;*!° and
3) the insight to understanding how
gendered norms, beliefs, roles, and
expectations evolve overtime and at
different points in the life course.''?
An implicit assumption of the life
course perspective directly relevant to
understanding minority men’s health
is that there is substantial variation
in health status within age groups,
particularly at upper ages."”” Because
much of this variability is driven by
differential social, psychological, and
economic experiences over the life
course rather than biological/genetic
factors,'* it is evident that minority
men’s health is amenable to interven-
tion at multiple levels and at differ-
ent points in the life course.">"

The co-guest editors of this special
issue of Ethnicity & Disease sought to
publish a collection of peer-reviewed
articles that would begin a discourse
on using the life course perspec-
tive to understand the health of mi-
nority men. In this issue the topics
range from psychosocial stressors
to obesity and include the follow-
ing groups of men: African Ameri-
can, White, Samoan and Tongan.
All of the authors’ work has moved
beyond the mere documentation of
the health profile of these groups of
men to understanding how earlier life
experiences impact health in each of
these populations. Each of the nine
articles is briefly described below.

The first article by C. Hill and
colleagues presents a new framework
that the National Institute on Aging
(NIA) will use to assess progress to-
ward supporting research that aims
to reduce and ultimately eliminate
health disparities. The authors make
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a case that research designed to un-
derstand, prevent, and ameliorate
health disparities should be a pub-
lic health research priority. Hence,
that
health by supporting biomedical re-

institutions protect  public
search should support health dis-
parities research that is very relevant
and important for minority men.

McCaskill and coauthors exam-
ined life-space mobility among 501
older Black and White male veterans
and non-veterans aged >65 years us-
ing data collected during an 8.5 year
period from the NIA-funded Uni-
versity of Alabama at Birmingham
(UAB) Study of Aging. Race-veteran
subgroup analyses revealed significant
differences in demographics, comor-
bidity, cognition, and physical func-
tion. Relative to Black veterans, the
authors found significantly greater
declines in life-space trajectories for
White non-veterans, but not for White
veterans or Black non-veterans. Other
findings revealed significantly greater
declines in life-space trajectories for
White non-veterans in comparison
with other race-veteran subgroups.

Using data from the NIA-fund-
ed Baltimore Study of Black Aging
(BSBA), L. Hill and coauthors exam-
ined the impact of psychosocial fac-
tors, such as stress, depression, and
perceived control, on pulse pressure,
an established marker for cardiovas-
cular risk (CVD). After accounting
for age and health status indicators of
the middle-to-old age African Ameri-
can male participants, perceived con-
trol emerged as a significant predictor
of pulse pressure. These findings sug-
gest that greater belief in one’s own
efficacy is a protective factor for CVD
risk among African American men.

Clay and colleagues sought to ex-
amine measures that could explain
racial differences in lower extremity
function and to identify race-specific
correlates of lower extremity func-
tion among 501 White and African
American men aged >65 years. Us-
ing data from the NIA-funded UAB
Study of Aging, these investigators
reported that African American men
had poorer lower extremity func-
tioning—as measured by the Short
Physical Performance Battery—than
White men after adjusting for age,
rural residence, marital status, edu-
cation, and income difficulty. Racial
differences in cognitive functioning
accounted for approximately 41%
of the race effect on physical func-
tion. These findings can provide in-
sight for researchers and clinicians
to aid in identifying older men who
are at-risk for poor lower extremity
function and in planning targeted
interventions to help reduce dispari-
ties in this understudied population.

Panapasa and colleagues examined
the impact of long-standing obesity
on health outcomes among Samoan
and Tongan men, aged >18 years in
California. Using data from the Pa-
cific Islander Health Study (PIHS),
a probability sample modeled after
the National Health Interview Survey
(NHIS), these investigators reported
that the health profile of Samoan and
Tongan men in California is uniform-
ly poor and obesity alone does not af-
fect the risks of poor health outcomes.

Griffith presents a commentary
that explains how manhood intersects
with other determinants of health to
shape minority men’s stress responses,
health behaviors and health outcomes
across the life course. Specifically, he



describes that manhood represents
an important lens to understand how
minority men’s identities, goals and
priorities impact their health. Fur-
ther, Griffith acknowledged that the
role of manhood in minority men’s
health is understudied and under-
developed. However, a life course
approach is important to better
understand how manhood affects
gendered and non-gendered mecha-
nisms and pathways that explain
minority men’s health over time.

Gilbert and coauthors examined
the relationship between life course
measures of racial composition of
social environments and diagno-
ses of hypertension among African
American men. A unique feature of
this study is that it attempts to un-
derstand how social ills that result
from living in despondent segrega-
tion environments affect health of
African American men. Using data
from African American men seeking
health care services in an outpatient
primary care clinic serving a medi-
cally underserved patient popula-
tion, these investigators reported that
African American men who grew up
in mostly Black neighborhoods and
worked in mostly Black environments
had higher odds of being diagnosed
with hypertension than those who
did not. Findings suggest exposure
to segregated environments during
childhood and later adulthood may
impact hypertension among African
American men over the life course.

In an article by Bruce and col-
leagues, the researchers present
findings based on data from the
National Heart, Lung and Blood
Institute-funded Jackson Heart Kids
Pilot Study, which is an offspring
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cohort study examining cardiovas-
cular disease risks among adolescent
descendants of Jackson Heart Study
participants. This study examined the
degree to which weight status has im-
plications for elevated blood pressure
among young African American males
aged 12-19 years. These authors re-
ported that nearly 49% of adolescent
males in the study were overweight or
obese. Further, diastolic blood pres-
sure (DBP) for African American
boys carrying excess weight was 4.2
mm Hg higher than the DBP of nor-
mal weight African American boys,
after controlling for age and lifestyle
factors including fruit and vegetable
consumption, physical activity, and
sleep. These findings provide key pre-
liminary evidence for future studies
that can address the manner through
which excess weight can accelerate
the development and progression of
CVD-related diseases among African
American males over the life course.

Hargrove and Brown present find-
ings from their study, A life course ap-
proach to inequality: examining racial/
ethnic differences in the relationship
between early life socioeconomic con-
ditions and adult health among men.
Using data from the NIA-funded
Health and Retirement Study, Har-
grove and Brown incorporate a life
course approach to examine racial/
ethnic differences in the relationship
between early and later life socioeco-
nomic circumstances and self-rated
health among 4,147 White, Black,
and Mexican American men, aged >
50 years. Findings indicate that the
association between early life socio-
economic conditions and adult health
vary by race/ethnicity. For example,
multiple measures of childhood so-

Guest Editorial - Thorpe et al

cioeconomic status (SES) predict self-
rated health in adulthood for White
men, while significantly fewer mea-
sures of childhood SES predict self-
rated health for Black and Mexican
American men. Moreover, among
Black and Mexican American men,
the health consequences of child-
hood SES diminish with age. These
findings underscore the importance
of understanding the unique social
determinants of health for men of
color in future investigations of, and
efforts to reduce/eliminate, health
disparities among minority men.

Taken as a whole, the articles in
this special issue represent the NIAs
broad and comprehensive framework
for considering factors that impact
health disparities, ranging from en-
vironmental and sociocultural influ-
ences to individual-level behavioral,
psychosocial, and biological factors
that influence population health. Sev-
eral articles establish pathways across
different levels of analyses: the Gilbert
article linking environmental and so-
ciocultural influences with hyperten-
sion among African American men
and the L. Hill article linking socio-
cultural stressors with blood pressure
control, specifically pulse pressure,
of African American men. A notable
absence from each of the quantitative
analyses in this special issue is a mea-
sure of manhood as a determinant of
men’s health that may interact with
other environmental, sociocultural,
behavioral, and biological factors. The
Griffith article describes how such a
measure would be useful in advancing
our understanding of these issues. We
believe that the development of such
a measure with confirmatory reliabili-
ty and validity testing in multi-ethnic
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male populations, to evaluate in con-
junction with other explanatory fac-
tors, should be a priority in this field.

Finally, the articles in this edition
of Ethnicity & Disease underscore that
issues related to minority men’s health
are dynamic and highly complex. Pan-
apasa and colleagues show that long-
standing obesity does not necessarily
have adverse effects on the health of
Samoan and Tongan men, and Har-
grove and colleagues note that for Af-
rican American and Mexican Ameri-
can men, the effects of childhood
SES decrease with age as compared
with White men. Both of these stud-
ies indicate that other key factors are
related to poor health in these minor-
ity male populations. This special is-
sue is intended to start a discourse on
the health of minority men, and will
hopefully serve as a catalyst to encour-
age new research that moves us closer
to a better understanding of how and
why health equity for minority men
in this country remains a distant goal.
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