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Abstract

Over the past two decades, there has been growing interest in improving black men’s health and 

the health disparities affecting them. Yet, the health of black men consistently ranks lowest across 

nearly all groups in the United States. Evidence on the health and social causes of morbidity and 

mortality among black men has been narrowly concentrated on public health problems (e.g., 

violence, prostate cancer, and HIV/AIDS) and determinants of health (e.g., education and male 

gender socialization). This limited focus omits age-specific leading causes of death and other 

social determinants of health, such as discrimination, segregation, access to health care, 

employment, and income. This review discusses the leading causes of death for black men and the 

associated risk factors, as well as identifies gaps in the literature and presents a racialized and 

gendered framework to guide efforts to address the persistent inequities in health affecting black 

men.
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INTRODUCTION

In 1952, Ralph Ellison published Invisible Man, a novel describing the nameless 

protagonist’s self-reflexive journey from the American South to the North and his 

experiences of racial discrimination as a black man during the Great Migration of southern 

blacks to northern cities (18). As a result of his social experiences, the protagonist realizes 

that he is socially and politically invisible because the people he encounters and the policies 

that govern him see him only as a stereotype or caricature. Based on the intersection of his 

race and gender, society engages with the protagonist according to his social identity as a 

representation of a group rather than his personal attributes and identity as an individual. 

Thus, as Ellison so appropriately elucidates, the protagonist is not given a name and is 

unknown because it is irrelevant to the larger society, which ubiquitously categorizes him as 

black and male. With this categorization comes a set of stereotypes about criminality, 

ineptitude, and poor health behaviors, which ironically shift the blame for poor health 

outcomes to the individual who, like the protagonist, is rarely seen as one. Ellison’s invisible 

man becomes a metaphor for the historical and current social realities for many black boys 

and men. This metaphor illuminates the limitations in research on black men’s health, which 

is part of the focus on this manuscript.

In recent decades, studies of black men’s health have focused somewhat narrowly on four 

perspectives: (a) maladaptive behaviors that are presumed to reflect deeper cultural and 

psychological deficits, (b) the victimization and systematic oppression of black males, (c) 

strategies to promote adaptive coping to racism and other structural barriers, and (d) health-

promotion strategies rooted in African and African American cultural traditions (3, 37, 47). 

We assert that in order to fully understand and improve the health of black men it is 

imperative to take a more complete view of black men’s health outcomes and obtain a 

broader understanding of how social experiences and institutional forces influence these 

outcomes. The legacy of slavery is a root cause of these institutional forces. However, more 

recent forms of discrimination such as Jim Crow, lynching, de facto segregation, and the 

prison industrial complex, enacted against black Americans in contemporary US society are 

enduring versions of institutional forces that manufacture and maintain health disparities. 

Throughout American history, African Americans have suffered different and worse health 

status and outcomes, which began as a slave health deficit (5). The treatment of black men 

and black women was very harsh during slavery; however, where it may have differed is in 

the demonization and criminalization of black men in ways that require a more nuanced 

understanding of these determinants of black men’s health (23, 24, 27). This differential 

treatment may have led to the early reports from the US Census between 1731 and 1812, 

showing that black males lived shorter lives than did white males and black females (16, 43, 

45, 60). This article provides a road map to help public health researchers and practitioners 

develop strategies to improve the health of black men. By applying four frameworks that 
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help to contextualize the proximal and distal determinants of black men’s health across the 

life course, the goal is to move beyond restating the poor health profile of black men and 

instead progress toward a discourse that provides guidance for programmatic and policy 

interventions.

BLACK MEN’S HEALTH: LEADING CAUSES OF MORBIDITY AND 

MORTALITY

The health of black men continues to be worse than that of nearly all other groups in the 

United States. On average, black men die more than 7 years earlier than do US women of all 

races, and black men die younger than all other groups of men, except Native Americans 

(25, 76). In 1900, white men could expect to live, on average, for 46.6 years, but black men 

could expect to live only 32.5 years, more than 14 years less. A similar, but slightly less 

pronounced, gap was also apparent between white and black women. By 1960, well after the 

end of slavery, but still amid Jim Crow laws (state and local laws enforcing de-jure racial 

segregation) throughout the country, disparities had narrowed but were still considerable, 

with white men living to 67.6 years and black men to 60.7 years. Among women, the racial 

disparity had narrowed far less during this time. Since the end of official, de jure, or legal, 

segregation, the disparity between black men and white men’s life expectancy has increased 

and then declined once more. A similar but less pronounced pattern can be observed 

between black and white women.

Figures 1–3 show disparities in life expectancy, by race and gender, since 1970. From 1970 

to the early 1980s, the absolute difference in life expectancy between black and white men 

went from less than 8 years (in 1970) to more than 6 years (1983) (Figure 3). However, in 

1984, the racial disparities in life expectancy began to rise again, peaking at a difference of 

8.5 years in 1993. Since that time, disparities have steadily declined, but still remain 

unacceptably large. At last measure (in 2013), white men’s life expectancy was 76.7 years 

while black men’s was 72.3 years, for a difference of 4.4 years. After a disturbing rise in 

disparities during the 1980s and 1990s, trends are again moving in a positive direction, but 

there is still a significant gap to close.

In the United States, black men, white men, black women, and white women share many of 

the same leading causes of death, but there are some notable differences by race, gender and 

age (Table 1). The gender gap in life expectancy between black men and women (6.1 years) 

is wider than the racial gap among men (4.4 years) or among women (3.0 years). The gender 

gap in life expectancy between black men and women is also larger than the gender gap 

between white men and women (4.7 years). In 2013, the top three causes of mortality among 

men overall were heart disease, cancer, and unintentional injuries (7); however, the only race 

by gender group for which homicide is a top-five cause of death is for black males between 

the ages of 15 and 44 (Table 1). In addition to homicide, diseases of the lower respiratory 

tract, HIV disease, and septicemia are among the top-10 causes of death for black men 

between the ages of 25 and 59 years. Among US men overall, suicide, Alzheimer’s disease, 

influenza, and pneumonia figure in the top-10 causes of death, but they do not for black 
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men. Also, AIDS is seven times more prevalent in black men than in white men, and black 

men are more than nine times more likely to die from AIDS and HIV-related illness.

Even for within-race comparisons, the health factors affecting black men and black women 

differ. Black men succumb to many of the same leading causes of mortality as black women, 

with two important exceptions: Hypertension and Alzheimer’s as causes of death in black 

women replace homicide and HIV in black men (6).

Black men are more likely than other segments of the population to have undiagnosed or 

poorly managed chronic conditions (e.g., diabetes, cancers, heart disease) and to delay 

seeking medical care (34, 48, 76, 79). Notably, these gaps are not explained solely by the 

relatively lower socioeconomic status of black men compared with white men or by 

differences in patterns of health behaviors (30, 38, 76). As overall mortality and morbidity 

have improved in the United States, black men remain more likely to die from chronic 

diseases, such as cardiovascular disease, diabetes, and cancers, compared with their white 

counterparts, and it is not readily understood why (30, 79).

Although the mortality gap between black and white women began closing during the past 

four decades, the gap between black and white men has widened (71). One study argues that 

part of this change may be a function of the combined effect of state-specific changes and 

the racial distribution across states (42). A 2013 study showed that black men between the 

ages of 25 and 64 years have higher total mortality rates than all other racial and ethnic 

groups (51). However, the 2013 study by Levine and colleagues also showed that between 

1999 and 2007, in 66 US counties, black men in this same age group had lower mortality 

than their white counterparts, which the authors attributed to black men having higher 

incomes and less poverty, including a higher percentage of elderly veterans than white men 

(51). Whereas the study by Levine and colleagues illustrates that there is some geographic 

diversity in racial disparities among men, the mortality gap between black and white men 

may be explained, in part, by the fact that black men’s incomes have not increased at the 

same rate as have the incomes of black or white women. In fact, the median income for 

black and white men in their thirties has declined since the 1970s (79), and black men’s 

unemployment rates remain higher than those of other groups of men (30). Although 

population-level health disparities are typically displayed by race or gender, data presented 

by race and gender, which would allow us to examine the unique health profile of black 

men, are rarely available (see Figure 1 for life expectancies by race and gender) (47, 79).

Data presented by race and gender highlight black men’s unique health patterns and the need 

to systematically explore variations among men and among blacks. The data and research 

findings about black men’s health do not adequately explain the sources of morbidity and 

mortality that are similar to those that affect other men or black women, but that may be 

found to operate differently when intersections of race and gender are considered (37). 

Historically, health research and public health data about men have focused on white men 

and have rarely considered the unique patterns of health that vary at the intersection of race 

and gender. There is a critical need to better explain black men’s trends of mortality and 

health as we move into the twenty-first century and to increase the visibility of black men’s 

health by adopting a combined race–gender focus within public health.
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WHY ARE BLACK MEN INVISIBLE AND MISSING? THE EMERGING NEED 

FOR A RACE AND GENDER HEALTH AGENDA

Returning to the theme of invisibility, Ralph Ellison’s notion of figurative invisibility can be 

expanded to include the actual physical invisibility of black men in the black community and 

in key forms of civic engagement. According to an analysis by Wolfers and colleagues (82), 

data from the US Census demonstrate that there are more than 1.5 million black men 

between the ages of 25 and 54 years who are missing from daily life as a result of premature 

mortality (900,000 black men) or incarceration (625,000 black men) (83). Black men who 

are released from prison are also invisible as a result of not being represented in national 

survey samples, which, therefore, grossly mischaracterize black men’s social, economic, and 

health statuses. This undercounting of black men adversely affects the perceived and actual 

need for economic resources and social services, and the political needs of the communities 

to which these men return upon release. Many formerly incarcerated men are unable to 

obtain legitimate employment and do not participate in civic life, which not only affects 

them but also affects the communities where they and their families live (64). Black men 

disappear from daily life into concrete cells and are released into cities across the United 

States that relegate them beyond the social and economic margins into a chasm of social 

isolation, which reinforces their physical and figurative invisibility, much like Ellison’s 

protagonist. Paradoxically, where black men are hypervisible is in the criminal justice 

system, and they increasingly have fatal encounters with police officers (29) while remaining 

invisible in research and policies aimed at improving their health.

Attention to the health of black men tends to fall between research on racial and ethnic 

health disparities and men’s health. In research on health disparities, there is a need to look 

beyond race and ethnicity to consider gender and other factors that shape psychological and 

social experiences. In addition, in research on men’s health, issues of racial or ethnic 

diversity are typically rendered invisible (31, 37). Although there are multiple masculinities 

that shape men’s beliefs about, and experiences regarding, masculinity and manhood, most 

explorations of masculinity among black men explore how they exhibit traditional notions of 

masculinity and respond to scales that represent hegemonic notions of masculinity (35, 36).

The problem of focusing on race and ethnicity or gender also extends from descriptive 

studies to intervention studies (37). For example, interventions to increase healthy eating, 

physical activity, or weight loss among black Americans rarely recruit equal sample sizes of 

black men and women (59). Although these interventions appear to be somewhat effective 

for black men, it is likely that paying greater attention to surface-level and deep structural 

factors associated with being a certain gender, in addition to race and ethnicity, could enroll 

a larger proportion of men and yield more effective interventions for black men (17, 34).

Increasingly, there is a recognition that more attention needs to be paid to the fact that being 

a black man is more than the additive effects of being black and being male (31). Integrating 

race and gender using an intersectional approach could add a depth of understanding to how 

public health conceptualizes black men’s health. Intersectionality is an approach to research 

that highlights the need to reconceptualize the social determinants of health for populations 

at the nexus of key, socially-relevant identities (e.g., race, ethnicity, gender, age). This need 
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is particularly acute for the examination of black men. An intersectional racialized and 

gendered approach to understanding the social, economic, and health trajectories of black 

men offers a framework for understanding the systemic and structural barriers that limit 

them from optimizing their chances to live long, healthy lives (31, 32, 37).

MASCULINITY AND BLACK MEN’S HEALTH:DRAWING CONNECTIONS 

BETWEEN RACE,GENDER, SOCIOECONOMIC STATUS, AND HEALTH

One of the unique aspects of studying black men’s health is that black men are 

simultaneously advantaged by gender yet marginalized by race (63, 81). Structural forces in 

the United States that vary by race have limited how black men can define themselves in 

relation to cultural ideals and gender role identities (e.g., fulfilling the role of economic 

provider) (58, 74). Although men’s gender identity is often thought of as an innate quality 

that is the natural result of being a biological male, gendered ideals are constructed through 

intrapersonal and interpersonal relationships (50). What it means to be a black man is 

influenced by historical, social, cultural, and economic factors.

Gender identity is signified by beliefs and behaviors that are practiced in social interactions 

and, therefore, varies among cultures and individuals (2). The dominant form of masculinity 

in Western societies is one imbued with hegemony that privileges traditional gender norms 

and family forms (66, 68). Black men in their middle-adult years often evaluate their sense 

of manhood against their ability to fulfill their roles as provider, husband, father, employee, 

and community member (37, 41, 58). Many black men cannot achieve success in these roles 

as a result of a cycle of poverty that emerges from a history of black men being paid less 

than 75% of what white men are paid. The cycle of poverty is shown when we compare the 

9.5% unemployment rate of black men with the 4% unemployment rate of white men. The 

structural barriers to black men fulfilling the provider role may lead to more stress-related 

health issues because black men who define themselves through fulfilling traditional roles 

may see themselves as being less of a man owing to their inability to provide financially for 

their families. Historically, black men have been far less likely than white men to be the sole 

providers for their households, yet there are still cultural and social pressures that tend to 

view men through this narrow lens (32, 37). In the next section, we review how masculinity 

influences behaviors and access to, and utilization of, health care services.

Factors that affect men’s health care–seeking behaviors and men’s access to, and use of, 

health care services must be understood in terms of men’s adherence to masculine ideals. 

Men are 24% less likely than women to have visited a doctor within the past year but are 

32% more likely to be hospitalized (40, 73, 79, 84). Black men are far less likely to access 

health care than are white men or any group of women. Black men are 75% less likely to 

have health insurance than white men. Thirty percent of all men, compared with 19% of all 

women, do not have a regular physician (40). Nonetheless, access to or a lack of access to 

health insurance alone does not explain health care utilization rates.

Black men in all income groups are 50% less likely to have had contact with physicians 

during the past year, even when they have health insurance (40). The avoidance of health 

care providers by men has been offered as a partial explanation for their increased mortality 
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rates from heart disease and other chronic diseases (40, 73, 79, 84). A man’s socioeconomic 

position further complicates this story. Men in lower social and economic positions may also 

conform more to traditional male role norms, which allows them to diminish their 

vulnerabilities (39, 40). When compared with white men, black men do not benefit equally 

from higher educational attainment in terms of their access to health-promoting 

neighborhood resources, ability to maintain employment, access to social networks of 

people who can facilitate access to jobs, or their access to wealth to buffer against 

emergencies and unexpected needs (69, 79). Black men and men who are socially or 

economically disadvantaged may also distrust health care systems and providers, and they 

are more likely than white men to experience discrimination in health care settings (1, 13, 

26, 39).

PROFILING HEALTH BEHAVIORS IN BLACK MEN’S HEALTH

In addition to the economic and social factors that affect the relationship between manhood 

and health, black men’s views of themselves and their definitions of manhood appear to be 

broader than the conceptions of manhood reported for white men (32, 33, 41, 46, 77). 

Although research on white men’s definitions of masculinity and manhood tend to focus on 

virility, risk taking, physical strength, hardiness, and economic and social power (14, 74), 

studies of black men indicate that their definitions of manhood also tend to include 

spirituality, connection to the community, interdependence within their family, and the 

achievement of social status through their roles in community-based organizations and 

institutions (32, 33, 41, 74). It is unclear if this difference is due to racial or ethnic 

differences between men of the same age or the fact that the vast majority of research on 

white men and masculinity has focused on college age or young adult white men.

Across the life course, the stressors associated with beliefs and expectations about men’s 

economic opportunities and social marginalization can directly and indirectly contribute to 

men having poor health behaviors and high rates of premature mortality (79). Striving for 

masculinity may lead to stress and ways of coping that result from trying to achieve 

economic success and social status and also to risky behaviors that may represent traditional 

aspects of masculinity (e.g., eating large portions, alcohol abuse, substance use, risky types 

of physical activity, inconsistency in safe-sex practices) (4, 32).

Behaviors that directly affect health are modifiable and can have a positive or negative 

impact on the health profile of men (30,75); however, these health behaviors can depend on 

determinants of disparities in men’s health, such as childhood socioeconomic status, parental 

wealth accumulation, access to health care in childhood, or the quality of childhood health 

care (30, 56, 76, 84). Specifically, despite men having agency to engage in healthy behavior, 

all men do not have equal opportunities to make healthy choices (52). Health behaviors are 

used in daily interactions to help men negotiate social power and social status, but these 

same health practices can either undermine or promote health (14). However, men, 

regardless of race, often prefer to risk their physical health and well-being rather than be 

associated with traits they or others may perceive as feminine (19). Men’s adherence to 

traditionally masculine ideals is theorized to contribute to the disparity between men’s and 

women’s health outcomes (14, 84). The challenges of demonstrating masculine ideals 
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through educational attainment and economic means may lead to disparities in health 

behaviors and outcomes between black men and women and between black men and other 

groups of men. In other words, several factors that intersect with masculine identities and 

expressions impact the health profiles of black men.

FRAMING BLACK MEN’S HEALTH: SOCIAL AND BEHAVIORAL 

DETERMINANTS

Consistent with the overall public health evidence, the bulk of research on determinants of 

health for black men has focused on either the determinants of racial differences in health 

status or on the determinants of gender differences in health status, with greater emphasis on 

the former. Perhaps the most notable insights have come from the robust set of studies that 

point to two primary and related mechanisms that account for racial disparities in health: 

racial disparities in socioeconomic resources and the added burden for black men and 

women of experiences of racial discrimination (72, 79, 80). However, far less is known 

about (a) whether the burden on health of each of these pathways is greater (or lesser) in 

black men versus black women and (b) whether the pathways and their resultant effects on 

health status are experienced differently between these two groups (31, 65). Indeed, 

evidence from the fields of sociology and economics suggests that in the context of the labor 

market, some black men may experience greater discrimination and, therefore, greater 

socioeconomic disadvantage than black women (61).

Thus, to improve the health of black men, it is critical to understand the ways that social and 

economic determinants influence black men’s health and health behaviors. This will help to 

shift the focus of public health interventions (and related resources) toward changing the 

social and economic determinants that have the greatest likelihood of improving the health 

outcomes of black men (79). Next, we address these conceptual gaps by highlighting four 

complementary frameworks or theories (i.e., life-course theories, the environmental 

affordances model, the intersectionality framework, and critical race theory) that help to 

enhance our understanding of the social and economic contexts of black men’s health.

FRAMEWORKS FOR STUDYING BLACK MEN’S HEALTH

Life-Course Theory and Model

A focus on black men’s health can benefit from incorporating life-course theory (32, 44, 75). 

Life-course theory suggests that an individual’s health status in adulthood results from 

exposures that act in three primary ways: (a) through a latency mechanism in which early 

life exposures (particularly those that occur during critical or developmentally sensitive 

periods of early childhood) influence adult health irrespective of the intervening set of 

exposures, be they damaging or corrective; (b) through a cumulative mechanism, which 

suggests that it is the combination of exposures over time that lead to ill health; and (c) 

through a pathway mechanism in which subsequent exposures are dependent on previous 

exposures, which then create an exposure trajectory that determines health status.

A range of studies that draws on life-course theory has demonstrated both independent and 

combined influences of early (childhood) and late (adult) socioeconomic status on a variety 
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of health outcomes (11, 28, 54). Given the potential importance of socioeconomic 

disadvantage in explaining health disadvantages among black men and women, it is 

somewhat surprising that more studies have not drawn on life-course theory to explain racial 

disparities in health (28, 75). In fact, a PubMed search for the terms “black,” “life course,” 

and “socioeconomic” produced only 26 studies. Of these, only a handful were relevant to 

this review of black men’s health, but those that were relevant showed consistent evidence of 

all pathways through which social and economic factors affect health over the life course. 

We also conducted a search for studies that applied a life-course theory approach to the other 

major mechanism for racial health disparities cited in the literature, experiences of 

discrimination (using the search terms “black,” “life course,” and “discrimination”). This 

yielded only 10 studies, of which none seemed to address life-course experiences of 

discrimination.

Thorpe & Kelley-Moore (75) have suggested that studies of health disparities that include a 

life-course approach use more biological, psychosocial, and environmental measures across 

the life course and that these also capture an ecological perspective. For example, different 

time points and duration of exposure have been used in some studies of the influence of the 

environment on racial differences in predisposition to hypertension and stroke across the life 

course for blacks and whites. According to Gilbert and colleagues (28), black men have a 

higher risk for developing hypertension when exposed to segregated environments earlier in 

life. These environmental factors are often unaccounted for in the study of black men’s 

health, and they are needed to explore and explain the complexity of black men’s health 

profiles, as well as to determine how these profiles are structured not only by social and 

physical environments but also by policies that negatively shape health outcomes and health 

behaviors (e.g., in terms of access to and use of health care services), especially when it 

comes to cardiovascular disease (28, 38).

Environmental Affordances Model

The environmental affordances model provides a framework for explaining how racial 

differences in the contexts where people are exposed to stress may contribute to differences 

in coping behaviors and mental and physical health outcomes. Jackson & Knight (48) argue 

that stressful social and economic living conditions combined with restricted access to a 

range of potential resources to manage those conditions, may contribute to behavioral 

responses to stress that may adversely affect health outcomes. This testable, theory-driven 

model is also designed to explain the fact that black Americans tend to have lower rates of 

mood and anxiety disorders and other psychiatric diagnoses than white Americans, but black 

Americans tend to have higher rates of chronic physical health diseases than white 

Americans (48). Jackson & Knight explain this counterintuitive finding by describing how 

coping strategies for dealing with stress are shaped by the gender-appropriate coping 

strategies that the built environment affords people the opportunity to use. For black men, 

the coping resources available in their neighborhoods are often tobacco, alcohol, physical 

inactivity, and substance abuse. Despite the negative physical health effects associated with 

these coping mechanisms, these behaviors may have protective effects on mental health, 

such as by reducing anxiety and stress.
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Intersectionality Framework

The intersectionality framework can be a useful theoretical and methodological tool for 

broadening the breadth of research on intersectional identities (15, 78). Although 

intersectionality was originally developed as a framework to explain the experiences of 

black women, it is also applicable to black men (34, 37). Similar to black women, black 

men’s identities straddle the intersection of race and gender. Although black women are 

sexualized, black men are criminalized (29), particularly younger black men (65). Research 

has shown that black men may experience more intense discrimination than black women 

and men of other racial and ethnic groups because they tend to be assessed, and interacted 

with, on the basis of a range of negative race- and gender-based stereotypes (28, 65, 79).

The purpose of the intersectionality framework is to provide a lens that “focuses on the 

complexity of relationships among multiple social groups within and across analytical 

categories” (55, p. 1786). Rather than simply controlling for race or gender in a statistical 

model, using an intersectional approach helps to explain the unique psychological factors 

that underlie the experiences that exist at the nexus of race and gender identities. Moreover, 

intersectionality theory provides the opportunity to examine how US and race-specific 

standards of masculinity influence the health and health behaviors of black men. The 

gendered, racialized, and economic factors that shape black men’s health outcomes cannot 

be understood independently; they are inextricably intertwined and experienced 

simultaneously with the social determinants of health. Only through an intersectional lens 

can they be adequately understood (31).

This approach to intersectionality is what McCall (55) calls the “intercategorical 

complexity” (or categorical) approach (p. 1773). Choo & Ferree (12) call this approach the 

“process-centered model of intersectionality” (p. 134). This approach not only compares the 

outcomes of different race-gender groups as mentioned above, but also examines the effects 

of specific covariates for each group. This approach “begins with the observation that there 

are relationships of inequality among already constituted social groups, as imperfect and 

ever changing as they are, and takes those relationships as the center of analysis.… The 

subject is multigroup, and the method is systematically comparative” (55, pp. 1784–86). 

Choo & Ferree (12, p. 134) argue that the categorical or process-centered approach to 

intersectionality “runs the risk of focusing on abstract structures” by downplaying the 

agency of individuals who are simultaneously “experiencing the impact of micro- and meso-

interactions.” They state that researchers can overcome this limitation by focusing on 

“cultural meanings and the social construction of categories” (12, p. 134). The 

intersectionality framework suggests that race- and gender-based experiences affect health 

differently across groups. To understand the health of groups defined by race and gender, it 

is critical to consider how these socially relevant factors combine in unique ways to shape 

the social experiences that influence health outcomes.

Critical Race Theory

When we consider race as a primary determinant of health outcomes for black men, we can 

consider the work of critical race theory as it has been applied in public health (20, 21). 

Marable (53) has suggested that “black America still sees itself as the litmus test of the 
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viability and reality of American democracy” because “African American striving for 

freedom and human rights embodies the country’s best examples of sacrifice for the 

realization of democracy’s highest ideals” (p. 24). Because of the social and economic 

constraints on black men pursuing hegemonic masculine ideals, black men have the poorest 

status across a number of health outcomes and black men are systematically disengaged 

from institutions that provide aid and support, such as employment, education, and health 

care. The inability to realize democratic ideals becomes embodied in the lived experiences 

of black men in the United States as they continue to be underrepresented in, or underserved 

by, these institutions and, thus, are unable to access the same benefits of living in the United 

States as are other groups defined by race and gender.

The methodology of public health critical race theory provides a framework that can be used 

to improve research and interventions to address the inequities described for black men (20–

22). Public health critical race theory is an approach that builds on critical race theory and 

public health theories and methods to articulate how best to understand and address social 

and health issues to achieve social justice for marginalized groups. Specifically, this theory 

addresses racialization and its influence on historical and current patterns of racial relation. 

Public health critical race theory also considers the social construction of knowledge and 

strategies to achieve three goals: (a) to provide pathways to better lift the voices of 

marginalized populations, (b) to identify appropriate measures to capture social 

constructions of race, and (c) to develop action steps to address the inequality being 

discussed from a community-engaged perspective.

For black men, the challenge of making a healthful change in their lifestyle or behavior is 

shaped by long-standing social and historical conditions of inequality. These conditions 

comprise a system of institutional racism or a process of assigning value, privilege, and 

opportunity on the basis of physical characteristics (49). Critical race theory acknowledges 

the inability to redress the roots of prejudice based on skin color, and for our purposes, skin 

color and perceived gender become identities that are more difficult to remediate within the 

American legal system as compared with other identities. All forms of racism and gender 

discrimination undermine progress; however, the inability to address the intersections of race 

and gender erode the traditional sensibilities of manhood for many black men.

Applying and Integrating These Theories: A Case Example

Improving black men’s health depends on a clearer conceptualization of how to utilize 

theoretical models such as those we have discussed. Using the example from Ray’s work 

below, we illustrate strategies to apply life-course theories, the environmental affordances 

model, the intersectionality framework, and critical race theory.

Using a sample of middle-class blacks and whites (N=482) living in urban and suburban 

areas, Ray (67) focused on how perceptions of the racial composition of neighborhoods 

influenced leisure-time physical activity. Ray used two separate measures (one that 

measured the perceived percentage of blacks in a neighborhood and another that measured 

the perceived percentage of whites in a neighborhood) and showed that black men were less 

likely to be physically active as the perceived percentage of whites in a neighborhood 

increased. Alternatively, they were more likely to be physically active in neighborhoods 
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perceived as predominately black. Conversely, black women were more likely to be 

physically active in neighborhoods perceived to be predominately white and less likely to be 

physically active in neighborhoods perceived as predominately black (10, 62). Ray used the 

intersectionality framework to illuminate how black men’s physical activity may be shaped 

by concerns of being racially profiled, whereas black women’s physical activity may be 

shaped by concerns about safety. Based on the social structures that place middle-class and 

poor black neighborhoods close to each other, communities with a higher perceived 

percentage of blacks are also perceived as less safe (10, 62). Additionally, neighborhoods 

perceived as predominately white are perceived as having more facilities and programs that 

may cater to women. For example, fitness centers in more affluent neighborhoods are 

creating women-only zones where women can avoid male-dominated spaces.

Each framework we have described provides a unique contribution to how researchers and 

practitioners may better address several important gaps within the literature on men’s health 

and health disparities. The example in Figure 4 illustrates intersectionality. Life-course 

theory would prompt for an additional examination of how effects on black men’s physical 

activity might affect their health outcomes if experienced consistently over time. 

Environmental affordances theory would prompt for additional consideration of the physical 

environments black men experience, such as their neighborhoods and how those spaces 

shape their access to making healthful decisions, as well as exposing them to various 

chemical toxins and limiting their access to educational and economic resources. Finally, 

critical race theory would potentially add a layer of insights in relation to the salience of race 

and the racialization processes that occur at interpersonal and institutional levels. When we 

add gender to the examination of the experiences of black men, we understand more about 

the differences between black men and black women and their divergent health trajectories.

Using the example of Ray’s work, we focus on the health behaviors of black men within two 

contexts: high racial composition versus low racial composition (as measured by the 

percentage of black residents in a neighborhood) (Figure 4). Physical activity differs for 

black men and black women by the social, economic, and other demographic factors 

associated with where they live. We can extend this argument to consider other contexts, 

such as the workplace, health care settings, and schools (28). For the purpose of this 

example, we focus on the role of the neighborhood. How black men experience their social 

world (much like Ellison’s protagonist discussed earlier) has an impact on their perceived 

sense of safety, sense of community, the depth and scope of their social capital or social ties, 

and their access to and use of health-promoting resources.

What this example suggests, first, is that there may be an overall lack of health resources 

available to black men and there are barriers to how black men access these resources. 

Second, we cannot expect social and health policies that may promote economic 

development, education, and access to health care for all to help overcome the unique 

challenges that black men face. Third, when we refer to the example above, there are 

specific approaches and applications that can be used with each theoretical model to 

consider how to enhance the health of black men over their life course by attending to a 

focus on race and gender (that is, how these race and gender identities are advantaged and 
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disadvantaged), thus countering racial discrimination and enhancing the social and physical 

contexts in which black men live, go to school, work, and spend their leisure time.

THE FUTURE OF BLACK MEN’S HEALTH:CONCLUSION AND 

IMPLICATIONS

The road ahead for improving black men’s health is to counter the social, economic, and 

health outcomes that relegate black men to invisibility from an early age. The challenge to 

public health, as well as other disciplines, is to take advantage of the tools, methods, and 

approaches that help us better understand the ways that social determinants of health have 

combined in unique ways to consistently lead to poorer health outcomes for black men than 

other groups at the intersections of race and gender. With these tools, we can better identify 

solutions to ensure that black men reap the benefits of public health, economic, social, and 

political interventions. To improve health outcomes for black men in the United States, 

conceptualizing the issues using the life-course theories, the environmental affordances 

model, intersectionality framework, and critical race theory will help to create better 

programs and policies to reduce racial and gender disparities in health.

The work presented illustrates the complexity of black men’s health. Safford et al. (70) 

proposed that overall health is a function of “the interactions between biological, cultural, 

environmental, socioeconomic, and behavioral forces” (p. 382). Consequently, interventions 

to improve black men’s health need to be equally multifaceted because there is no one 

strategy that will fix black men’s health. What will improve black men’s health and reduce 

racial and gender disparities in health is a more sophisticated conceptualization of the 

problem and a coordinated set of policies and programs that link the diverse sectors of 

society to collaborate across education, criminal justice, medicine, labor, urban planning, 

and public health to recognize that the poor health outcomes of black men are the result of 

policies enacted by all these entities over time. Creating solutions to improve the poor health 

of black men may come only when we collectively recognize how to undo and ameliorate 

policies and practices that have unwittingly produced the health profile of black men we see 

today.
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Figure 1. 
Life expectancy by race and gender, 1970–2013. Data taken from Centers for Disease 

Control, National Center for Health Statistics, National Vital Statistics System, Life 

expectancy at birth for selected years (8, 9).
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Figure 2. 
Differences in life expectancy between black men and black women, 1970–2012. Data taken 

from Centers for Disease Control, National Center for Health Statistics, National Vital 

Statistics System, Life expectancy at birth for selected years (8, 9).
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Figure 3. 
Differences in life expectancy between black and white men, 1970–2012. Data taken from 

Centers for Disease Control, National Center for Health Statistics, National Vital Statistics 

System, Life expectancy at birth for selected years (8, 9).
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Figure 4. 
A typology of neighborhood racial composition and health behaviors, by race and gender.
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Table 1

Top 10 causes of death for black men compared with black women, white men, and white women, 2013. Data 

taken from Reference 57

Cause of death Black men Black women White men White women

Heart disease 1 1 1 1

Malignant neoplasms 2 2 2 2

Unintentional injury 3 7 3 6

Cerebrovascular diseases 4 3 5 4

Homicide 5 NA NA NA

Diabetes mellitus 6 4 6 7

Chronic lower respiratory disease 7 5 4 3

Nephritis, nephrotic syndrome, and nephrosis 8 6 - 9

Septicemia 9 9 - 10

Influenza and pneumonia 10 - 9 8

NA, not applicable.
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