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Learning Objectives

 Describe the epidemiology of male health disparities in the U.S.

 Recognize male-role specific barriers to health care utilization and 

help-seeking

 Differentiate types of barriers unique to males from underserved 

population groups

 Identify strategies for increasing male healthcare engagement 



The Dangers of a Single Story: 
The stories we tell about Boys and Men

►Single stories: 

►Tell incomplete and 

isolated truths

►Flatten lived 

experiences

►Emphasize 

stereotypes



The Dangers of a 

Single Story: 
The stories we tell about 

Boys and Men



►Assumption that men are genderless

►Health systems are not designed with men 
(or boys) in mind

►Male socioeconomic advantage  Health 
advantage

►Well-documented disparities in male health 
outcomes

The Dangers of a Single Story
What About the Men?



The Whole Story About Male Health Disparities
Women are Sicker, Men Die Quicker

ELIMINATING HEALTH DISPARITIES AMONG MEN AND BOYS

Even as sex differences 

in life-expectancy gaps 

narrow, males in the 

U.S. continue to live 

shorter lives than 

women and they have 

consistently lived 

shorter lives than their 

global peers since 

1980.



NOTE: Life expectancy data by Hispanic origin were available starting in 

2006 and were corrected to address racial and ethnic misclassification. 

SOURCE: NCHS, Health, United States, 2016, Figure 6. Data from the 

National Vital Statistics System (NVSS). 

The Whole Story About Male Health Disparities
Life expectancy at birth, 2015



NOTES: Uncontrolled high blood pressure is a measured systolic blood pressure of at least 140 mm Hg or a measured 

diastolic blood pressure of at least 90 mm Hg, among those with measured high blood pressure or who reported taking 

antihypertensive medication. Estimates for left panel are age-adjusted.

SOURCE: NCHS, Health, United States, 2016, Figure 14. Data from the National Health and Nutrition Examination 

Survey (NHANES). 

The Whole Story About Male Health Disparities
Hypertensive men have more uncontrolled high blood pressure at 

in early and midlife than women



 Men are diagnosed with 

depression less often 

than women

 Men have higher rates of 

suicide completion than 

women

Source: National Health and Nutrition Examination Survey, 2007-2010 (Depression Rates Figure); National 

Vital Statistics System (Suicide Rates Figure). 

Death Rates from Suicide* for Persons Aged  ≥12 ,— United States, 

1991–2009

Current Depression * for Persons Aged  ≥12 years, by Age group and Sex — United States, 2007-2010

The Whole Story About Male Health Disparities
Men have Higher Suicide Rates than Women



The Whole Story About Male Health Disparities
Men in the U.S. Have the Highest Rates of Drug Overdose Deaths



 Boys are more negatively affected 

by early environmental stress, 

inside and outside the womb, than 

are girls. 

 Despite lower PTSD rates, men are 

more frequently exposed to 

traumatic events.

Stress

Trauma

Substance 
(Mis)Use

Abuse

Addiction

The Whole Story About Male Health Disparities
Males Vulnerability to Stress and Trauma



The Economic Costs of Male Health Disparities

 Male health disparities have direct costs on healthcare spending and 

indirect costs on worker productivity and income. 

 Male health disparities also negatively impact economic growth.

Source:  Trautmann, S., Rehm, J., & 

Wittchen, H. (2016). The economic costs 

of mental disorders: Do our societies react 

appropriately to the burden of mental 

disorders? EMBO Reports, 17(9), 1245–

1249. 



The Economic Costs of Male Health Disparities

Over the past six decades, 

there has been the slow 

decline in the labor force 

participation rate of men 

25–54.



The Economic Costs of Male Health Disparities

From: Krueger, Alan B. (2017) ““Where have all the Workers 

Gone?  An Inquiry into the Decline of the U.S. Labor Force 

Participation Rate.

Nearly half of working age 

men not in the labor force 

take opioids daily.



Key Point

Male disparities result in costs to the whole nation 

and have significant impacts on the lives of women 

and children.



Males are 

generally less 

risk averse 

than females

Why Do Male Health Disparities Exist?
Common Behavioral Explanations

Males delay 

health 

screenings and 

wait longer to 

seek acute 

medical and 

mental health 

attention. 

Males are 

reluctant to 

disclose 

physical and 

mental health 

problems.

?



Limited focus on the role played by inequitable 

distribution of power, opportunity, and social 

determinants that uniquely compromise the mental 

health of socially disadvantaged boys and men. 

?

Missing Pieces of the Male Health 

Disparities Story



Why Focus on Socially Disadvantaged

Boys and Men?

Health disparities are even more 

pronounced among groups of boys 

and men who have not had full and 

equitable access to opportunities 

for securing socioeconomic power 

and stability even in contrast to other 
males in the U.S. 



Why Focus on Black Boys & Men? 
Black Men Have Some of the Highest Death Rates In Our Nation

Age-adjusted death rates for selected populations: United States, 2015 

and 2016

SOURCE: NCHS, National Vital 

Statistics System, Mortality.



Date of download:  8/4/2015
Copyright © 2015 American Medical 

Association. All rights reserved.

JAMA Pediatr. 2015;169(7):673-677. 

doi:10.1001/jamapediatrics.2015.0465

From: Suicide Trends Among Elementary School–Aged Children in the United States From 1993 to 2012

Why Focus on Black Boys and Men?
Recent Increases in Suicide Rates among 5 to 11 year-olds



Why Focus on Black Boys and Men?
Recent Increases in Suicide Rates among 5 to 11 year-olds

Gabriel Taye (8 years-old)

Committed suicide by hanging 

following a bullying incident.

Rylan Thai Hagan (11 years-old)

Committed suicide by hanging 

following a bullying incident.



Why Focus on Racial/Ethnic Minority Males?
Opioid Crisis Largely Overlooked in Black and Hispanic Men

Source: Shiels MS, Freedman ND, Thomas D, de Gonzalez AB. Trends in U.S. Drug 

Overdose Deaths in Non-Hispanic Black, Hispanic, and Non-Hispanic White Persons, 

2000–2015. Ann Intern Med. 

► Steepest escalation in drug 

overdose deaths occurred 

among non-Hispanic Blacks 

(particularly those between the 

ages of 45-64).

► From 2012 to 2015, cocaine 

overdose deaths were almost 

as common in black men as 

prescription opioid deaths in 

white men.

"While overdose death rates are 

highest among non-Hispanic 

whites, the increase among 

African-Americans and Hispanics 

is alarming and deserves greater 

public health attention."

-Dr. Brandon Marshall, Brown University



Why Focus on Black Boys and Men?
Marked Differences in Life-Course Social Mobility



Why Focus on Black Boys and Men?
Disproportionately High Exposure to Racialized Stress

Stop & Frisks in NYC



US deaths due to legal intervention: national and city-specific 

annual 5-year moving average rate (per 100,000) among US black 

men and white men ages 15–34, 1960–2011

Krieger N, Chen JT, Waterman PD, Kiang MV, Feldman J (2015) Police Killings and 

Police Deaths Are Public Health Data and Can Be Counted. PLoS Med 12(12): 

e1001915. doi:10.1371/journal.pmed.1001915

http://journals.plos.org/plosmedicine/article?id=info:doi/10.1371/journal.pmed.10

01915

► Over the past 50 years, 

Black men have faced 

significantly greater risk 

than white men of being 

killed by police.

http://journals.plos.org/plosmedicine/article?id=info:doi/10.1371/journal.pmed.1001915


Key Point

Racial/ethnic minority males encounter unique 

social determinants that can “carry over” to clinical 

encounters and impact health outcomes.



Males are 

generally less 

risk averse 

than females

Why Do Male Health Disparities Exist?
Common Behavioral Explanations

Males delay 

health 

screenings and 

wait longer to 

seek acute 

medical and 

mental health 

attention. 

Males are 

reluctant to 

disclose 

physical and 

mental health 

problems.

?



Why Do Male Health Disparities Exist?
Re-framing the Story

 Risk for health disparities form in 

childhood and can continue as 

boys and men age.

 While genetics and individual health 

behaviors are important, disparities 

are primarily determined by the 

social conditions in which people 

are born, grow, live, work, and age.
Birth Childhood Adolescence Adulthood

Context

Biology Behavior



Stress is a cross-cutting social exposure 

at the epicenter of male health 

behavior and core driver of health 

disparities in boys and men.

Stress effects on health occur directly 

through physiological pathways and 

indirectly through health behaviors and 

practices (Wenzel et al., 2002; Williams, 

2003). 

Re-framing Male Health Disparities
Stress as a Fundamental Cause



Re-framing Male Health Disparities

Male health-related behavior may be best 

understood as a means of constructing or 

demonstrating masculinity. (Courtenay 1998; 2000)



► Multidimensional, plural, and situational. 

► Precarious (i.e., it must be fought for 

and won) and failure-prone.

► Socially constructed and not rooted in 

biology or personality characteristics.

Masculinity refers 

to shared cultural 

expectations or 

standards about 

how males should 

behave.
(Levant & Richmond, 2006)

Re-framing Male Health Disparities 
Defining Masculinities



►Pressure to “be a man about it” impacts men’s 
risk-taking, stress response, and health behavior.

►Men are socialized to value the display of 
physical/mental toughness.
►“Boys Don’t Cry”

► “Take It Like a Man”

►Men with more rigid definitions of masculinity also 
have poorer health outcomes.

Re-framing Male Health Disparities
Why Masculinities Matter



Reframing Male Health Disparities
Integrative Model of Masculinity
(Meek, 2011)



Key Point

Masculinities are not who males ARE but what 

they DO in cultural, social, and interpersonal 

contexts.



Empirical Examples



Build It With Them and They Will Come
Meeting Men Where They Are



Three Fundamental or Root Causes of 

Black Male Health Disparities

Shared sociocultural 

expectations about 

'appropriate' behaviors 

for males.

Lack of faith in or suspicion 

of medical organizations and 

providers.

Transactions between 

individuals or groups and their 

environment that emerge from 

the dynamics of racism and 

threaten well-being. 

Masculinity 

Beliefs/Norms

Medical 

Mistrust

Everyday 

Racism



Two Dimensions of Masculinity Norms

Linked to Male Behavioral Health Disparities

Self-
Reliance

Restrictive 
Emotionality

Masculinity norms that encourage 

independent decision-making and 

problem solving

Masculinity norms that encourage 

men to display stoicism, shut 

down, or suppress emotion



Masculinity Norms among Black Men

Black men’s definitions of masculinity are 

relational, reflect a desire for redemption 

and an orientation towards pro-action.

 Black men’s definitions of masculinity are 

constructed as  responses to everyday and 

structural racism.

Black men’s displayed emotional stoicism 

as a defensive coping strategy and method 

of preserving masculinity.

•



Three Fundamental or Root Causes of 

Black Male Health Inequalities/Inequities

Shared sociocultural 

expectations about 

'appropriate' behaviors 

for males.

Lack of faith in or suspicion 

of medical organizations and 

providers.

Transactions between 

individuals or groups and their 

environment that emerge from 

the dynamics of racism and 

threaten well-being. 

Masculinity 

Beliefs/Norms

Medical 

Mistrust

Everyday 

Racism



Black Men’s Medical Mistrust is About 

More than Tuskegee
(Hammond, 2010)

When Black men endorse 

masculinity norms that 

discourage emotional 

disclosure and report more 

frequent racism experiences, 

they also report higher 

mistrust of medical 

organizations.



When Black males 

endorse masculinity 

norms that encourage 

self-reliance they are 

less likely to delay key 

preventive health 

screenings.

Endorsement of Masculinity Norms Decrease 

Black Male Preventive Services Delays
(Hammond et al., 2010)



Three Fundamental or Root Causes of 

Black Male Health Inequalities/Inequities

Shared sociocultural 

expectations about 

'appropriate' behaviors 

for males.

Lack of faith in or suspicion 

of medical organizations and 

providers.

Transactions between 

individuals or groups and their 

environment that emerge from 

the dynamics of racism and 

threaten well-being. 

Masculinity 

Beliefs/Norms

Medical 

Mistrust

Everyday 

Racism



Racism-related transactions between 

individuals or groups and their 

environment that emerge from the 

dynamics of racism, and that are 

perceived to tax or exceed existing 

individual and collective resources or 

threaten well-being.  (Harrell, 2000)

Defining Everyday Racism

Brief, subtle, and ambiguous

Commonplace

Verbal or behavioral 

indignities

Micro-aggressions



Black Men’s Stories of Racism & Depression

 Racism is positively associated with 

depression and depressive 

symptomatology (Williams et al., 2003; Gee et al., 

2006).

 It is more likely that racism leads to 

depression not that more depressed 

individuals report more racism (Schulz et al., 

2006).

 Racism contributes to depressive 

symptoms among African American men 

above and beyond general stress (Pierterse

& Carter, 2007).

“Racism has caused 

many of us to believe 

that we don’t count and 

that our needs are not 

important.”

“Racism has forced a 

lot of Black men to sit 

on top of their pain. 

They feel there are very 

few outlets to share 

their feelings of 

frustration with the 

system.”

Source: “Souls of Black Men: African American Men discuss mental health.” 

Community Voices. Item #555, July 2003.  Photo  courtesy of Sondjata Olatunji.

“Black Men Cry in 

the Dark”



Coping With Racialized Stress ‘Like a Man’, 

May Exacerbate Poor Mental & Behavioral 

Health Outcomes (Hammond, 2012) 

When Black men experience 

frequent everyday racism and 

endorse  masculinity norms 

that encourage them to 

suppress emotions, they have 

more pronounced depression.



Masculinity Norms and Race-Related 

Factors Produce Joint Barriers to Health 

Help-Seeking among Black men  
(Powell et al., 2016)

When Black men 
experience everyday 
racism and endorse 
masculinity, they 
report more help-
seeking barriers.



Key Point

Reducing health disparities among Black 

males will require addressing masculinity 

norms AND structural racism.



Reducing Male Health Disparities
Take a Social Determinants Perspective

Focus on factors 

operating where 

males live, work, play, 

and get healthcare.

Schools Workforce

Formal 
Healthcare 

Organizations

Neighborhoods
&

Communities



Reducing Male Health Disparities
Maximize Clinical Appointments

►Screen for depression and other mental health 
symptoms.

►Flip the clinic

►Reframe care as demonstration of masculinity



Reducing Male Health Disparities
Leverage Masculinity Strengths

Strength: emotional toughness, courage, self-

reliance, rationality

Honor: duty, loyalty, responsibility, integrity, 

selflessness, compassion, generativity

Action: competitiveness, ambition, agency, volition



Practice, Training, & Education 

Recommendations

 Provide training to healthcare providers working with 

racial/ethnic and sexual minority males to ensure that 

they are highly competent and skilled in gendered 

approaches to care delivery. 

 Incorporate comprehensive assessments that include 

screening for physical, medical, and mental health 

concerns during primary healthcare visits.

 Provide implicit bias and trauma detection training for 

early childhood and secondary educators.



Public Policy Recommendations

 Leverage policy opportunities to expand programs that can 

assist boys and men who are re-entering communities from 

prisons and jails. This includes providing masculinity- and 

trauma- informed care and services while incarcerated and after 

release. 

 Harness existing policy opportunities (e.g., Medicaid expansion) 

to expand behavioral health care access and coverage for 

boys and men.

 Redress child welfare/support programs to support father 

involvement in socioemotional development of non-

residential children. 



Wizdom Powell PhD, MPH

Director, Health Disparities Institute

University of Connecticut Health

241 Main Street, 5th Floor

Hartford, CT 06106

Email: wpowell@uchc.edu

Contact Information



Back-up slides



Racial/Ethnic Minority Patients
The role of unequal clinical care



Clinical Experiences of Racial/Ethnic 

Minority Patients

Discrimination

Disparities

Lower Quality 

Patient-

Physician 

Interactions

Lowered or 

Delayed 

Screening

Gaps in 

Information 

Followed 

by 

Treatment

African 

Americans, 

American 

Indians, 

Hispanics, 

Asians



Racial/Ethnic Differences in Clinical Experiences

 African Americans, 

Hispanic Americans, 

and Asian Americans 

are more likely than 

Whites to have felt 

disrespected in the 

medical setting on the 

basis of race or ethnicity.

14.1%

9.4%

19.4%

20.2%

African Americans Whites

Hispanics Asians

Blanchard, J. and Lurie, N. R-E-S-P-E-C-T: Patients reports of disrespect in the health care setting 

and its impact on care. The Journal of Family Practice. 2004; 53(9):721-730.

Perceptions of Disrespect



16% of African Americans, but 

only 1% of Whites answered 

affirmatively to whether they felt 

they would have received better 

medical care if they were of a 

different race or ethnicity.

16%

1%

African Americans Whites

Johnson RL, et al. Racial and ethnic differences in patient perceptions of bias and cultural 

competence in health care. Journal of General Internal Medicine. 2004;19(2):101-110

Racial/Ethnic Differences in Clinical Experiences 

in Urban Populations

Perceptions of 

Racially-Biased 

Medical Care



56% of African Americans and 

46% of Whites felt that the health 

care system often treats people 

unfairly based on their race and 

ethnic background.56%

46%

Perceptions of Unfairness

African Americans Whites

Johnson RL, et al. Racial and ethnic differences in patient perceptions of bias and cultural 

competence in health care. Journal of General Internal Medicine. 2004;19(2):101-110

Racial Differences in Clinical Experiences in Urban 

Populations



Racial/Ethnic Differences in Clinical Experiences 

in Rural Populations

 African Americans are 

twice as likely as Whites to 

report perceived racial 

barriers to health care that 

may influence care 

satisfaction and trust with 

medical providers and the 

medical system 

54%

23%

African Americans Whites

Lillie-Blanton M, et al. Race, ethnicity, and the health care system: public perceptions and 

experiences. Medical Care Research and Review. 2000;57 (2):218-235

Perceptions of Racial Barriers



Racial/Ethnic Differences in Clinical Experiences 
Provider Beliefs & Stereotypes

 Physicians hold unconscious (implicit) 

racial biases and stereotypes about 

African American patients (Sabin et al., 2009).

 Unconscious racial biases impact care 

delivery and treatment decisions (Green et 

al., 2007). Sample mages from the 

Implicit Association Test: 

Greenwald et al. 1998



The Whole Story about Black Male Behavioral Health Disparities

Missing, Forgotten, or Stolen?

Stolen



Health Disparities Institute
Overview



What WE DO….

Connect

Support

Serve



Why We Do What We Do…

 To advance health equity, reduce health disparities, and 

promote well-being for CT’s underserved.

 To foster social justice and racial equity.

 To disrupt harmful narratives about populations at greatest 

risk for disparities and inequities. 



How We Do What We Do….

Approach 1: Apply a population health lens and 

focus on root causes of CT’s most pressing health 

disparities.

oFocus on modifiable, systems-level, and place-based 

contributors to health, health disparities, and well-being.

oUse a root cause analysis to diagnose and prioritize health 

disparities and populations with the most disparate health 

outcomes.

oTracking and monitoring health disparities 



How We Do What We Do….

Approach 2. Incubate, accelerate, and collaborate on high 

risk/reward transdisciplinary research.

o Collaborate with community-based organizations, academics, and 

other stakeholders on mutually-beneficial and aligned translational 

research.

o Convene transdisciplinary researchers and community partners in 

“collaboratories” design highly innovative solutions to health 

disparities. 

o Seed and design highly innovative research with the greatest 

potential for rapid cycle implementation.



How We Do What We Do

Approach 3: Amplify existing and stimulate new community and 

multi-sectoral engagement.

oBuild connective tissue and increase knowledge-exchange between 

UCONN Health, community-based organizations, and public/private 

sectors through alliance and coalition-building activities.

oProvide technical assistance and support to community-based 

organizations seeking to build capacity to conduct health 

equity/disparities research.

oFoster and engage in community service-learning activities.



How We Do What We Do

Approach 4. Leverage art-based methods to center youth and 

community voice in health equity agendas.

oCreate brave new spaces for health equity agenda setting.

oDesign arts-based initiatives to bridge ”empathy-gaps” for populations 

at greatest risk for health disparities.

oStimulate dialogue between youth, communities, and key decision 

makers.

Approach 5. Translate evidence into meaningful action.

oDisseminate findings and best practices.



Where We Focus Our Efforts
Health Systems 

Utilization, Finance, & 
Navigation

Neighborhoods, 
Housing, & 

Health

Chronic Disease 
Prevention & Control

Behavioral 
Health



Strategies, 
Systems, & 

Administration 
Core

Collaborations, 
Community 

Engagement, & 
Technical 

Assistance Core
e

Research, 
Training, & 
Leadership 

Development 
Core 

Data 
Analytics& 
Evaluations 

Core

Policy 
Navigation & 

Strategic 
Communications 

Core

HDI Core Design & Strategic 

Priorities


