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Abstract

Men'’s lives and health are rooted in opportunity structures that are shaped by race, ethnicity and other
characteristics that have important social, political, economic and cultural meaning. Within men’s health,
there is a need to consider how structural factors and men’s socially-defined characteristics affect the
relationship between sex, gender and health. The goal of an intersectional approach is to simultaneously
examine the social and health effects of several key aspects of identity and context in ways that create a
new understanding of these factors and that are a more accurate reflection of the lived experiences of the
populations of interest. Despite their promise, intersectional approaches have been criticized for being
difficult to operationalize and study systematically. This paper, however, presents a framework for
studying the intersection of gender and other identities and characteristics that are relevant for men'’s
health, and explicitly identifies key pathways and stratification variables to guide future research.

This framework highlights pathways and ways to think about why race, gender, age and ethnicity affect
men’s health, and offers a tool for studying the relationship between socially-defined characteristics and
men'’s health. Future research on men’s health should begin by recognizing that comparing how men
experience and embody masculinities may be most useful when researchers are explicit about their
assumptions and theories about what and how socially-defined characteristics intersect with gender in a
given national and local context. Research employing an intersectional approach also may elucidate how
men of specific population groups create new normative masculinities for themselves. © 2012 WPMH
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GmbH. Published by Elsevier Ireland Ltd.

Men’s health is based on understanding the
social and health implications of gender, a
socially-defined construct, but it is critical to
consider that gender depends on other social
categories for meaning [1]. Analyses that focus
on gender without consideration of other iden-
tities and group memberships implicitly assume
other social statuses that go unnamed: race,
ethnicity, heterosexuality, social class, eco-
nomic status, ability status and others [1-3].
Intersectionality is an analytic and theoretical
approach that considers the meaning and con-
sequences of socially-defined constructs and that
offers new ways of understanding the complex
causality of social phenomena [1]; thus, it is a
useful framework for examining the complexity
of men’s health and men’s health disparities [4].

The goal of an intersectional approach is to
simultaneously examine the social and health
effects of key aspects of identity and context
[4-6]. Health researchers tend to consider these
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characteristics separately in an effort to identify
their independent and additive effects, but
these characteristics jointly and simulta-
neously structure health practices and health
outcomes [7]. An intersectional approach sug-
gests that socially-defined and socially mean-
ingful  characteristics are  inextricably
intertwined and experienced simultaneously.
Thus, intersectional approaches help men’s
health researchers to examine how the blend-
ing of identities and experiences create a new
understanding of these factors, and arguably a
more accurate reflection of the determinants of
men’s health.

While there is considerable support for
intersectional approaches, there also have
been a number of methodological critiques
[8,9]. Researchers have found intersectional
approaches useful conceptually as a way to
examine the complex array of factors that
affect the health of women of color, but it
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has Dbeen unclear how intersectional
approaches can be maximized to examine
diversity among men or compare women
and men. Also, intersectional approaches have
been criticized for rendering some identities
invisible in efforts to highlight others [9]. This
type of intersectional invisibility [10] has
occurred when researchers were not clear
about their assumptions and hypotheses
regarding why key social determinants of
health and socially-defined characteristics
are relevant to health. While it has become
more sophisticated in exploring the meaning
of gender in men’s lives, men’s health research
could benefit from moving beyond thinking
about the ways that gendered social and cul-
tural factors influence health to identifying
modifiable mechanisms and pathways that
connect gender and men’s health.

Why intersectionality in men’s
health?

Intersectionality is an approach that seeks to
help researchers become more deliberate,
thoughtful and explicit about why they choose
particular variables, characteristics, identities,
and intersections to include in studies [9]. In
men’s health literature, issues of race, ethni-
city, sexual identity and orientation, disability
status and geography are critical determinants
of men’s health yet they are rarely integrated
into study designs and analyses of men’s iden-
tities, health practices and health outcomes
[3,11]. Ethnicity, economic status, educational
attainment, sexual orientation, and social con-
text are important factors that influence the
type of masculinity that men construct, and
have implications for the differential health
risk among different types of men [12-15].
Within the field of Men’s Health, men’s
health disparities is a sub-area that considers
how the health of men is determined by cul-
tural, environmental and economic factors
associated with socially-defined identities and
group memberships [3]. Approaching men’s
health with focused attention on men’s health
disparities highlights gendered pathways that
increase men’s risk of developing or dying from
certain conditions and illnesses and helps to
identify positive aspects of masculinity by con-
sidering how men marshal social and cultural
resources to mitigateracism, ethnic oppression,

and other forces that may adversely affect their
health [16-18]. Focusing on men’s health dispa-
rities enables a research agenda that examines
(1) how masculinities are related to health
[13,19-21]; (2) how gender is constructed and
embedded in social, economic, and political
contexts and institutions [12,22-24]; and (3)
how culture and subcultures influence how
men develop their masculinities and how they
respond to health issues [11,19,20,25]. An inter-
sectional approach is consistent with the focus
and goals of men’s health disparities research
because it helps researchers consider how mas-
culinities and social determinants of health
combine and why they affect men’s health and
differences in health outcomes among men.

Understanding the relationship between
masculinities and health requires a framework
that accounts for both individual agency in
making health choices and the social structures
that shape health behaviors and health prac-
tices [26,27]. Masculinity is often signified by
beliefs and behaviors that are practiced in every-
daysocial and cultural patterns, practices, inter-
actions and relations [12,27]. Because the social
and cultural roles, expectations and norms of
those who are biologically male are fundamen-
tally shaped by race, ethnicity and gender 28], it
is critical to examine how these socially-defined
characteristics shape men’s health and influ-
ence the relationship between masculinities
and men’s health [29].

Toward an intersectional approach
to men’s health

Figure 1 offers a framework for beginning to
think beyond which social characteristics affect
health to why those factors affect health. This
framework builds from a model developed by
Dr.Thomas LaVeist that helps researchers study-
ing race and ethnicity to be more critical of the
way they conceptualize, operationalize and uti-
lize these terms in empirical research [30]. The
current framework, however, begins with dis-
cussing race and gender as broad structural
forces that fundamentally shape historical
and current economic and social opportunities
that map on to cultural factors, social practices
and institutional policies that affect men’s
health [7,31]. These factors are not fundamen-
tally more or less important than gender,
but they are examples of social categories and
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structures that are essential to creating a com-
plete and unbiased examination of the role of
gender in men’s health because they shape
individual opportunities and life chances
through social and institutional practices [1].
These structural factors affect health through
environmental and economic factors and eth-
nic or cultural pathways, which will be dis-
cussed in turn.

Structural factors and observed
indicators

Structural factors, and the physical features
that serve as indicators of them, trigger envir-
onmental, political and social determinants of
health. The next section uses the case of AfTi-
can American men to illustrate how gender,
race and age shape men’s health, life chances
and the observed indicators of these structural
factors. Following this section is a discussion of
two additional pathways that affect men’s
health: environmental/economic factors and
ethnicity.

Gender in men’s health

While it is not a static, trans-historical fact of
nature or set of traits [32], prior notions of
masculinity have often described and operatio-
nalized gender as acontextual, or as a relatively
static, individually-based entity [27]. Measures
of masculinity also have largely been operatio-
nalized and normed based on studies of young,
White male college students [18]. Gendered
processes — social relations and practices asso-
ciated with biological sex - are the complex
array of social relations and practices attached
to sex that are rooted in biology and shaped by
environment and experience [33,34]. Gender is
both a structural characteristic that helps to
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define systems of social inequality and an indi-
vidual level experience, and it is critical to
explore how it is understood, experienced
and practiced daily at both levels [4,20].
Gendered cultural norms and expectations
serve as stressors and psychological strains in
men’s social contexts and daily lives. Gendered
social norms and pressures are often implicated
in explanations of men’s premature death due
to unhealthy behaviors (e.g., reckless driving,
alcohol and drug abuse) that may be used to
cope with stress or reestablish that men embody
a particular form of masculinity for oneself or
for others [2,12,13]. Thus, gender affects men’s
health by triggering physiological and psycho-
logical responses that may lead to unconscious
and conscious efforts to reduce the discomfort
of experiencing stress [35]. Men will access cul-
turally acceptable resources within their envir-
onments that they may have found “effective”
in reducing stress before [35], they may have
heard of or observed others using these strate-
gies or they may simply be choosing what they
see as the best possible resource. These cultu-
rally-appropriate behaviors are gendered, and
may help explain the association between
men’s risky and unhealthy behaviors [13].

Age in men’s health

Most of the ways we measure masculinity were
developed and normed based on college stu-
dent samples [29]; thus, utilizing these mea-
sures with other populations, particularly
those who are older, may neglect, miss or
misrepresent the relationship between gender
and health. Because the fundamental meaning
of masculinity and the salience of different
aspects of masculinity change over the life
course, it is critical to consider the relevance
of current measures of masculinity for older
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men. Few existing measures of masculinity
include constructs that are salient for the
masculinities men perform in middle and
older adulthood, particularly positive forms
of masculinity [18]. Some of the masculinities
men try to perform when they are younger
tend to demonstrate their physical strength,
sexual prowess and risk tolerance, but as men
age they tend to also want to demonstrate
more positive aspects of masculinity: being a
responsible father, provider, husband, etc.
[17,36]. For example, one study found that
middle-aged African American men viewed
their efforts to be good and active employees,
family members, and community members as
a barrier to engaging in physical activity [37].

Each phase of life can be distinguished, in
part, by men’s efforts to fulfill salient role per-
formance goals [17,37]: educational and profes-
sional preparation in the pre-adult and early
adultyears; being a provider for himselfand his
family in the middle-adult years; and dignified
aging as men move through older adulthood
[17,38]. While these goals may not be universal,
it remains critical to recognize that there are
social and cultural pressures that men experi-
ence, and that these pressures and strains,
which may be rooted in efforts to fulfill salient
roles, change as men age. In addition to con-
sidering how role strains and stressors vary over
time, age highlights the need to move beyond
conceptualizing men’s health in a cross-sec-
tional fashion; men’s health is the accumula-
tion of experiences that happen over time [7]. In
the next section, race will be discussed as a
factor that also shapes men’s health during
key phases of life as well as over the lifecourse.

Race in men’s health

Race and ethnicity are sociopolitical con-
structs, not anthropologically or scientifi-
cally-based categories, that are useful when
the aims of research are to understand how
stratification by race influences health [31].
What is described here as being associated
with race may also apply to ethnic groups,
but here these terms will be discussed sepa-
rately. Differences in gene frequency between
racial and ethnic groups have not been found
to relate directly to health, but social and
environmental factors have been empirically
tied to racial disparities in health outcomes
[39]. There have been problems with the
way race has been used in health research,

including a lack of consensus on the definition
of race (domestically or internationally), poor
measurement and changing definitions based
on social and political considerations [40].

Critical masculinity scholars have empha-
sized the importance of locating men’s health
in the context of class-based, racialized mascu-
linities [2,22,41-44|. Racially-linked factors
shape the types of masculinities that men
are able to embody because the environments
where men live are influenced by the global,
national and local meaning of race [12,31,43].
Members of certain racial and ethnic groups
may face discrimination based on the social and
cultural meaning ascribed to racial group mem-
bership [1,45]. Race is a particularly important
determinant of health because it influences
social class and economic position in society,
not the other way around [46]. Both race and
class are relational constructs rooted in the
cultural definitions and meanings of these char-
acteristics [47]. Economic position is often con-
founded with social class but these constructs
can have different definitions and implications
for health. For example, African American men
may define themselves as middle class based
less on economic position and more on values
and social behavior [47]. Middle-class African
Americans often are not much better off than
their working-class White counterparts. Thus, it
can be important for African American men to
demonstrate their middle-class status through
patterns of consumption and social behavior
both to other African Americans as well as non-
African Americans in their social lives [47].
Understanding race and class in these ways
has important implications for interpreting
research that seeks to examine the subjective
and objective aspects of race and class that serve
as sources of stress in men’s lives.

Categorization of determinants and risk
exposure

Ethnicity in men’s health

Ethnicity encompasses aspects of culture,
social life and personal identity that socially-
defined groups tend to share [31]. Ethnic
groups consist of people assumed to have
common cultural and often similar physical
traits that distinguish them from other ethnic
groups, including primary language, nativity,
history, traditions, values, and dietary habits
[48]. Physical traits, however, are not presumed
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to distinguish ethnic groups nor assume super-
ior or inferior groups [48]. Within national
boundaries, ethnic groups are subcultures
maintaining certain patterns of behaviors,
beliefs and values that distinguish them from
other cultural groups [49]. Ethnicity comprises
two dimensions: the attributional dimension
describes the unique sociocultural character-
istics (e.g., culture, diet) of groups, while the
relational dimension captures characteristics
of the relationship between an ethnically
defined group and the society in which it is
situated [31]. In the context of men’s health,
distinguishing between race and ethnicity can
help researchers disentangle health outcomes
that may be due to environmental constraints
and contexts that vary by race from the cul-
tural traditions, beliefs, habits and practices
that vary by ethnicity.

Environment, economics and men’s health
Race (and ethnicity) remains a useful marker of
one’s exposure to health-harming environ-
ments and substances, social disadvantage
and health promoting resources [40]. Under-
standing the poor status of men’s health and
premature death includes considering how
racialized and gendered social determinants
of health shape men’s lives and experiences,
particularly through economic and environ-
mental factors [43,50,51]. Poverty, poor educa-
tional opportunities, underemployment and
unemployment, incarceration, and social and
racial discrimination all vary by race and also
influence the capacity of men to achieve and
maintain good health [50-53|. The fact that
some racial (and ethnic) groups are more likely
to live in poverty, work in low-paying and dan-
gerous occupations, reside in closer proximity
to polluted environments, be exposed to toxic
substances, experience threats and realities of
crime, and live with cumulative worries about
meeting basic needs highlights the importance
of considering both gendered and non-gen-
dered aspects of their environments, identities
and experiences [51-54].

The promise of intersectional
approaches to men’s health

A few years ago, Lohan [55] argued that men’s
health needed a theory thatlinked the research
on gender, masculinities and health to the
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literature on health disparities or health
inequalities. In her paper, Lohan [55] articulated
what factors should guide research examining
the link between gender (masculinities) and
health. This focus on intersectional approaches
to men’s health builds from Lohan’s work and
offers a framework that describes how and why
the factors that shape health disparities and
health inequalities also may affect men’s
health. These factors should not be considered
independently as they combine to create new
masculinities.

Intersectional approaches to men’s health
offer a way to examine why hegemonic mas-
culinity does not have the same meaning and
influence within and across all men’s lives
[3,19,20]. Intersectional approaches help to
highlight how dynamic cultural factors shape
the norms, expectations, stressors and prac-
tices in men’s lives. An intersectional approach
offers an important lens through which we
may further explore how men determine stra-
tegies for recreating, reimaging and redefining
masculinities. These strategies map onto struc-
tural factors such as race and gender; the social
experience of being a biological male of a
particular age, race and ethnicity; and envir-
onmental, economic and cultural (ethnic) fac-
tors that shape the life context, social
experiences, psychological experiences and
health practices. While often studied as char-
acteristics of individuals, these factors reflect
macro-level factors linked to disparate health
practices and health inequalities [1,3,18,56].

Intersectionality is not just a tool to facilitate
understanding the experiences and practices of
“minority”, ‘“marginalized”, ‘“subordinated”
and poor men; the social structures and prac-
tices that give gender its meaning in men’s lives
involve hierarchy and inequality that affect all
men. Future research using an intersectional
approach to research on men’s health should
focus on four key factors: (1) commonalities
across populations by exploring what indivi-
duals, institutions and cultures do, not what
they are; (2) heterogeneity among populations,
which can help identify the mechanisms and
pathways that connect interlocking systems of
privilege and oppression to socially-defined
characteristics and men’s health; (3) the sal-
ience of the socially-defined characteristic that
is “primed” by a specific context or situation;
and (4) explicating the pathways and mechan-
isms that connect individual cognitive and
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psychological factors and population-level
social determinants of health [1]. This future
research agenda could help to clarify four key
areas of men’s health research: (1) insights into
the categories and practices that give socially-
defined characteristics meaning; (2) gendered
factors that are a function of different contexts
from gendered factors that result from differ-
ent social roles; (3) the equivalence of the
intersection of socially-defined characteristics
for different populations; and (4) whether the
intersection of socially-defined characteristics
are additive, multiplicative or subtractive
within and across populations. These direc-
tions highlight the need for researchers to
include diverse groups in their studies that
vary by socially-defined characteristics and
power that emanates from social, economic,
cultural and political factors [1].

Conclusion

Though men’s health focuses on the extent to
which social and cultural constructions shape
men’s health behaviors and health outcomes
[57], we know relatively little about specific
social-biological pathways through which
gendered arrangements become embodied as
differences in health among men or between
males and females [34]. Intersectional
approaches help to consider why and how
the combination of socially-constructed iden-
tities and characteristics create new norms,
expectations, masculinities and, ultimately,

researchers to be more thoughtful and delib-
erate in their study designs, quantitative and
qualitative data analyses, and discussion of
research findings and implications. Intersec-
tional approaches also help to consider new
and innovative ways that socially-defined char-
acteristics relate to one another.

Intersectional approaches offer a way to con-
sider why gender and masculinities are related
to health and these approaches help to identify
key pathways and stratification variables to
guide future research. While explicating the
role of gender in men’s lives and health remains
a primary focus of men’s health research, it is
critical to recognize that gender and other
socially-defined categories depend on one
another for meaning; failing to consider how
gender intersects with other identities will lead
toincomplete and biased explanations of men’s
health practices and outcomes [1].
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