Racial/Ethnic Variations in Women's Health:
The Social Embeddedness of Health
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This articie provides an suerview of the magnituds o ans trends 0 rae'al/ ethnic disparities in health
forwomen .n the United States. [t emphasizes the impertance of atterding to diversity in the heaith pro-
files and populations of magrity women. Socicecoramic status is a centrai determinant of racial/ cth-

nic disparities in heaith, but several other factors, inclug ag medical care, geographec location, migra
i tion ard acculturation, racism, and exposure o stress and resources also play a role. There is a need

for renewed attenbon to monitaring, understanding. and actively seeking to eliminate racial/ethnic
dispaities in health, {4m } Public Health. 2002,92:588-537)

Race/ethnicity, gender, and socieeconomic
position are 3 social status categories that
fead to the differential distribution of health
risks and thus to vartation in the rates of dis-
ease in society. ' In this article | provide an
overview of racial/ethnic disparities in health
for US women, [ discuss the role of socioeco-
nomic status (SES) in accounting for these
dispanties and the eomplex interactions be-
tween race/cthnicity and SES in aflecting
wamen’s health. Finally, [ highlight the ways
in which other social structures and processes
aflvet the distribution of discase among

Amercan womect.

RACIAL/ETHNIC DIFFERENCES
IN HEALTH

In the United States, as i other industrial-
zed societics, women have higher levels of
mulliple indicators of morbidity but lower
rates of mortality than men. [n 1998, US
women had a life expectancy at birth of 79.5
years, which was 5.7 years longer than that
of men (73.8 vears).” Disaggregation of these
data by racial and cthnic status was provided
ondy for Blacks (African Americans) and
Whiles, The gender difference of 7.2 years
within the African Amercan population {74.8
vs §7.6) was larger than the 3.9-year gender
difference for Whites (0 vs 74.5). Thus, al-
though wemen of both racial groups outlive
their male counterparts, White women have a
life expectancy at birth thal exceeds that of
their Black peers by 5.2 years.

588 Public Heallh Matters

Peer Ruviewed ' Wiliams

An examination of age-adjusted mortality
rales for all causes by race/ethnicity for
women reveals that despite declining death
rates over tithe, African Americans have con-
sistently had higher mortality rates than
Whites.? The Black—\White mortality ratio for
females declined from 1.7 in 1950 to 1.5 in
1998, These data also highlight the problem
of data avadability for racial/cthiic groups
other than Black and White. Nationally re-
ported data for American Indians and
Asians/ Pacific Islanders are avadable only
from 1980. and data for Hispanics only from
1985. Coverage of Hispanics has increased
from only 17 states and the District of Colum-
bia i 1995 to all 50 states and the District of
Columbia in 1997

Amencan Indian women have mortality
rates that are comparable to those ol their
White counterparts in nationally reported
data’ However, mortality data from the In-
dian Lealth Service {covering American Indi-
ans who live on or near reservalions) reveal
that between 1933 and 1993 the American
fndian—Vvhite mortality raties declined but
remained large lor some causes ol death,
such as accidents. homicide, (ubereulosis, and
aleoholism, and inereased for others, such as
drabetes, liver cimvhosis, and suicide.” Asian
American and Hispanic women had mortality
rates that were lower than thase of their
White peers in the first year of available data.
and bath of these groups have maintained
this advantaye over time. Across all racial/
ethnic categories, the mortality rates for
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women are considerably lower than those for
men, bt the minonty—VWhite mortality rato
ftr svormen is very similar (o that of men.

The qualty of mortalty data is mucl bet-
ter for Blacks and Whites than for the other
racial/ethnic groups, owing to a substaniial
undercount m the numerator that understates
officially reported mortality rates tor Amert-
can Indians, Astans/ Pacific slanders, and is-
panics.®” For example, Serlie and colleagues”
compared seilreported race from a personal
interview with the race of the decedent as ro-
corded on the death certificate Race on the
death certificate is typically based on observa-
tion or proxy reports. High agrecment from
both sources was evident for Blacks and
Whites, but 1 w1 4 American Indians and 1
in 3 Asians/Pacific lslandoers were classified
as belonging to anether race mainly VWhite)
on the death certifteate, Ten pereent of sell-
identilied Flspanics were miselassified as
non-Hispanic.

Racial and ethiee dispanties in the severity
and course of disease also contnbute to oh-
served disparities in discase prevalence and
mortality. Black—VWhite differences in survival
rates from cancer ilustrate this ' Between
1974 and 1979, 57% of Wlate females, com-
pared with 47% of thew Black counterparts,
had a 3-year survival rate for cancers from all
sites. Data for 1989 to 1845 revealed that
the S-year cancer survival rate mereased
modestly for White females, to 53, and
only shghtly for Black females, to 49% Thus,
the racial difference for cancer sarvival -
creased from 10 percentage points i the ear-
liest penod for which data ave available to 14
percentage points i the most recent one.

There 13 seme varaton by specific types of
cancer. Racial differences tor hreast cancer
are constderably larger than those for lung
cantcer and eolon cancer. The case of breast
cancer 15 instructive because, compared with
Black woman, White women have a higher
incidence rate but a lower mortality rate.
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There are racial differences In cancer staging;
Black women are likely to have more ad-
vanced cancer at the time of diagnosis than
their White pecrs. However, poorer stage-
spectfic survival rates are also evident for
Black eompared with White women,” Not
surprisingly. between 1989 and 1995, the
S-year-survival rate for breast cancer was
7% for African American females and 869
for White females.

Comorbid cheonie illnesses disproportion-
ately affeet minority women, and the sequelae
of multiple illnesses are worse for at least
some minorily populations than for Whites.
Among persons with diabetes. both male and
female African Americans are more likely
than thewr White counterparts tn become
bliud, to become amputees, to develop end-
stage kidney discase, and to die of diabetes.”
Similarly. hypertension is more strongly asso-
ciated with the development of renal discase
for American [ndians and Afncan Americans
than for Whites." Other recent data docu-
ment that in contrast to other US racial/ethnic
groups, rates of cardiovascular disease are ris-
ing for American Indians and coronary evenis
are more often fatal for this population.”

DIVERSITY OF HEALTH PROFILES

The 10 leading causes of death in 1998
for women in each of the major racial/cthnic
populations illustrate that there s variation in
the major health challenges faced by these
groups.” These data also hint at some of the
morbidity chatlenges facing US women. Coro-
naty heart discase and cancer. m that order,
are the 2 leading causes of death for all
womnen in the LUiited States excepl Asian/Pa-
citic Islander women, for whom the order is
reversed. Accjdents and unintentional injuries
are the third leading cause of death for Amer-
iean Indian women, unfike all other women,
for whom cerebrovascular disease is third.

Hypertension is & common chronic discase
that is a major risk factor for both coronary
heart disease and cerebrovascular disease.
Rates of hypertension arc 1.8 times higher for
African American than for White women.”
Mesican Amencan, Puerto Rican. Native Ha-
wailan, and American lndran women also
have rates of hypertension that are higher
than those of ther White cmumrrparts." Filigr

ina women aged 30 vears and older in Cali-
foniia exhibit a rate of hypertension that is
slightly higher than that of similarly aged Af
rican American women.”

DHabetes, a chronde condition that can have
an impaortant negative impact on the gualily
of life, is the fourth [eading cause of death for
Aftican American, American Indian, and His-
parue women. These 3 groups have higher di-
abetes mortality rates than Whites, and these
rates have increased in recent years, both ab-
solutely and relative to White rates.” One
third of Natve Hawailan women are diabelic,
and the highest prevalence of diabetes in the
United States has been observed for Yaqui In-
dian women.” In this population 30% of
women aged 35 10 54 vears and 92% of
women aged 55 to 64 years have diabetes.

There are also several conditions that are
among the 10 leading causes ol death for
only one population. Suicide is a leading
cause of death (ranked 8thi only for Asian/
Pacific lslander women. HIV/AIDS is a lead-
ing cause of death {ranked 10th) only for AR
rican American womnen. congenital anomalies
{ranked 10th) only for Hispanics, and Alz-
heimer disease franked 8th) only for Whites,
The leading causes of death for all racial/eth-
nic groups vary mavkedly by age, such that a
cousideration of racial/ethnic differences
across major age groupings would reveal an
even more complex pattern of heterogencity.

Table | lustrates the complex pattern of
racial/ethnic disparities in health for women
by presenting age-adjusted mortality rates for
Whites and minoviby—White ratios for se-
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1996-1998
Black-White
Cause White Rate Ratio
Heart d.sease 91.3 1.63
Cancer 108.0 1211
Homitide 23 427
HIV;BIDS na 18.75
Suicide 4.7 0.40
Pilmonary d.sease 13.2 0.68
Nate. Aml=Amencan Incian/ Maska Native; AP1 = Asian/Pagifig Islarder.
Seurce. National Center for Healtn Statistics.”

lected causes of death. Scveral points are
noteworthy, First, all of the non-Black minor-
ity populations have markedly lower death
tates than Whites for heart disease and can-
cer, the 2 leading causes of death in the
United States. This is a key contributor w the
lower death rates for these populations for
all-cause mortality. Sceond, like Alrican
Amenicans, Ametlcan Indians and Hispanics
have higher mortality rates than Whites for
some causes of death, such as homicide and
HIV/AIDS.

Third. White women have higher death
rates than Black and other minonty women
for some causes of death. Mortality from
chronic obstructive pulmonary disease is
hugher for White women than for all minority
women. This probably reflects the earlier
onset and increased riates of cigarette smoking
among White women. " African Anerican
and Hispanic women also have markedly
lower rates of suicide than White women. -
nally. with the exception of homicide, for
which their rate is only slightly lower than
that of Whites, Asian/Pacific Islander women
have death rates that are markedly lower
than those of Whites for all causes of death
considered.

DIVERSITY OF POPULATIONS

Each racial/ethnic population is character-
tzed by considerable diversity. [Data on cancer
incidence provides a unique glimpse of the
heterogenerty within the Asian/Pacific [s-
lander category. " For example, Vietnamese

TABLE 1—Age-Adjusted Mortality Rate (per 100 000] for Non-Hlspanic Whites and
Minority-White Ratios for Selected Causes of Death: Women in the United States,

Aml-White A7l White Hispanic-White
Rate Rata Ratio
Bac (.54 .70
070 058 0.60
223 0.%5 1.54
1.38 0.38 5.00
113 0.79 040

062 e2r 0.35
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womern have a rale of cervical cancer that s
considerably higher than that of both Black
and YWhite women and about 6 times that of
Fapanese and Chinese women. Similarly,
breast cancer imeidence for Native Hawadian
women is higher than that of Afocan Amen-
~an women and more than twice that of Ko-
rean and Vietnamese wotnen.

There has been limited attenuon to diver-
sity within the Black population, but some re-
search sugyesis there may he important
health status varialions within this group as
well. For example, Fruchter and colleagies*
found that among Black women, American-
borm and Haitian-born women had higher
rates of cervical cancer than women from the
English-speaking Caribbean, but both unmi-
grant groups had lower rates of breast cancer
thant Amencan-bom Black women, Variations
within the Black population of the United
States have also been reported lor birth out-
comes™ and mental health

Similariy. an overall health statistc for [is-
panic wormen hides the heterogeneily that ex-
isls among Latinas, For multple causes of
death, Puerto Rican women have higher mor-
tality rates than other Latinas, " Considerable
heterogenetty also exists for nultiple heaith
behaviors, For example, in 1998, 74% of His-
panic women reeeived prenatal care during
the first trimester of pregnancy, compared
with 88% of non-Hispanie Whiles and 73%;
of Blacks. ! However, Nirst-trimester prenatal
care use ranged from 924% for Cubans to
73% for Mexican Amertcans, Smoking during
pregmancy is another example. Only 4% of
[ispanic mothers smoked during pregnancy
in 1998, compared with 16"%: of non-
Hispanic Whites, 104 of Afdcan Americans.
anl 200 of American Indians” However,
smoking rates varied from 2% for Central
and South Amencans and 3% for Mexican

Amercans 0 L {or Puerto Ricans,

UNDERSTANDING RACIAL/ETHNIC
CISPARITIES IN HEALTH

Larly research on racial dilferences in
heaith in the United States viewed racial cate-
gones as capturing biological homogencity
and racial disparities in health as genetically
determined. ™ There is growing recognition

that it is scientifteally wntenable to view race
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as capturing biological divisions within
human populations.™ ** Our racial categorics
are more alike than different in terms of bie-
logical charactenistios and geneties, and they
do not capture patterns of genetic vanation
well. Thus. it s not biologically plausible for
genetic differences alone to play a major role
m racial/cthnic differences in health.™ Bio-
logrical factors {including genetic ones) may,
nonetheless, play a small rofe in accounting
for population differences in health. Diology is
not static but adapts over tinwe o the condi
tions of the environment. Thus. for racial/eth-
nic. groups living under different environmen-
tal conditions, interaction between biology
and socially determined exposures can lead
to adaptations that may coulribute to popula-
tion ditferenees in health.

SOCIOECONOMIC STATUS
AS A DETERMINANT OF HEALTH
DISPARITIES

A growing body of research is focusing on
the social context of minonty women as re-
flected in their socioeconomic pusition. SES is
a term conventionally used to refer to an indi-
vidual's or yroup's location in the stiucture of
society that determines differential aceess to
power, privilege, and desirable resources. SES
is typically assessed by income, education, ur
occupatonal status, The major raciai/ethnic
categories in the United States capture differ-
¢rees in sociveconomic cireumstances, and
SES plays a large role in accounting for dis-
paritics in health.

Table 2 presents age-adjusted rates of hy-
pertension and overweight for White, Black,
and Mexican American women in the United

States, strattfred by income. There are marksd
racial differences on these 2 mdicators of
health status: White women have lower lovel
of hoth hvperfension and overweight than
their Black and Mexican Ametican counter-
parts. Rates of hypertension are about 1.8
times as high for Black women than for
White women, and both Mrican Amencan
and Mexican Amerncan women are more than
1.5 umes as Tkely to be overweight as While
WOmMEn,

Several pattetts are evideat in these data.
First, meome s strongly linked to hyperlen-
sion for Black and White women and to over-
welght for White and Mexican Aunencan
women. Wonen with [ower evels of income
have worse health thau their economically fa-
vored counterparts. Flowever, nieome wits un-
related (o hypertension for Mexican Amert-
canl women and was not strongly associated
with overweight for African American
WOTen,

Sevond. despite the truncation of the high.
end of income, dilferences in hypertension
rates by mcome within the Black and White
populations are almost as large as the overalt
Black—White differences. It is frequently ob-
served, for mulaple indicators of health sia-
tus, that differences betweon socioeconomic
categones within a race are larger than diffor-
ences between races ™' " Third, racial differ-
cnees poersist at every level of SES, emphasiz-
ing that race 15 more than SES. This pattem
of indings may reitect complex interactions
betwern racial/ethne status and migration
history or culwre, long-term effeens of expo-
sure o sowtal and economie adversity during
childheod, Independent contributions of insti-

tutional and individual discrimination, or the

TABLE 2—-Age-AdJusted Rates for Hypertenslon and Overwelght, by Race/Ethaicity and

! Average Annual Income: Women In the United States Aged > 20 Years, 1988-1994

Hypertension. %

\ Income Level White Biack
All jages 20-74 ony) 133 342
Poar .2 kLR
Hear poor PER 358

Middle/tugh .ncome 0.2 300

Source. National Center for Health Statist-¢s. ™
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Dverweight, %

Mentan Mexican
Amencan White Black American
220 325 533 h1d
244 420 hal 549
224 6.6 510 48.7

2512 a0.n 524 453
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noncomparability of SES indicators across
ractal/cthnic populations = ="

Thus. although SES is, almost universally, a
central detenminant of variations in health.?"
tis effects are conditioned by the presence of
other factors. The hiterplay of migration with
S1ES mav underhie the absence of an associa-
tion between income and hypertension for
Mexican Americans. A similar pattern has
been observed between SES and blood pres-
sure for Mexican Americans.™ [vis unclear
whether thes pattern reflects a healthy-
immigrant effect, protective effects of an im-
migrant’s cullure, or differences in the histon-
cal ume period between Mexico and the
Unuted States in the secular distribution of hy-
pertenston and other sk factors for heart dis-
case. The Mexican American population has
a large number of immigrants who are low
SES hut nn relatrvely good health, At the
same time, several health behaviors that ad-
versely affect health status and the prevalence
of multiple health condiions increase with ac-
enlturation and length of stay. ®

The absence of an association between
sverweight and income for Black women
highlights the need (o better understand the
role of culture and interactions between cul-
tural onentations and social conditions. Some
evidence suggests that Blacks have more tol-
erant attitudes toward obesity. ™ It is possible
that such a cullural preference could lead to
culturally normative clevated rates of over-
weight among all Black women and thus
dampen the expected tendency for income to
predict varattons i wewght,

Alternatively. the absence of a pattern of
overwelght by income could reflect the tm-
pract of the social and economie characters-
tics of the commuiities in which Afnican
American women reside. [ivespective of
houschold income, Black women are more
likely than wormen of other racial groups to
reside m highly segregated neighburhoods
with a greater concentration of poor per-
sons. 1 These communities tend to have
hnuted exercise facilities and reduced oppor-
tunities to engage in physical exercise under
conditions of assured salety, Marcover, in ad-
diton to having high rates ol poverty, Black
women are also more likely than women of
nther groups to be single parents. The combr-
nation of these factors can fead o high levels
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of stress and create constraints on ume, finan-
clal resources, and aceess to exercise facilities
that can lead to lower levels of leisure-time
physical activity,

Table 3 further illustrates the complexity of
the associations between race, SES. and
health, The percentage of women who smoke
cigarettes is only slightly higher for Whites
than for Blacks. However, for both groups.
the risk of cigaretic smoking is strongly pat-
lemed by income. Poor White women are 1.7
times as likely as their middle- and high-
income peers to smoke, and poor African
American women are almost twice as likely
as their higher-income counterparts to smeke.
Within each racial group, the differences by
cconomic slalus are large. much larger than
the overall difference belween races.

Al each economue level, African Amenican
women report markedly lower levels of smok-
ing than similarly situated Whites. This differ-
cnee between racial groups suggests the pres-
ence of health-enhancing factors within the
African American population that reduce the
normally expected levels of smoking. The
roughly comnparable proportions of smokers
among Black and White women overall re-
flects the fact that, compared with their While
counterparts, Black women are overrepre-
sented among the poor and underrepresented
among middle- and high-income persons.

[nfant morality rates are strongly pat-
termed by educational level for both Black

and White women, with increasing years of
education predicting fower levels of infant
morniality. Among Whites, women who did
not complete high school have an infant mor-
tality ratc that is 2.4 times the rate of women
who graduated fromt college. Similarly, among
Alncan Americans, women with less than 12
years of education have an infant mortality
rate that is 1.5 times as high as that of college
graduates.

However, the racial difference at every
levet of education is stiking. Infants born to
Black women in the lowest education cate-
gory are 1.7 times as Ukely to die before their
first birthday as are infants bern to similarly
educated White females. At every other level
of education, the Black—White ratio is greater
than 2. In fact. White women who did not
complete high school have a lower infant
mortality rate than Black college graduates,
and the Black—Vhite ratio for infant mortal-
ity increases with level of education: Black
college graduates have an infant mortality
rate that is 2.7 tunes the rate of their White

counterparts.

NONEQUIVALENCE OF
SOCIOECONOMIC STATUS ACROSS
RACIAL/ETHNIC GROUPS

This pattern of findings reflects, at least in
part. the nonequivalence of measures of SES
across race and ethnicity. ™" That is, there

TABLE 3—Black-White Differences In Clgarette Smaking and [nfant Mortality,
by Socleeconomlc Status Indlcators: Women in the Unlted States, 1995

white Black Blaci-White Ratio
Cigarette smokers, %, by income level*
_ Al 230 328 397
I Poar 386 29.3 0.76
i ‘el poos 316 2449 0.79
P Medle/migh income 222 15.7 0.71
Infant mortality rate, by matemal education'
<12y 99 173 174
12y 65 148 228
13-19y 5.1 123 241

=16y

4.2
*Age-adiusted, age 18 vears and older.
*Women aged 20 years ard older.

Source, National Center for Health Statistics.™
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are group differences i the very natore of
SES that make all of the standard SES indica-
tors noncomparable across race. [n this arti-
cle. I provide details on racial/ethnie difter-
ences i wealth and income for given levels
of education. but similar disparities also exist
for the quality of cducation. the purchasing
power of income. the stability of employment,
andl the health nisks associated with working
it particular nccupations.”’

Racial/etlnte ditferences in wealth are con-
siderably larger than those n income. and fo-
cusing only on mecome understates the racial/
ethnic disparities in econemic status. For ex-
ample, in 1995, the median wealth (net
warth} of White houschalds. $249030, was al-
most 7 times that of Black ($7073} and His-
panic (87255) households.™ These differ-
ereces porsist at every level of income. White
heuseholds in the lowest guintile of income
had a net worth of 89720, cormpared with
$1500 for Blacks and $1250 for Hispanics.
At the highest quintile of income the net
worth was $123 781 for White, $10 866 for
Black, and $804t6 for Hispanic houscholds.
There are also large racial differences in
home ownership. a key source of wealth for
the average American family. Fewer than half
of Black and Hispanic households own their
homes, compared with more than 70% of
White households. ™

Among men, the neome returns for a
given level of education are large, with Black
and Hisparue males at every fevel of income
carring comsiderably less than their similarly
educated White counterparts. "™ In contrast,
there are only small differences among
wornen m personal earnings at various levels
of educauon (Table 4). These data mask rucial
dilferences in pay.

Analyses of weekly camings of Black and
White women hetween 1967 and 1997 re-
veal that the Black—White gap in pay nar-
rowed i the 1960s and carly 1970z but has
widened since the early 1980s.”7 Women of
all races have high rates of employment in
technical, sales, and administrative-support
occupations. However, while a high percent-
age of White and Asian womaen ave employaod
b1 managerial and professional occupations, a
high percentage of Black, Hispanie, and
American ndian women are employed i ser-
vice oceupations.

Black families have histortcally velied more
heavily on women's earnings than do other
tamilies. and the proportion of female-headed
houscholds is highest among Blacks. These
racial differences in marital status, and thus in
the number of adults contributing o the
henrsehold ineome. mean that focusing only
on personal income understates racial difTer-

ences in the llow of economic resources into

TABLE 4—Personal and Household Income {$} of Non-Hispanlc White, Black, and Hispanlc

Statistics. ™
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Women: United States, 1996
Nor-Hispanic White
Education
=8y 8086
9.1y 10665
12% 15701
Some ceilege 18183
Associate degrae 20727
Bacheie's degree 26703
Professional degree 46307
Educatien
<11y 1847t
12y 37000
13-15% 45510
Bachelar's depree or mese 64007

Williams

Biacx H spanic
Personal earnings |
9694 %39
10363 10360
15050 14146
13640 16386 .
22020 0515 |
27534 6454 |
27323 ez
Heousehoid incame
13100 19310
23556 32000
33162 3000

47100 56 762

Source. Persanal eamigs are fram the 1S Bureau of the Census™; kausehald :acome 1 from the National Center for Heath I
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ther househoid Table 4 shows median house
holed income by vears of edueation for White
Black, and Hispanie women, The racial/vth-
nic: differences in income are now marked.
cvery fevel of education, Black aid Hispanic
women earn considerably less than Whites of
siolar ectucation. Blacks cam less than His-
panics, and the differences between Blacks
and Whites are especially large. For example.
Black Tugh schooel wraduates camed 64 cents,
and college graduates 74 conts. for every dol-
lar m total houschold income caumed by simi-
larly educated White women.

These data highlight the eritical need to
comprehensively assess SES in ity muldtiple i
mensions and trace its health consequences
across the lite course. Reeent research on eco-
nomic hardship highights the fact that there
are impnrtant raciat differences in economic
citcamstances that are not captured by the
traditional measures of SES. Data from the
Survey of Income and Program Participation
tndicated that even after controlting for SES
lineome, education, transfer payments, home
ownershep, and employment status) and de-
mogruptie factors {age, sex, nearital status,
children, disability, health insurance, and resi-
dential mobility), African Americans were
more ltkely than Whites to experience 6 of 4
harelships examined.™ That is, they were
more fikely to report being unable to meet vs-
sential cxpenses. being unable to pay full rent
or maryage, being unable 1o pay full utility
bills, Tavunye hadd utdies shut off, having had
telephone serviee shut ofl, and having been
evicted from apantment or home,

Part of this dilference in economic hardship
15 driven by the geographic location of minor-
ity women anet the resulting cost of housing,
African Amertean, Fhspanie, Astan, and
American Indian households are nearly twice
as likely as nen-Hispanie Yhite households to
spend 307 or more of thoeir nwenme on hous-
g ensts. ' Housing expenditures of less than
30% of menme are considered affordable or
desirable. High howsing costs Limit a house-
hold's ability to procure other necessitics.

TRENDS IN ECONOMIC AND HEALTH
DISPARITIES

Analya of trends in Black-White negual-

ity in economie status and health over the last
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50 vears reveals that racial dispanties in
health are sensitive to changes i racial m-
eduality 1 economic clrcumstances, During
the 1960s and carly 70s, the civil rghes
maovement led to improvements i the politi-
cal and economic simation of Blacks and a
narrowing of the Black—White gap w
income. "' Between 1968 and 1978, African
American men and women aged 35 1o 74
wears had a larger decline i overall mortality
than Whites in the same age group, on both a
pereertage and an absolute basis. ' This pat-
tenn wus evident across multiple causes of
death. For example, the martality rate for
Black women declined by 338 deaths per
106000 population, compared with a decline
of 186 deaths for White women. This was a
2495 change in montality rates for Black
wonnen aned a 17% change for White women.

Hewever. the namowing of the Black-
White cconamic gap stalled in the mid- 19705
and widened in the early 1980s.™ The
health of poor women and their chuldren
worsened in 20 states in the wake of the
budget cuts in health and social service
spending by the Reagan administration in the
carly 1980s." Shrudarty. aceess o health care
decdimed and levels of blood pressure in-
creased amony persons terminated {from Med-
ivaid in the state of California '

Not surprisingly. the health of Ahtcan
American men and women declined relative
to that of Whttes between 1980 and 1991
For example. the Black—\White ratio for -
fant mortality for females incveased lrom 2.0
m 1BE0 w2 3 in 1991 and the Black—
White gap in life expectaney for females in-
creased frony 56 vears i 1980 tn 5.8 years
n 1991

Analyvses of the health status of poor Black
and White populations durmg this same ume
period also document worsening health for
Blacks at the local level in moluple loca-
tions ' For example, between 1980 and
19490, the annual death raile and annual ex-
cess deaths for Blacks compared with YWhites
increasced for Black women in Harlem, New
York City; the South Side of Chicago, linois;
the Louisiana el and the “Black belt™ of
Alabama. At the same time, both the annual
death rate and the annual exeess number of
deaths declined shghtly for Black women in
central Detroit, Mich. suggesting the need to

understand the determinants of vanauen at

the local Jevel

UNDERSTANDING RACIAL/ETHNIC
DISPARITIES IN HEALTH

Unelerstatiding the differential distribution
ool health puleomes across racial/ethnic, gen-
der, and socineconomic groaps requires
greater attention o how historical, social,
ceoomue, politieal, and cultaral stractures
and processes shape heakth-damaging and
health-enhancing tactors that are typically
measured at the level of the individaal, Med-
wcal care, geographic location, migration and
acenlturation. stressors and resources, and
racesi are promising areas for further unrav-
clingr the complex ways i which the soclal
position of minority women s linked to

health consequences.

Medical Care

Lienewed atteniion to research and policy
is necded to understand the role that medical
care can play in reducing racial/ethnic dispar-
wies in health and to make a new commut-
ment to unproving the quality of care for all
Amencans. Medreal care makes a limited con-
(ribution o population differences in
health, ™" A US surgeon general's report
concluded that medical care explains oniy
10040 of vartation in health status. ™ However,
medical care may have a greater impart on
the health status of vulnerable populations.
such as racial/ethnie minorities and fow-SES
gronps, tian on the population in general. ™
Medieal care may be an especially important
health-pratecteve resource in the context of
multiple valnerahilities.

Ainnority wornen face many challenges
whoen it comes o medical care, and they
often have a greater need for medical care
owing Lo hugher levels of morbidity and co-
marbidity. Many racigl/ethuic minority popu-
lations have lower levels of access to medical
care in the Umted States than do VWhites,
Compared with White women, minority
women are less lkely to be insured, to have
cmplover-based private msurance coverage,
and 1o have insuranee coverage through a
spouse’s employment, and they are miore
likely to have public health insurance cover-
age.” They are also more tikely than White

women to receive care m ess than optimal
organuzational settings such as the cmer-
geney rooml and to Tack continuity in the
health care received,

Arecent anitlvss of macial/ethnic differ-
enees in aceess to and wse of health services
Between 1977 and 1996 concluded that the
Black -White: gap has nunt narrowed over time
ard the wap between Hepanies and Whites
has widened ™' Moreover, thix study found
that even b meome and nealth msurance cov-
erage were aqualized. ractal/ethnic ditfer-
erces in ambulatory care would not be elimi-
naled. because one half to three quarters ol
these disparities are not accounted for by
these factors.

The Indian tiealth Serviee s a federal
agency that provides direet and contract
health care services to Amertcan Indians who
live ot or near resermvadons, The agency has
been suceessful in mproving the access of
Amenican Indians and Alaska Natives to pre-
ventive services such as unmunizations and
prenatal cave,” bul persisting shortfalls in fed-
eral funding and other challenges limits its
ahility to mect all of the health care needs of
its targer population. ™

Alarge body of evidence documents per-
vasive racial/ethnic disparities in the diagno-
sis and treatment of minority persons once
they enter the U8 health care system. These
disparities exdst across a broad spectrum of
therapeutic interventions, ranging from high-
teehnology procedures o the most elemen-
tary forms of diagnosoe and treatment inter-
ventions, and they persist even when adjusted
for health insurance coverage. SES, stage and

severity of disease. comorbidity, and type of

medical facifity. ™ " Moarcover, they exist in
contexts stich as Medicare and the Depart-
ment of Veterans Affairs health system, where
differences in economie status and insurance
coverage are mutnuzed. Thus it is Tikely that
greater aceess to mare continiows preventive
care and umely and appropriate secondary
and tertiary care, frum concermed providers,
can have an important effect on reducing

ractalsottuue dispariues in heaith.*

Place and Health

Place 15 a neglected but eritical factor af-
fecting the health of populations. A recent
anlysis of poor Black and White populations
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in rural and southen locations and in north-
cru urban areas documented an important in-
tevaction among poverty, race. and place.*?
Although Afican American men and women
in rural and souwthern locations faced eco-
nomic conditions that were suilar to or
worse than those of Black populations in
northern urban arcas, they enjoyed substan-
tially betler health. A similar pattern was evi-
dent for Whites. In fact, the health profile of
poor Whites in some northem urban arcas is
comparabie to that of more economically dis-
advantaged Blacks in the South.

For example, the 1990 mortality rate of
428 per 100000 populaton for White
wormen in Detroit, Mich, was comparable to
mortality rates for Black women in cast North
Carolina (421 per 100000} and in the “Black
belt” of Alabama (4235 per 100000}, Simi-
larly. Puerto Rican residents of New York City
have higher coronary heart discase mortality
than Puerto Ricans living in Puerto Rico and
Puerto Rican-bom persons elsewhere in the
United States.™ At present it is not clear
whether the patterning of health by place re-
fleets the detertoration of social services and
the health infrastructure in some urban con-
texts or the presence of resources, such as a
less sedentary and stressful lifestyte and

greater social cohesion. in rural arcas.®

Migration and Acculturation

There is also a critical need to enhance our
understanding of the ways in which stressors
and resources linked to the process of migra-
tion and accultaration relate to cach other
and combine to affect the health of immi-
grants. While immigrants of ail racial/ethnic
groups have lower infant and adull mortality
than their US-borm counterparts,™™7 these
patterns are complex and not well under-
stond. A good health profhle for immigrants
may reflect the tendency for immigrants to
be selected on the basis of good health or it
may reflect a retton of at Jeast some U1 imimni-
grants to their home countries. but these fae-
Lors alone do not explan the health prohile of
immigrants.”®

Moreover, belter health for immigrants
does not exist for all outcomes. For example,
a study of pregnancy-related mortality be-
tween 1991 and 1997 revealed that US-born
and foreigm-born Black and Hispanic women
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and foreign-horn Astan women had higher
prognancy-related deaths than White women
i the United States.™ In addition, Hispanie
ane Asfan immigrant women had higher
pregmancy related mortality rates than their
US-born counterparts. Levels of waternal
maortality were especially high for Black
women: the pregnancy-relatod montality 1isk
of both US-born and toreign-born Black
women was 4 Umnes as high as that of Whute
WOITCIL.

Stmilarly. although Hispanic women have
lower tevels of infant mortalily than White
wotnen, women of all Hispanic immigrant
groups have a higher risk of low birthweight
and prematurity than do Whites.™ Analysis
of a half century of longitudinal mortality
data reveals that for both Mexican unmigrants
aned persons bom in the United States of Mex-
ican ancestry, there is a general convergence
over time with the health pattern of the

tif

White population.™ Similarly, the advantage
in coronary heart disease mortality for Puerto
Ricans on the mainland appears to be declin-
ing over ame. ™

Clearly. the associations between migra-
tion, acculturation, and health are complex.
Migration studies of the Chinese and Japanese
show that rates of some cancers {eg. colon
cancer) increase when these populations mi-
grate o the United States. while rates of ather
cancers (e, ver and cervical cancer) de-
cline.™ ‘There is clearly a need to carefully
and systematically delineate the harm{ul and
protective factors resident in both Immigrant
and host cultures and Lo identify the condi-
tions under which these factors combine over
time, across generations, and in particular ge-
ographic contexts to affect health,

Stressors and Resources

More generally, we need more comprehen-
sive charactenization of the stressors and re-
sources that may have consequences for
health.”’ This will require a greater cnphasis
oh a life-course approach that secks to under-
stand the ways in which resources and adver-
sily accumuldate over the lifetime o affect
adult health, [t will also require greater atten-
tion to stressors that are linked to the status
of women in society. This includes examina-
tion of the physical and mental health conse-
yuences of exposure to physical, sexual. and

Americar journal of Fubilic Health

ciotional abuse e childhood and adoles-
cence arnd to the fear of violent viclimization
and actual experiences of vicimization, both
within and outside the home, over the life
span 7

At present, we do not clearly understand
how the conditions, contexts. burdens, and
demands of the multipie-gendered roles that
woren occtpy i soctety lead t the accumu-
lation of particular configurations ol fsks and
resources that affect their health status.™
Analyses of state-level data i the United
States reveal that higher levels of politieal and
ceonomic status for women are associated
with lower morbidity and mortality ™

The lower rates of morbidity and mortality
that women of all minority groups experience
tor selected health outceomes highlight the
need to understand health-enhancing re-
sources resident within each population that
may cushion some of the negative effects of
exposure to social and economic adversity.,
Strong family ties. an extended family system,
and religious involvement and participation
may reduce sorne of the negative effects of
stress in the lives of minonty women. For ex-
ample, religious involvement and participa-
tion can provide supportive social relation-
ships, tanghle econormue resources. comfort in
times of trouble, motivation and support for
engaging i healthy behaviors. and belief sys-
tems that provide meaning and understand-
ing."’?'?‘ However, rescarchers and practiion-
crs should recognize that soctal relattonships
and religious involvement can provide both
stress and support, and the negative as well as
the posiuve aspects of these potentual re-

sorrees shouldd be assessed.

Racism

Fature research on minorily women must
also give greater attention o the ways in
which racism can affect their health. Insttu-
tional disenmination plays an important role
in restricting economic opportunity for minor-
ity women and thus, indirectly, is a key deter-
minant of adult socioeconomice status.™ Racial
residential segregation, a key institutional
mechanism of racism, may play a crtical role
in shaping the adverse health consequences
linked to residential location,

In additon, & growing body of research
suggests that subjective experiences of dis-
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crimination are an important fetor m the
lves of minority women that may adversely
atfect piysical and menial healthl ™ 7 Some
rescarch suweests that such experiences of dis-
crimination make an wcremental contribution
to explaining racial differenees in health sta-
tus after SES i considered. ™ However the
study of racism and health is sull iots m-
fancey, and rescarch is necded that will com-
prehensively assess raclsm at its multiple lev-
els of operation anc rigorously wWentify the
mechanisms and processes by which it can af-
fizect heatth ™

CONCLUSION

Like many researchers in this field, in this
article [ have consstently usecd Shite wonmen
as the group against which ta compare the
health expertence of minonty women in the
Undted States, bn race-conscious soceelies,
such comparisons yicld useful data, bat their
limits should e explieitly acknowledsged,
since the health status of White women is not
an opumal benchmark, For example, the in-
fant mortality rate fur non-Lhspanic Whites
was 6.1 per 1000 live births in 1896, Nine-
{een countrres had infant mortality rates for
that year that were lower than that of US
Whites. Simikarly, 0 1995, women in 15
comntries had longoer life expectancies than
794 years. which was the iife expectaney for
White women u1 the United States.

Thus, despite Teading the world in ab-
solute and per capita spending on medical
care. the Lnited States docs not provide
readily achievable levels of health status to
evert its most advantaged citizens, There is a
need for g venewed commitment not ondy to
eliminating racial/cthnic disparities in health
care but also to improving the aceess of all
Americans to continuous and comprehensive
preventive care,

Plowever, interventions in heallh core
atone will neither eliminate social inegualities
in health nor facihitate optunal levels of popu-
lation health. ' The heaith of minority
women is to an important extent a product of
their location in larger histoncal, geogaphie,
sociocultural, econome, and political contests,
Thus, policies thal target and change exsting
social armangements it improve the iving

cireumstances and health of minenty women.
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For example, almost halt of all mumonty
chuldren are growing up in poverty.” Living
in a single-parent household is a strong deter-
mant of exposure to poverty in the United
States. but this association is not inesitable.
Twentv-one percent of all ehildren in Sweden
are m single-parent families, compared with
9 i the United States.™ Heowever. 3570 of
Amencan children in single-parent house-
holds ave growing up poor, compared with
Ticcof Swedish children in singdo-parent
households.™ Social poleics in Sweden pro-
vide a safety net for vulnerable children,

Iprroving poprlation health and eliminat-
ing racial/ethnic and sociocconomic ineyuali-
ties m health will require a redefuution of
heulth policy to inciude all societal policies
that direetly or indirectly aftect health and a
new contnulment o policy changes in a
range of areas. including income, education.
employment, hausing, transportation. and
agriculture,”"

Attention to identifying and addressing the
fundamental social determinants of health
should not ohscure the importance of ident-
[ving the specific physiclogical mechanisms
and pathways that link social exposures to
fiealth and idiness. Research is needed to iden-
tify how biological factors linked to sex and
social factors linked to gender combine with
expenences linked to specific racial and eth-
nie statuses to create particular biclogical
nsks and realities. Promising models for un-
derstanding and studying these complex
processes have been proposed.™ ™

Fmatly. some have suggested that the tme
has come to abandon the assessment of race
in public health research and surveillance ™
Flowever, the data reviewed here indicate
that racial/cthme status remains an impottant
predicter of variations in bath the living cir-
cumstances and the health of Amencan
women, [t s necessary not only to continue
cullecting ractaks ethnie data but also o assess
these social status calegories in their full di-
versity, with greater attention to assessing the
specilie factors linked o race/ethmcity that
might aflfect health and appropriately wter-
preuny racial/ethne data 7

Practitioners should also constder the het-
erogencity of each racial and ethric popula-
tinn and desigm mterventions that are cultur-

ally appropriate and that seek to alter not
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only health belicls and bebaviors but also the
living and working conditions in which these
heliefs and hehaviors are embedded " The
ultimate goal of such efforts should be o
identify the fundamental determinants of dis-
patities in health and the key interventon
strategies that are necessary o eliminate
ractal/ethnic inequalitics. W
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