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PAPER CONTRIBUTION B
Understanding and Reducing
Socioeconomic and Racial/Ethnic
Disparities in Health

James S. House and David R. Williams

The initial paper by Kaplan and colleagues and the burgeoning literaturcs
on socioeconomic and racial/ethnic disparities in health establish that such dis-
parities are large, persistent, and even increasing in the United States and othcr
developed countries, most notably the United Kingdom (Marmot ct al.,, 1987;
Preston and Haines, 1991; Adler ct al., 1993; Pappas et al., 1993; Evans ct al.,
1994; Williams and Collins, 1995). Differences across socioeconomic and ra-
cial/cthnic groups or combinations thereof range up to 10 or more ycars in life
cxpectancy and 20 or more ycars in the age at which significant limitations in
functional hcalth are first experienced (sce Table I; House et al., 1990, 1994).
Both within and across countries, individuals with the most advantaged socio-
cconomic and racial/ethnic status arc cxperiencing levels of health and longevity

Dr. llouse is director of the Survey Research Center in the Institute for Social Re-
search, and professor of sociology, University of Michigan, and Dr. Williams is professor
of sociology and research scientist at the Institute for Social Research, University of
Michigan. This paper was prepared for the symposium “Capitalizing on Social Science
and wormSoB_ Research to Improve the Public’s Health,” the Institute of Medicine and
the Commission on Behavioral and Social Sciences and Education of the National Re-
search Council, Atlanta, Georgia, February 2-3, 2000. This work has been supported by a
Robert Wood Johnson Foundation Investigators in Health Policy Research Award (Dr.
House) and by grant MH-57425 from the National Institute of Mental Health and the
John D. and Catherine T. MacArthur Foundation Research Network on Socioeconomic
Status and HHealth (Dr. Williams). We are indebted to Debbie Fitch for her work in pre-
paring the manuscript, references, figures, and table.



82 PROMOTING HEALTH
TABLE 1. United States Life Expectancy, at Age 45 by Family Income
(1980 dollars)”

Females Males
Family Income White Black  Diff. White  Black  Diff.
Al® 363 326 37 31.1 262 49
<$10,000 358 32.7 3.1 273 252 2.1
$10,000-$14,999 374 335 39 303 28.1 22
$15,000-$24,999 378 36.3 1.5 324 313 1.1
2$25,000 38.5 36.5 2.0 339 326 13

NOTE: Diff. = difference.

“_oqo'_owow Taken from the National Center for Health Statistics.
1989-1991; Taken from the National Center for Health Statistics.

that increasingly approach the current biologically attainable maxima. Thus, the
major opportunity for improving the health of human populations in the United
States and most other societies lies in improving the longevity and health of
those of below-average socioeconomic or racial/ethnic status.

Accordingly, the reduction of socio¢conomic and racial/ethnic disparities in
health has been identified by the U.S. Public Health Service and the National
Institutes of Health as a major priority for public health practice and research in
the first decade of the twenty-first century (USDHHS, 1999, Varmus, 1999).
This will involve some combination of either reducing the degree to which dis-
parities in socioeconomic and racial/ethnic status are converted into health dis-
parities or reducing the extent of socioeconomic or racial/ethnic disparities
themselves. This will further entail understanding both (1) the psychosocial and
biomedical pathways that translate socioeconomic and racial/ethnic disparities
into disparities in health, and (2) the broader social, cultural economic, and po-
litical processes that determine the nature and extent of socioeconomic and ra-
cial/ethnic disparities in our society, and the ways in which individuals become
distributed across socioeconomic levels and defined into racial/ethnic groups.

This paper seeks to elucidate what we already know and need yet to leamn
about reducing socioeconomic and racial/ethnic disparities in health. We first
provide a brief overview of the nature of both socioeconomic and racial/ethnic
disparities in health and how they are related to each other. Second, we assess
current understanding of the pathways or mechanisms by which the socioeco-
nomic or racial/ethnic status of individuals affects their health and the implica-
tions of this understanding for reducing socioeconomic and racial/ethnic dispari-
ties in health. Third, we explore what is known about how and why communities
and societies come to be stratified both socioeconomically and in terms of
race/ethnicity, and how these communal and societal patterns of socioeconomic
and racial/ethnic stratification affect the socioeconomic and racial/ethnic status of
individuals and their health. Finally, we conclude with an assessment of what we
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know and need to know about how to reduce socioeconomic and racial/ethnic
disparities in health and, hence, to improve population health.

Several themes pervade our discussion. First, there are multiple indicators of
socioeconomic position and hence multiple indices of socioeconomic disparities in
health, and these are best comprehended in a multivariate, causal, and life course
framework. Second, socioeconomic and racial/ethnic disparities in health, and the
reasons for and means of reducing them, are inextricably related but also distinc-
tive. This also can best be comprehended in a multivariate causal framework.
Third, it is important to understand the pathways or mechanisms linking socioeco-
nomic and racial/ethnic status to health. What is most striking and important here
is to recognize that socioeconomic and racial/ethnic status shape and operate
through a very broad range of pathways or mechanisms, including almost all
known major psychosocial and behavioral risk factors for health. Thus, socioeco-
nomic and racial/ethnic status are in the terms of Link and Phelan (1995) the “fun-
damental causes” of corresponding socioeconomic and racial/ethnic disparities in
risk factors and hence health and, consequently, also the fundamental levers for
reducing these health disparities. Finally, existing evidence strongly suggests that
the nature of the socioeconomic and racial/ethnic stratification of individuals can
be changed in ways beneficial to health and, coincidentally, to a broad range of
other indicators of individual and societal well-being.

THE NATURE OF SOCIOECONOMIC AND RACIAL/ETHNIC
DISPARITIES AND THEIR RELATION TO HEALTH

We take the size, persistence, and even increase of socioeconomic and ra-
cial/ethnic disparities as given in Paper Contribution A. Here we seek to clarify
the nature of socioeconomic and racial/ethnic status and their relations to each
other and to health.

A Multivariate, Causal, and Life Course Framework

Socioeconomic status (SES) refers to individuals’ position in a system of so-
cial stratification that differentially allocates the major resources enabling people
to achieve health or other desired goals. These resources centrally include educa-
tion, occupation, income, and assets or wealth, which are related to each other and
to health in a causal framework first elucidated by Blau and Duncan (1967) and
shown in its simplest form in Figure 1A. This model suggests that over the life
course, individuals first acquire varying levels and types of education, which in
turn help them to enter various types of occupations, which then yield income,
which finally enables them to accumulate assets or wealth. Each subsequent vari-
able in this causal chain is generally most affected by the immediately prior vari-
able, with potential residual effects of earlier variables. This model is simple be-
cause it omits potential feedback loops other than from assets or wealth to income
(e.g., a person’s occupation may facilitate further educational attainment) and fails
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Occupation
L\ Income /
Education 4 > Health
Assets/Wealth

FIGURE 1A. Simple intragenerational causal model relating major indicators of
socioeconomic position to each other and to health.

to incorporate variations in each of these indicators that will occur over the life
course (e.g., progressions or regressions in terms of occupation or income).

Although this causal framework has been used routinely in the study of so-
cioeconomic attainment, it has seldom been explicitly applied to the study of
socioeconomic disparities. It is important, however, that it be utilized more ex-
plicitly in future research on the relation of socioeconomic status to health, and
especially in thinking about how socioeconomic disparities in health have been
or could be reduced. The framework helps, for example, to understand why in-
come is perhaps the strongest and most robust predictor of health (McDonough
et al., 1997; Lantz et al., 1998), because to same degree the impacts of all other
variables are mediated through it. Also, some health outcomes are more strongly
affected by certain socioeconomic indicators than others (education, for exam-
ple, more strongly affects health behaviors, patterns of which form early in life,
and the diseases or health indicators affected most by them). Overall, in the
United States, education and income have proved most predictive of health, with
occupation often adding little additional explanatory power and assets or wealth
somewhat more. More research is needed, however, to estimate explicitly the
relative effects on health of these different indicators of socioeconomic position,
and how much the total effect of any given variable is spuriously produced by
temporally antecedent confounding variables, mediated via temporally subse-
quent intervening variables, or acts more directly on health (see Sorlie et al.,
1995; Lantz et al., 1998 and in press; and Robert and House, 2000 a,b).

From the point of view of reducing health disparities, we need to have such
an analysis of the variance in health explained by different socioeconomic fac-
tors in order to understand or predict the health effects of planned or unplanned
change in each indicator. Further, by adding other variables to Figure 1A,
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FIGURE 1B Simple intergenerational extension of model in Figure 1A.
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FIGURE 1C Extension of model in Figure 1B incorporating race/ethnicity, sex/gender, and age. NOTE: for clarity of
presentation, no arrows are drawn from age and sex/gender to subsequent variables, but these would and should be ex-

actly parallel to those for race/ethnicity.
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we can extend our understanding of how disparities in health across these indi-
cators of socioeconomic position may be generated by antecedent factors or me-
diated via subsequent factors. Several such elaborations arc important in think-
ing about reducing other socioeconomic and racial disparities in health.

First, socioeconomic position (SEP) has to be thought of as an inter-
generational as well as intragenerational phenomenon. Thus, parental socioeco-
nomic position may importantly shapc childhood well-being and hence educa-
tional and later adult socioeconomic attainment and health, as shown in Figure
1B. The work of Barker (e.g., Barker and Osmond, 1986) and others {Kaplan
and Salonen, 1990; Elo and Preston, 1992; Blane et al., 1996; Kuh and Ben-
Shlomo, 1997) has indicated that childhood socioeconomic position and expe-
riences can have long-term effects on adult health (see also Paper Contribution
C). This is sometimes interpreted to mean that childhood socioeconomic posi-
tion is a more important determinant of health than adult socioeconomic posi-
tion. However, Figure 1B suggests that most such effects are likely to be chan-
neled through and reinforced by later socioeconomic attainment, and the unique
impact of childhood SEP or its sequelae must be evaluated net of later socio-
economic or other experiences. When this is done, the unique effects of child-
hood SEP on adult health are often found to be small or even nonexistent rela-
tive to the effects of later adult socioeconomic attainment and experiences (e.g.,
Lynch et al., va..,_,::m. although the impact of socioeconomic position on
childhood health and well-being is a very important problem in its own right, it
cannot and should not be viewed as a major explanation of adult socioeconomic
or racial/ethnic disparities in health or hence as the major, preferred, or neces-
sary route for reducing such adult disparities.

However, Figure 1B is also highly simplified, neglecting the changing so-
cioeconomic position of the families of many children. Thus, the socioeconomic
position of a child often changes from preschool to elementary school to secon-
dary school and onward through adulthood. Socioeconomic advantage and dis-
advantage may be viewed as ebbing and flowing or cascading over a person’s
life course. Although recent sociocconomic position is usually the best predictor
of future outcomes, sustained sociocconomic deprivation over time is likely to
be even more damaging (Wolfson et al., 1993, Lynch et al., 1997), and uncer-
tainty or variability in socioeconomic position may be deleterious even to those
of generally solid middle- or higher-level SEP (McDonough et al., 1997). Thus,
knowledge of the full life course of socioeconomic position is ideally desirable
for understanding socioeconomic disparities in health and a target for efforts to
alleviate such disparitics.

Finally, Figures 1A and 1B must be further elaborated, as in Figure 1C, to
take account of thc impact of more ascribed and relatively fixed social

*Link and Phelan (in progress) have similarly showed that although cognitive ability
contributes to socioeconomic attainment, its effects on health arc mediated entirely
through such attainments, and it in no way can explain away or make spurious the con-
siderable impact of adult SEP on heaith.
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statuses—most notably for our purposes, race/ethnicity, but also age and gender.
Figure 1C reveals two simple but very important truths about racial/ethnic dis-
parities in health. First, racial/ethnic status is a major determinant of every indi-
cator of socioeconomic position, even net of all prior variables in the model. For
example, not only are African Americans disadvantaged in terms of level of
education, but even given the same education, they are disadvantaged occupa-
tionally and in terms of income, and still disadvantaged in income even within
the same educational and eccupational levels (Featherman and Hauser, 1978).
Most egregiously, their assets/wealth lag far behind other Americans of equiva-
lent income, occupation, and education (Oliver and Shapiro, 1995; Conley,
1999). Not surprisingly, then, a great deal of racial/ethnic disparity in health is
explainable in terms of the socioeconomic disadvantages associated with mem-
bership in the most historically disadvantaged racial/ethnic groups (Williams
and Collins, 1995).

However, the second important truth of Figure 1C is that race/ethnicity has
effects on health that are independent of socioeconomic differences between
racial/ethnic groups (Williams and Collins, 1995; Williams ct al., 1997). For
example, African Americans generally exhibit poorer health outcomes even
when compared to whites with statistically equivalent levels of socioeconomic
position (see below and Table 1). Thus, race carries its own burdens for health
beyond those associated with socioeconomic disadvantage. We can properly
estimate and understand how race/ethnicity and socioeconomic position com-
bine to affect health only within a multivariate framework such as Figure 1C.
Further, such a framework can also reveal that race/ethnicity somctimes has
salutary effects on health that may compensate in part for the delcterious cffects
of socioeconomic disadvantages. For example, African Americans cxhibit better
levels of mental health, and Latinos better levels of infant and child health, than
would be expected based on their socioeconomic position. The next major sce-
tion of this paper focuses on elucidating the pathways or mechanisms through
which both socioeconomic position and race/ethnicity affect health, for better as
well as for worse,

Due to constraints of space and desire for clarity, Figure 1C fails to repre-
sent other important issues for understanding and reducing socioeconomic dis-
parities in health. First is the issue of reciprocal or reverse causality, especially
between socioeconomic position and health. Ours and others’ discussions of
reducing socioeconomic and racial/ethnic disparities in health are predicated on
the assumption that, by far, the predominant causal flow is from socioeconomic
position and race/ethnicity to health rather than vice versa. This assumption is
self-evident for a fixed attribute such as race/ethnicity and is generally borne out
in empirical research on socioeconomic position, for example, by introducing
baseline controls on health into the framework of Figure 1 (see House and Rob-
erts, 2000:116-117), though clearly health events or shocks can and do affect
subsequent labor force participation and income (often more in the short term
than in the long term). Second, time and space prevent us from fully and sys-
tematically attending to variations by age, sex, race/ethnicity, and other factors

SOCIOECONOMIC AND RACIAL/ETHNIC DISPARITIES IN HEALTH 89

in the presence of size of the causal paths/effects in Figure 1, though we will on
occasion note such variations (see Robert and House, 2000b:118-120 for more
discussion of such issues).

Shape of the Relationship Between SES and Health

Before turning more explicitly to how we may explain and reduce socio-
economic and racial/ethnic disparities in health, it is important to clarify our
understanding of the shape of the relationship between socioeconomic position
and health. An intriguing finding of some research on socioeconomic inequali-
ties in health is that it is not simply that those who are in the lowest socioeco-
nomic groups have worse health than those in higher socioeconomic groups.
Rather, a relationship between socioeconomic position and health has been ob-
served across the socioeconomic hierarchy, with even those in relatively high-
sociocconomic groups having better health than those just below them in the
socioeconomic hicrarchy (Adler et al., 1994; Marmot et al., 1991). Perhaps the
most important implication of this finding is that it is not just the material, psy-
chological, and social conditions associated with severe deprivation or poverty
(such as lack of access to safe housing, healthy food, and adequate medical care)
that explain socioeconomic inequalities in health among those already at rela-
tively high levels of socioeconomic position.

Despite some cvidence for gradient effects of socioeconomic position on
health, it is also important to note the many studies indicating that the relation-
ship of sociocconomic position, especially as indexed by income, to health is
monotonic, but not a lincar gradient. Although increasingly higher levels of so-
ciocconomic position may be associated with increasingly better levels of
health, there arc also substantially diminishing returns of higher socioeconomic
position to health. For cxample, studics have found diminishing and even non-
existent relationships between income and mortality (Wolfson et al., 1993;
Backlund ct al., 1996; Chapman and Hariharan, 1996; McDonough et al., 1997;)
or morbidity (Housc et al., 1990, 1994; Mirowsky and Hu, 1996) at higher levels
of income (c.g., above the median). This trend partially reflects a health “ceiling
cffect” caused by the fact that people in the upper socioeconomic strata maintain
overall good hcalth until quite late in life, leaving little opportunity for im-
provement in health among these groups throughout much of adulthood (House
ct al., 1994). Thus, it is most important to understand what accounts for socio-
cconomic incqualitics in health across the broad lower range (e.g., lower 40—
60%) of sociocconomic position, rather than focusing mainly or only on factors
that might cxplain this relationship across the gradient or at higher levels.

]
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- PATHWAYS LINKING INDIVIDUAL SOCIOECONOMIC
AND RACIAL/ETHNIC STATUS TO HEALTH

Pathways from SES to Health

We have increased understanding of how and why socioeconomic status has
such strong pervasive and even increasing impacts on health. Several aspccts of
this deserve emphasis. First, access to and utilization of medical care play only a
limited role in explaining the impact of sociocconomic factors on health, al-
though research is needed to reassess the size of the role played by medical carc.
Second, there is no single or small set of factors, psychosocial or physiological,
that provides the pathways linking socioeconomic position to health. Rather,
what makes socioeconomic position such a powerful determinant of health is
that it shapes people’s experience of, and exposure to, virtually all psychosocial
and environmental risk factors for health—past, present, and future—and these
in turn operate through a very broad range of physiological mechanisms to in-
fluence the incidence and course of virtually all major causes of disease and
health. Thus, in the end, socioeconomic position itself is a fundamental cause
(Link and Phelan, 1995) of levels of individual and population health and a fun-
damental lever for improving health in American society.

The Limited but Insufficiently Understood Role of Medical Care

Several types of evidence point to the limited role of medical care in under-
standing how and why socioeconomic position affects health. First, there is evi-
dence that modemn preventive and therapeutic medical care can account for only
a minor fraction of the dramatic improvements in individual and population
health over the last 250 years (McKeown, 1976, 1979, 1988; McKinlay and
McKinlay, 1977). Even analysts admiring of the impact of medical science on
health, for example, estimate that only about 5 years of the 30-year increasc in
life expectancy in the United States in the twentieth century has been duc to
preventive or therapeutic medical care (Bunker et al., 1994). The remainder is
attributable primarily to increasing socioeconomic development and associated
gains in nutrition, public health and sanitation, and living conditions. Second,
improvements in access to medical care occasioned by the introduction of na-
tional health insurance or service plans have, quite unexpectedly, done littlc or
nothing to reduce socioeconomic differences in health. The rediscovery of the
importance of socioeconomic disparities in health as a major public health
problem was probably stimulated most by the publication in England in 1980 of
the Report of the Working Group on Inequalities in Health, better known as the
Black Report after the chair of the working group, Sir Douglas Black, then chief
scientist of the U.K. Department of Health and subsequently president of the
Royal College of Physicians. The report showed that occupational class differ-
ences in health were greater than differences by gender, race, or regional back-
ground and, most distressingly, had actually increased between 1949-1953 and
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1970-1972 over the first quarter-century of existence of the British National
Health Service. Nor did things improve between the early 1970s and 1980s
(Marmot et al., 1987). During the 1980s and early 1990s, the British experience
was replicated in other developed countries including Canada, where the intro-
duction of national health insurance in the early 1970s had little effect on socio-
economic differences in health (Wilkins et al., 1989). Finally, adjustments for
gross access to and utilization of medical care have contributed little or nothing
to explaining sociocconomic and racial/ethnic differences in health in our and
other data.

However, we believe that the role of medical care in socioeconomic and ra-
cial/ethnic health differences deserves renewed examination and research. First,
compared to whites, racial/ethnic minorities have lower levels of access to
medical care in the United States (Blendon et al. 1989; Trevino et al. 1991).
Second, higher incidence rates for racial/ethnic minorities do not fully account
for the higher death rates (Schwariz et al. 1990). Later initial diagnosis of dis-
ease, comorbidity, delays in medical treatment, and disparities in the quality of
care also play a role. There is growing evidence of large racial/ethnic differences
in the quality of medical care. Many studies have found racial/ethnic differences
in the reccipt of therapeutic procedures for a broad range of conditions even
after adjustment for insurance status and severity of disease (e.g., Wenneker and
Epstein, 1989; Harris et al. 1997). These disparities exist even in contexts where
differences in cconomic status and insurance coverage are minimized, for exam-
ple, the Veterans Administration Health System (e.g., Whittle et al., 1993) and
the Medicarc program (e.g., McBean and Gomick, 1994). Recent studies docu-
ment that these differences in medical treatment adversely affect the health of
minority group members (Peterson et al., 1997; Hannan et al., 1999). Moreover,
medical care appcears to play a modest role in accounting for racial differences in
mortality (Woolhandler et al., 1985; Schwartz et al., 1990), and other evidence
suggests that medical care has a greater impact on the health status of vulnerable
racial and low-SES groups than on their more advantaged counterparts (Wil-
liams, 1990). More generally, behind declining socioeconomic and racial/ethnic
disparitics in gross levels of access to and utilization of medical care may lie in
persisting differences in access to more continuous care from a concemed and
responsive provider, associated differences in access to and utilization of im-
portant standards of preventive care (e.g., blood pressure, prostate and colorectal
screening, Pap smears, mammograms, and professional advice on health behav-
iors), and differences in the timeliness and appropriateness of access to state-of-
the-art standards of therapeutic care. Thus, socioeconomic and racial/ethnic dis-
parities in standards and appropriateness of medical care merit increased atten-
tion in research and policy.
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Psychosocial and Environmental Risk Factors

As evidence grew of the more limited impact of medical care in explaining
socioeconomic and racial/ethnic disparities in health, research increasingly es-
tablished a growing and even predominant role of behavioral and psychosocial
risk factors in the etiology and course of human health and disease. First, and
still most compelling, was the evidence of the adverse effects of cigarette
smoking on mortality and morbidity, especially adult lung cancer and heart dis-
ease (e.g., USPHS, 1964). This was followed by increcasing evidence of the
health risks of other behaviors, including immoderate levels of eating (and hence
weight) and of alcohol consumption, lack of exercise, and dietary composition,
e.g., fat and fiber (Lalonde, 1975; Berkman and Breslow, 1983, USDHHS,
1990). Evidence has also accumulated on the deleterious health effects of
chronic and acute stress in work and life (Theorell, 1982), hostility and depres-
sion (Scheier and Bridges, 1995), lack of social relationships and supports
(House et al., 1988), and lack of control, efficacy, or mastery (Rodin, 1986),
with the impact of lack of social relationships, for example, on all-cause mortal-
ity being not incomparable to that of cigarette smoking (House et al., 1988).
Notably, these psychosocial factors all tend to affect a broad range of health
outcomes, rather than being focused on a single outcome.

Socioeconomic Status and Psychosocial and
Environmental Risk Factors

One factor (e.g., smoking) or a small set of factors (c.g., health behaviors) is
sometimes seen as crucial in explaining and alleviating problems of premature
morbidity and mortality more generally (c.g., USDHHS, 1990; McGinnis and
Forge, 1993) and socioeconomic and racial/ethnic disparitics in hcalth in par-
ticular (Mechanic, 1989; Satel, 1996). However, increasing cvidence suggests
that there are few or no analogues in our current problems of public health to the
necessary and sufficient microbial causes of many infectious diseases, nor arc
there any comparable “magic bullets” for treating, preventing, or cradicating
them. Rather, the current causes of morbidity and mortality, especially from
major chronic diseases, are broadly multifactorial, with no one or few decisive,
but the accumulation of many being as debilitating or deadly as a virulent infec-
tious agent (Kunitz, 1987). For example, all major health behaviors combined
(i.e., cigarette smoking, immoderate weight and drinking, and lack of physical
activity) appear able to explain only 10-20%, at most, of sociocconomic differ-
ences in mortality (Lantz et al., 1998). Rather, what is most striking and impor-
tant about socioeconomic (and, to a lesser degree, racial/ethnic) status is the
degree to which it shapes exposure to, and perhaps also the impact of, a wide
range of psychosocial and environmental risk factors for health. Our data (House
et al., 1992, 1994) and those of others (e.g., Marmot et al., 1991; Lynch et al.,
1996) show that lower-SES individuals have a higher prevalence of almost all
major psychosocial risk factors for health. That is, they manifest higher levels of
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risky health behaviors such as smoking, lack of exercise, immoderate eating and
drinking, and high-fat-low-fiber diets. They also experience more chronic and
acute stress due to, for example, their more vulnerable economic status and the
higher rates of ill health and death among friends and relatives. They generally
report lower levels of social relationships and supports and of personal efficacy
or control, along with higher levels of hostility and depression.

Figures 2A and 2B show, for national samples of the U.S. population, the
distribution and range of these psychosocial risk factors by education and in-
come. The prevalence of cach psychosocial risk factor is always highest among
those with the lowest level of education and income, with rate ratios (of the low-
est- to the highest-SES groups) ranging from 1.1 to 3.8 and averaging 2.0 (see
Lantz et al., 1998, for parallel data on health behaviors).

Persons of lower socioeconomic status in adulthood are also more likely to
live and work in physical-chemical-biological environments that are hazardous
to health. Further, they are more likely to have grown up in lower-socioeco-
nomic environments, which may have residual adverse effects on health in
adulthood that research is just beginning to examine (e.g., Power et al., 1990).

At this point we are only beginning to explore the causal pathways and
complexities that link socioeconomic position to exposure to behavioral, psy-
chosocial, and cnvironmental risk factors and, in turn, link these risk factors to
health outcomes. Our own analyses and those of others find that although any
single bchavioral, psychosocial, or environmental risk factor, or small sct
thereof, can account for only a small fraction of the association between SES
and hcealth, a sct of 10-20 such risk factors can account for 50-100% of the as-
sociation between a given SES indicator and health outcome. Marmot et al.
(1991) and Lynch ct al. (1996) have rcported that adjusting for 10-20 such risk
factors reduces the predictive association of SES with mortality by 50-100%.
We get similar rcsults for the cross-scctional relationship between education or
income and functional status (Housc et al., 1994).

Potentials and Limits of Understanding and Intervening in Pathways

Better understanding of the pathways and mechanisms linking socioeco-
nomic and racial/cthnic status to hcalth is often and appropriately seen as crucial
to reducing socioeconomic and racial/ethnic disparities in health. Once an inter-
vening variable or mechanism is understood, efforts can be made to reduce this
variable or mechanism or to weaken its impact on health, hence reducing the so-
ciocconomic or racial/cthnic disparities in health. To the extent that we are able to
decrease smoking and improve other health behaviors, lessen stress, enhance
social relationships and supports, modify risky psychological dispositions or re-
duce exposurc to environmental exposures, especially in disadvantaged socioeco-
nomic or racial/ethnic groups, or to moderate their effects on health (e.g., develop
a safe cigarette or nicotine delivery system, see Paper Contribution K), we should
consequently reduce socioeconomic and racial/ethnic disparities in health. Such
intervention strategies have had some beneficial effects in these regards.



Percent

High Hostility % not Married Never Attend  Talk with Low Seff- High 2+ Recent
Meetings Others Hficacy Depressive Negative
<1/w eek Symptoms Events

W Education <12 B Education =12 O Education > 12

FIGURE 2A Psychosocial risk factors by education for persons 45-64 in the United States. SOURCE: Uni-
versity of Michigan Americans’ Changing Lives Survey (1986) and MMPI-II restandardization (1984—1986).

70

60

50

40

Percent

30 -

201

10 4

0

High Hostility % not Married Never Attend  Talk with Low Self- High 2+ Recent
Meetings Others Hficacy Depressive Negative
<1/week Symptoms Events

HIncome: <$15,000 §%$15,000-$29,999 0>$30,000

FIGURE 2B Psychosocial risk factors by income for persons 45-64 in the United States. SOURCE: Univer-
sity of Michigan Americans’ Changing Lives Survey (1986) and MMPI-II restandardization (1984-1986).

M)

V6



96 PROMOTING HEALTH

However, we wish to call attention to the often insufficiently recognized
limitations of such an approach and to highlight the potential, and indeed neces-
sity, of another and complementary approach. The potential of the pathways
strategy is limited in two crucial ways. First, modifying any psychosocial risk
factor is a difficult process, and the impact of modifying one or a single risk
factor is necessarily limited for the reasons discussed above. Second, where we
have had substantial success in reducing a behavioral or psychosocial risk factor
(e.g., smoking), this success is often greatest among the more advantaged due to
the persistence or even accentuation (e.g., targeting of disadvantaged groups for
cigarette advertising) of the causal forces giving rise to the risk factor in less
advantaged groups. Thus, as overall levels of smoking have decreased in the
United States, socioeconomic differences in smoking have increased (see Paper
Contribution K). Finally, it is important to recognize that the mechanisms that
currently link socioeconomic status to health are not the same ones that did so in
the past or will in the future. Prior socioeconomic differences undoubtedly had
more to do with differences in exposure to infectious agents and access to medi-
cal care than is currently the case. Indeed, many of the currently most important
diseases and risk factors—such as coronary heart disease and its risk factors of
smoking, lack of exercise, and high-fat diet—were at one time more character-
istic of upper socioeconomic strata, but have become more incident and preva-
lent in lower socioeconomic strata’ as thesé diseases and risk factors have be-
come more deleterious to health. A similar trend has characterized AIDS, which
emerged first as a disease among higher socioeconomic strata but has rapidly
become more prevalent in disadvantaged socioeconomic and racial/cthnic
groups. Thus, whatever the major diseases (or risk factors for them) arc in futurc
years, they too are likely to be importantly determined by socioeconomic status
(Link and Phelan, 1995).

In sum, as Link and Phelan (1995) have cogently argued, we need to think
increasingly of disparities in socioeconomic position as the “fundamental cause”
of socioeconomic disparities in health. Hence, ameliorating thesc sociocconomic
disparities themselves may be the best strategy for reducing disparitics in health.
A parallel, but not identical, argument can be made regarding racial/cthnic dis-
parities, to which we now turn, before returning to evidence that socioeconomic
improvement and policy are a major form of health improvement and policy in
our and other societies, arguably the most important and essential one for re-
ducing socioeconomic disparities in health.

Understanding Racial/Ethnic Differences in Health
Race/Ethnicity and Health

National mortality data reveal that African Americans (or blacks) have an
overall death rate that is more than 1.5 times higher than that of whites (NCHS,
1998). The magnitude of the racial difference in death rates varies by the spe-
cific cause of death, but a pattern of elevated death rates for blacks compared to
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whites exists for almost all the leading causes of death in the United States. In
contrast, all other racial/ethnic groups have an overall death rate that is lower
than that of whites. However, there is considerable variability for subgroups of
these populations and for specific health conditions. All nonblack minorities
have considerably lower rates than whites for the two leading causes of death
(hcart disease and cancer) but higher rates for some conditions. Hispanics have
higher mortality rates than non-Hispanic whites for tuberculosis, septicemia,
HIV/AIDS, chronic liver disease and cirrhosis, diabetes, and homicide (Sorlie et
al., 1993; Vega and Amaro, 1994). Subgroups of the Asian and Pacific Islander
population also have elevated mortality rates for some health conditions
(Lin-Fu, 1993). For example, the Native Hawaiian population has the highest
death rate due to heart disease of any racial group in the United States (Chen,
1993). Similarly, American Indians who receive care from the Indian Health
Service (60% of that population) have age-adjusted mortality rates higher than
the national average for tuberculosis, alcoholism, diabetes, accidents, homicides,
suicides, and pneumonia and influenza (NCHS, 1993).

What Is Race?

Early studies of racial variations in health viewed race as primarily reflect-
ing biological homogeneity and racial differences in health as largely genetically
determined. This view predated modern scientific theories of genetics and care-
fully executed genetic studies. In contrast, scientific evidence suggests that our
current racial categories are more alike than different in terms of biological
characteristics and genetics (Lewontin, 1972; Gould, 1977; Latter, 1980). All
human beings arc identical for about 75% of known genetic factors, with about
95% of human genctic variation existing within racial groups (Lewontin, 1982).
Thus, there is more genctic variation within races than between them, and racial
categorics do not capture biological distinctivencss. Race is thus more of a so-
cial than a biological catcgory, and racial classification schemes have been in-
fluenced by larger social and political considerations (Cooper and David, 1986;
Williams, in prcss).

Race and SES

Although not useful as biological markers, current racial/ethnic categories
capturc an important part of the inequality and injustice in American’society
(See and Wilson, 1988). There are important power and status differences be-
tween groups. For cxample, in 1995 the poverty rate for Asians was almost
twice that of whites, while the rate for blacks and Hispanics was more than threc
times that of non-Hispanic whites (NCHS, 1998). Data on poverty tell only a
part of the story of economic vulnerability. In addition to persons who actually
fall below the government’s poverty threshold, a large number of persons are
only slightly above this level. Many of these persons are at a high risk of be-
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coming poor. The combination of the poor and near-poor (annual income above
the poverty threshold but less than twice the poverty level) categories reveals
that one in every three persons in the United States falls into this economically
vulnerable category —26% of whites, 33% of Asians, 54% of blacks, and 62%
of Hispanics (NCHS, 1998). Although there is a strong relationship between
race and SES, they are not equivalent. For example, the rate of poverty is three
times higher for blacks than for whites, but two-thirds of blacks are not poor,
and two-thirds of all poor Americans are white.

Race, SES, and Health

Research reveals that SES differences between races account for much of
the racial differences in health. Adjusting racial (black-white) disparities in
health for SES sometimes eliminates, but always substantially reduces, these
differences (Krieger et al., 1993; Williams and Collins, 1995; Lillie-Blanton et
al.,, 1996). However, race often has an effect on health independent of SES:
within levels of SES, blacks still have worse health status than whites.

Table 1 illustrates these issues with life expectancy data. At age 45, whitc
males have a life expectancy that is almost 5 years more than black males
(NCHS, 1990). Similarly, the life expectancy at age 45 for white females is 3.7
years longer than that of similarly dged black women. However, there is consid-
erable socioeconomic variation in life expectancy within both racial groups
(NCHS, 1998). When we consider the distribution of life expectancy by race and
income, two important trends emerge. First, for both racial groups, income is
strongly linked to health status. Consistently, persons of lower levels of income
report lower life expectancy than their more economically favored peers. Black
men in the highest-income group live 7.4 years longer than those in the lowest-
income group. The comparable numbers for whitcs was 6.6 ycars. Thus, the SES
difference within each racial group is larger than thc racial differcnce across
groups. A similar pattern is evident for women, although thc SES differences are
smaller. At age 45, black women in the highest-income group have a life cx-
pectancy that is 3.8 years longer than those in the lowest-income group. Among
whites, the SES difference is 2.7 years. Moreover, for men and women of both
racial groups, increasing levels of income are associated with longer life expec-
tancy. The power of SES in shaping racial differences in health is clearly evident
by comparing the highest-SES blacks with the lowest-SES whites, especially
among males. High-income black males have a life expectancy that is 5.3 ycars
longer than low-income white males. Thus, the disproportionate concentration
of African Americans at lower SES levels is a major factor behind the overall
racial differences in health.

The second pattern that clearly emerges in these data is that race is more
than socioeconomic status. Consistently, there is an independent effect of race
even when SES is controlled. At every level of income, for both men and
women, African Americans have lower levels of life expectancy than whites. In
these data, the differences are greater at the two lower levels of income than at
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the two higher-economic- status categories. However, for some indicators of
health status such as infant mortality, the racial gap becomes larger as SES in-
creases (NCHS, 1998).

Role of Racism or Discrimination

The construct of racism can structure and inform our understanding of racial
inequalities in health (Cooper et al., 1981; Krieger et al., 1993; Hummer, 1996;
LaVeist, 1996; Williams, 1997; in press). The term racism refers to an ideology
of inferiority that is used to justify the differential treatment of members of ra-
cial outgroups by both individuals and societal institutions, usually accompanied
by negative attitudes and beliefs toward these groups. Racism has been a central
organizing principle within American society and has played a key role in
shaping major social institutions and policies (Omi and Winant, 1986; Quada-
gno, 1994). Historically, ideologies about racial groups were translated into
policics and socictal arrangements that have limited the opportunities and social
mobility of stigmatized groups. The strong association between race/ethnicity
and SES in the United States reflects the successful implementation of social
policies that were designed to limit societal resources and rewards to socially
marginalized groups.

There have been important positive changes in the racial attitudes of whites
toward blacks in recent decades and broad current support for the principle of
cquality in most societal institutions (Schuman et al., 1997). At the same time,
there is considerably less support for policies that would actually implement
cqual access to education, housing, jobs, and so forth (Schuman et al., 1997).
Morecover, national data on stercotypes reveal that whites view blacks, Hispan-
ics, and Asians morc ncgatively than themselves, with blacks viewed more
negatively than all other groups and Hispanics twice as negatively as Asians
(Davis and Smith, 1990). Such a high level of acceptance of negative stereo-
types of minority groups is an ominous harbinger of widespread socictal dis-
crimination. Psychological research indicates that the endorsement of negative
racial stereotypes leads to discrimination against minority groups (Devine, 1995;
Hilton and von Hippel, 1996). Morcover, well-learned stereotypes are resistant
to disconfirmation (Stangnor and McMillan, 1992), and their activation is an
automatic process, with individuals spontaneously becoming aware of relevant
stereotypes after encountering someone to whom the stereotypes are applicable
(Devine, 1989; Hilton and von Hippel, 1996).

Research reveals that considerable racial/ethnic discrimination persists in
the United States in domains that affect socieconomic mobility, such as housing
and employment (Kirschenman and Neckerman, 1991; Neckerman and
Kirschenman, 1991; Fix and Struyk, 1993). Thus, the advent of civil rights leg-
islation and changes in the racial attitudes of whites have not been sufficient to
eradicate discrimination, and there has been remarkable stability over time on
multiple dimensions of racial inequality (Economic Report of the President,
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1998). For example, the median income of African Americans was 59 cents for
every dollar earned by whites in 1996—identical to what it was in 1978.

Racism affects disparities in health in multiple ways. First, racism restricts
and truncates socioeconomic attainment. The consequent racial differences in
SES and poorer health reflect, in part, the impact of economic discrimination
produced by large-scale societal structures. Residential segregation has been a
primary mechanism by which racial inequality has been created and rcinforced.
Racial segregation has determined access to educational and employment op-
portunities that has importantly led to truncated socioeconomic mobility for
blacks and American Indians (Jaynes and Williams, 1987; Massey and Denton,
1993). Residence in segregated neighborhoods can lead to exposure to environ-
mental toxins, poor-quality housing, and other pathogenic living conditions,
including inadequate access to a broad range of services provided by municipal
authorities (Collins and Williams, 1999). These conditions importantly account
for the large racial difference in homicide. The combination of concentrated
poverty, male joblessness, and residential instability leads to high rates of sin-
gle-parent households, and these factors together account for variation in the
levels of violent crime (Sampson and Wilson, 1995). Importantly, the associa-
tion between these factors and violent crime for whites was virtually identical in
magnitude with the association for African Americans. Several studies have
found a positive association between both adult and infant mortality and resi-
dence in segregated areas. One recent study has documented elevated mortality
rates for both blacks and whites in cities high on two indices of segregation
compared to cities with lower levels of segregation (Collins and Williams,
1999). This pattern suggests that beyond some threshold of segregation, the ad-
verse conditions linked to highly segregated cities may ncgatively affcct the
health of all persons who reside there.

Moreover, because of racism, SES indicators are not commensurate across
racial groups, which makes it difficult to truly adjust racial differences in hcalth
for SES (Kaufman et al., 1997). There are racial differences in the quality of
education, income returns for a given level of education or occupational status,
wealth or assets associated with a given level of income, the purchasing powcr
of income, the stability of employment, and the health risks associated with oc-
cupational status (Williams and Collins, 1995; Kaufman et al., 1997).

Racial differences are especially marked for wealth. Eller (1994) shows that
while white households have a median net worth of $44,408, the median nct
worth is $4,604 for black households and $5,345 for Hispanic ones. Morcovcr,
racial/ethnic differences in wealth are evident at all levels of income and arc
greatest at the lowest income level. For persons in the lowest quintile of income
in the United States, the net worth of whites is 10,000 times higher than that of
blacks ($10,257 versus $1).

As noted earlier, systematic discrimination can also affect the quantity and
quality of services received, including medical care. Recent research has focused
on the potential health consequences of subjective experiences of discrimination.
Racism in the larger society can also lead to systematic differences in exposure to
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personal experiences of discrimination. These experiences of discrimination may
be an important part of subjectively experienced stress that can adversely affect
health. A growing body of evidence indicates that self-reported measures of dis-
crimination are adversely related to physical and mental health in a broad range
of racial/ethnic minority populations (Amaro et al., 1987; Salgado de Snyder,
1987; Krieger, 1990; Dion et al., 1992; Jackson et al., 1996; Krieger and Sidney,
1996; Kessler, et al., 1999; Noh et al., 1999). Two recent studies suggest that
exposure to discrimination plays a role in explaining observed racial differences
in self-reported measures of health (Williams et al., 1997; Ren, et al., 1999).

A small body of research suggests that the prevalence of negative stereo-
types and cultural images of stigmatized groups can adversely affect health
status. First, the widespread societal stigma of inferiority can create specific
anxieties, expectations, and reactions that can affect health indirectly by having
an adverse impact on socioeconomic performance and mobility (Fischer et al.,
1996; Steele, 1997). There may also be more direct health effects. Researchers
have long identified that one response of minority populations would be to ac-
cept the dominant socicty’s ideology of their inferiority as accurate. A few
studies have operationalized the extent to which African Americans internalize
or endorse thesc ncgative cultural images. These studies have found that inter-
nalized racism is positively related to psychological distress, depressive symp-
toms, substance use, and chronic physical health problems (Taylor and Jackson,
1990; Taylor et al., 1991; Williams and Chung, in press).

SOCIOECONOMIC AND RACIAL/ETHNIC
CHARACTERISTICS OF SOCIAL SYSTEMS AS
DETERMINANTS OF INDIVIDUAL AND
POPULATION HEALTH

Individuals occupy particular sociocconomic positions and racial/ethnic
status within broader systems of sociocconomic and racial/ethnic stratification at
the Icvel of communitics, metropolitan arcas, regions, nations, and even the
world. Rescarch and theory increasingly suggest the importance in at least two
ways of thesc broader stratification systems for individual and population health.
First, the naturc of sociocconomic and racial/ethnic stratification at these more
macrosocial levels is a major determinant of the nature and meaning of the so-
ciocconomic and racial/cthnic status occupied by individuals. For example, the
level of economic growth and development in communities, metropolitan areas,
rcgions, nations, and the world and the relative equality or inequality in the dis-
tribution of the fruits of cconomic growth and development shape the absolute
and relative levels of income of individuals. In particular, living in an area with
lower levels of average income or higher levels of income inequality will in-
crease the likelihood of individuals having low income levels. Similarly, as dis-
cussed in the preceding section, higher levels of racial/ethnic segregation are
likely to adversely affect the socioeconomic position and other life chances of
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members of disadvantaged racial/ethnic groups. Second, the socioeconomic and
racial/ethnic composition of areas may have effects on individual health that are
not mediated through individual socioeconomic and racial/ethnic status. Such
effects may be additive or interactive, as shown in Figure 3. The socioeconomic
and racial/ethnic characteristics of areas may affect individuals’ (and hence
population) health independently of individuals’ personal socioeconomic and
racial/ethnic characteristics, presumably by shaping the nature of the social and
physical environment in the area in terms of variables specified in Figure 3 or
other unspecified features of the environment that can affect individual health.
The area-level socioeconomic, racial/ethnic, and environmental characteristics
may also interact with and potentiate or buffer the impact of individual socio-
economic and racial/ethnic status on health. For example, living in a poor area
may increase the impact of individual income on health because personal re-
sources become even more consequential in the relative absence of benign envi-
ronmental influences, and, conversely, living in a better-off area may soften the
impact of personal economic deprivation.

Individual's health

Contextual Effects: Real but Limited

Availability of health care
Social and physical environment
Public services/goods

Social capital

Other area characteristics, e.g.:

Effects of area characteristics on individuals are usually referred to as con-
text effects (e.g., Hauser, 1970, 1974). Evidence of aggregate or ecological cor-
relation between the socioeconomic and racial/ethnic characteristics of areas and
the population health parameters of the areas (e.g., mortality rates) are sugges-
tive of context effects, but do not demonstrate them because they fail to control
for the characteristics of individuals, which, as shown in Figure 3, may either
select people into areas or be shaped by the characteristics of the arca. A small
number of studies exist that test the effects of area socioeconomic and ra-
cial/ethnic characteristics net of individual-level characteristics. As in other ar-
eas of research (e.g., Jencks and Mayer, 1990), the general finding is that there
are significant effects of context, but that a far greater portion of the variance in
individual health outcomes is explained by the socioeconomic and racial/ethnic
characteristics of individuals (see Robert, 1999 and Robert and House, 2000a,
for reviews of the socioeconomic literature, and Collins and Williams, 1999, for
a review of the racial/ethnic literature). However, because social contexts also
exert effects on individual characteristics, they remain a potential target for in-
terventions to preomote health.

In recent years, a particular socioeconomic characteristic of areas, income
inequality, has received a great deal of attention. Interest in this topic derives
from the observation at the population level (as well as at the individual level,
e.g., Sorlie et al., 1995) that the relation of income to health is curvilinear, re- '
flecting a pattern of diminishing returns, as shown in Figure 4. Across nations
(and within nations over time), growth in average income per capita has had a
very powerful effect on population health, presumably reflecting the associated
growth both in individual incomes and in public and private social infrastruc-

Individual socioeconomic
or racial/ethnic status

Socioeconomic mix within racial/ethnic group

Racial/ethnic homogenecity

Percentage in poverty
Income inequality

Area socioeconomic or racial/ethnic characteris-
Average income level

tics, e.g.:
<
FIGURE 3 Pathways for effects of area socioeconomic and racial/ethnic characteristics on health. NOTE: Dashed

lines indicate moderating (or interactive) effects of area characteristics on the relationship of individual racial

ethnic status to health.
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World Development Report, 1993. Reprinted in Wilkinson,
1996:34.

tures productive of health. However, at higher levels of per capita income (e.g.,
about $5,000 per person, 1991 intenational dollars), the relationship becomes
much weaker. Across countries at this level, however, a number of analyses
have found much stronger correlations between income inequality and health
(Rodgers, 1979; Wilkinson, 1992, 1996; van Doorslaer et al., 1997). Wilkinson
and others have argued that these data, and similar data comparing areas within
developed countries (e.g., Ben-Shlomo et al., 1996; Kaplan et al., 1996; Ken-
nedy et al., 1996; Kawachi et al., 1997), reflect strong effects of income ine-
quality per se, operating through variables such as social capital, cohesion, and
trust in the population. A large body of conceptual and empirical analyses sug-
gests, on the contrary, that income inequality has its effects primarily via the
underlying high level of individuals with relatively low income that necessarily
characterizes areas with more unequal incomes, at least given the average levels
of income in these populations (Gravelle, 1998; Deaton, 1999; Mellor and Mi-
lyo, 1999). Some evidence exists in methodologically sound studies for contex-
tual effects of income inequality, but these are equally or more plausibly inter-
pretable as reflecting a lower investment in public goods, especially for the
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disadvantaged, in areas or political units characterized by greater income inc-
quality (Robert and House, 2000a; Lynch et al., 2000). Again, these data still
suggest that interventions that affect income inequality (or correlates of it) can
be a potential means of improving individual or population health, if only or
mainly by improving the incomes of more disadvantaged individuals.

In sum, the socioeconomic and, especially, racial/ethnic (due to the power-
ful deleterious effects of segregation on African Americans discussed at the end
of the previous section) characteristics of areas are important components of
understanding socioeconomic and racial/ethnic disparities. Hence, they must
also be important in policies aimed at alleviating such disparities.

IMPROVING POPULATION HEALTH AND REDUCING
SOCIOECONOMIC AND RACIAL/ETHNIC DISPARITIES
THROUGH PLANNED SOCIAL POLICY AND
UNPLANNED SOCIAL CHANGE

What has been said thus far provides powerful evidence of how social and
behavioral science knowledge can contribute to societal and governmental
objectives of improving population health and reducing socioeconomic and
racial-ethnic disparities in health. It is these socioeconomic and racial/ethnic
disparities in health that we believe largely explain why the United States has
levels of population health significantly below those of peer nations such as
Canada, Japan, or Sweden, and no better than those of many less developed
countries (see Figure 5), despite national expenditures on health care and health
research that far exceed those of any other nation. Indeed, disadvantaged
portions of the U.S. population have levels of health no better than those of
some of the least developed nations in the world (McCord and Freeman, 1990).

The main message we want to deliver is that socioeconomic policy and
practice and racial/ethnic policy and practice are the most significant levers for
reducing socioeconomic and racial/ethnic disparities and hence improving over-
all population health in our society, more important even than health care policy.

Interventions in Pathways or Mechanisms:
Promise and Problems

One of the major reasons for understanding the pathways or mechanisms
linking a health outcome to its more distal causes such as socioeconomic and
racial/ethnic status is the promise that we may be able to intervene in the path-
ways or mechanisms, even if we cannot alter the more distal causes, and thus
eliminate or mitigate the deleterious effects of the distal cause. Preventive and
therapeutic pharmacological interventions via “magic bullets” epitomize this
strategy for preventing disease and promoting health. Even if we cannot eradi-
cate the bacteria, viruses, or toxins that cause infectious diseases, we can reduce
or eliminate their deleterious effects via vaccination or prophylaxis. Even wherc



106

<
it
<
g | o
o
5
£
2
2
]
o
lo
e
o . .
(4]
E
Begg, &7 5.5
azZz (] M-
m.
S =y
- 33 &g
;] = S -
Be
m.. M.
Ge
w. IG
Ge
8 & ﬂf T .T <
2 ~ ~ 4 ~ N
uig Je Aoueroadxy ajn

% of GDP Spent on Health

product (GDP) spent on health, 1990 (for se-

FIGURE 5 Life expectancy at birth by percent of gross domestic

lected OECD countries).

SOCIOECONOMIC AND RACIAL/ETHNIC DISPARITIES IN HEALTH 107

we may only partially understand, much less be able to intervene in, the ultimate
causes of disease, as in hypertension, we can mitigate or eliminate its deleterious
effects by acting on better-understood intervening mechanisms.

This paradigm of disease prevention and health promotion has great appeal,
based on the dramatic instances of its success just alluded to. However, it re-
mains generally more effective and efficient to approach disease promotion from
a broader population or public health standpoint where feasible. This has been
and may continue to be particularly true for socioeconomic and racial/ethnic
disparities in health, for reasons discussed earlier. Returning to the case of ciga-
rette smoking discussed more fully in Paper Contribution K, efforts to under-
stand or intervene in the physiological pathway through which it operates have
not yet been successful, and extensive efforts at behavioral and pharmacological
interventions to stop smoking behavior at the level of individuals have been only
modestly successful. Nevertheless, in the United States at least, we have made
major progress in reducing levels of cigarette consumption, due in large part to
broader population-wide interventions via pricing, labeling, regulation of pro-
and anti-smoking advertising, and increasingly severe restrictions on where and
when persons may smoke, all contributing to an increasingly strong set of social
norms against smoking. Further, and paradoxically, the success of efforts to re-
duce smoking may have contributed, as noted above, to the perplexing pattern
from which we began—overall improvements in population health but widening
socioeconomic and racial/ethnic disparities in health. This is because persons of
higher socioeconomic position, especially education, have been much more
likely to stop or not start smoking, thus creating a growing inverse association
between socioeconomic position and smoking (Moore et al., 1996).

We belicve that efforts to intervene on many other psychosocial pathways
linking sociocconomic and racial/ethnic status to health are likely to confront
similar problems and potentially exacerbate rather than alleviate socioeconomic
and racial/cthnic differences in health, unless they very carefully take account of
the ways in which these pathways and mechanisms may operate differentially
across sociocconomic or racial/ethnic groups. This would be true for plausibly
promising intcrventions such as modifying other health behaviors (eating,
drinking, exercise); stress management and reduction; enhancing social relation-
ships and supports, and social capital; or modifying psychological dispositions
such as anger or hostility and control or efficacy. This is primarily because such
interventions generally presume that the intervening risk factor can be modified
largely by individual choice and effort and hence do not alter the strong forces in
our systems of socioeconomic and racial/ethnic stratification that produce dif-
ferences in the first place. These forces include (1) differential access or ex-
posure to opportunities for desirable health behaviors (e.g., areas populated by
disadvantaged socioeconomic and racial/ethnic minorities tend to be long on
convenience and liquor stores selling cigarettes and junk food and short on su-
permarkets or groceries selling fresh fruits and vegetables or on safe and sup-
portive venues and facilities for physical activity); (2) the increased risks in dis-
advantaged socioeconomic groups and areas of stressful events at work or home
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or of disruptions of social relationships, networks, and support by illness and
death; (3) greater exposure to experiences generative of discrimination, hostility,
or inefficacy; and (4) heightened exposure to social, and to physical, chemical,
and biological environmental hazards. In addition, as noted above, the tendency
is for new health problems (e.g., AIDS) and risk factors to arise, which may
operate via quite different mechanisms and pathways and yet to become rapidly
stratified by socioeconomic and racial/ethnic status.

Nevertheless, there are opportunities for intervening in pathways and
mechanisms that offer promise of reducing socioeconomic and racial/ethnic dis-
parities and hence improving overall population health. These must involve,
however, sensitivity to the specific sources of risk and also of resilience in dis-
advantaged socioeconomic and racial/ethnic groups and areas. Let us consider
two examples—medical care and sources of resilience and health promotion in
disadvantaged racial/ethnic groups.

Medical Care

What we know and do not know about the role of medical care in producing
and alleviating socioeconomic and racial/ethnic disparities in health is illustra-
tive. As already noted, there can be no question that wider availability of effec-
tive therapeutic and preventive medical care has improved population health,
though to a more limited degree than is often presumed. However, Preston and
Haines (1991) argued that improvements in medical care may also have exacer-
bated socioeconomic and racial/ethnic disparities in health to the extent that dif-
ferential access to care has become more consequential for health. As we have
seen, the implementation of national health services or insurance has failed to
reduce socioeconomic and racial/ethnic disparities in hcalth to the degree we
had hoped or expected, if at all. Growing evidence suggests, however, that gross
equalization of access or utilization fails to equalize access to maximally appro-
priate and effective care.

Addressing three kinds of issues offers promise of reducing sociocconomic
and racial/ethnic disparities in the quality and appropriateness of carc and hence
in health. The first is to recognize that differentials in the ways thc medical care
system deals with different groups can lead to problems in the delivery of carc.
If disadvantaged socioeconomic and racial/ethnic groups do not have access to
the same type and quality of providers and the same kind of relationships and
communication with them as more advantaged persons, the result is likely to be
their receiving less regular, preventive, and appropriate care. Second, the focus
of the medical care system on different types of care differentially affects the
health of different groups. Disadvantaged groups may benefit more from im-
provements in basic primary and preventive care; advantaged groups, from sec-
ondary and tertiary care. Thus, relatively poor societies (e.g., China, Costa Rica,
Sri Lanka, Kerala State of India) have achieved “good health at low cost” by
focusing their limited resources on ensuring equal access to basic primary and
preventive care (Halsted et al., 1985). Finally, as discussed above, even secon-
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dary and tertiary care appears to be distributed inequitably by racial/ethnic
groups and probably also by socioeconomic status. This may explain why the
United States generally lags behind other developed nations in population lifc
cxpectancy, but surpasses all in life expectancy at age 80, where a high tcchnol-
ogy system supports a relatively elite set of survivors in the population.

Finally, we must also give more attention in medical care to identifying thc
ways in which the lives of individuals are constrained by broader social, eco-
nomic, and political forces. Some evidence suggests that the effectiveness of be-
havioral interventions varies by the degree that they attend to social situations in
which individuals are embedded. Syme’s (1978) study of 244 hypertensive pa-
tients clearly illustrates how addressing underlying social and economic condi-
tions appears to enhance the management of hypertension and improve the effec-
tiveness of antihypertensive therapy. The patients in this study were matched on
age, race, gender, and blood pressure history and randomly assigned to one of
three groups. The first group received routine hypertensive care from a physician.
In addition to routine hypertensive care, the second group also attended 12
weekly clinic meetings providing health education with regard to hypertension by
a health educator and nurse practitioner. In addition to routine hypertensive care,
the third group was visited by community health workers who had been recruited
from the immediate community and provided with one month of training to ad-
dress the diverse social and medical needs of persons with hypertension. These
outreach lay workers provided information on hypertension but also discussed
family difficulties, financial strain, and employment opportunities and, as appro-
priate, provided support, advice, referral, and direct assistance.

After seven months of follow-up, patients in the third group were more
likely to have their blood pressure controlled than patients in the other two
groups. In addition, those in the third group knew twice as much about blood
pressurc and werc more compliant with taking their hypertensive medication
than paticnts in the other two groups, and the good compliers in the third group
were twice as successful at controlling their blood pressure as good compliers in
the health cducation intcrvention group. Thus, even the effectiveness of the
pharmacological trcatment appecarcd to be enhanced in the group that also ad-
dressed the underlying stressful conditions of these hypertensive persons.

A study by Buescher and colleagues (1987) further illustrates how address-
ing underlying economic and social issues can improve the impact of medical
care. This study compared the effectiveness of two approaches to delivering
prenatal care in a population of predominantly black low-SES women in Guil-
ford County, North Carolina. One group received prenatal care at the county
health department. The other group received prenatal care from private practice
physicians. Women who received care from the community-based physicians
were twice as likely to have a low-birthweight baby, compared to those visiting
the health department. The health department’s prenatal care program attemptcd
to comprehensively address the medical and social needs of the pregnant moth-
ers. Prenatal care was provided by nurse practitioners, instead of physicians.
Time was devoted during prenatal care visits to counseling the women about
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nutrition and other aspects of personal care. As appropriate, referrals were made
to the Women, Infants and Children Program, which provides nutritional sup-
plements to poor women. These referrals, as well as missed clinic appointments,
were followed up aggressively. James (1993) argues that the positive cultural
features of this program may have been very important. It appears that the
county health department’s program offered low-income women an extended
network of social support, capable of meeting their needs in much the same way
that older, more knowledgeable women have traditionally guided and supported
young inexperienced mothers (James, 1993).

Adaptive Attributes of Disadvantaged Groups

One of the major paradoxes in U.S. population health is that African
Americans and Latinos are not as disadvantaged on some aspects of health as
their socioeconomic positions would lead us to expect. Thus, although African
Americans tend to have higher levels of ill health than whites for most indicators
of physical health and are also disadvantaged compared to whites on indicators
of subjective well-being such as life satisfaction and happiness (Hughes and
Thomas, 1998), they have comparable or better health status than whites for
other indicators of mental health. Community-based studies using measures of
psychological distress show an inconsistent pattern of black—white differences.
Some studies show that blacks have higher rates of distress compared to whites,
while other studies show higher rates of psychological distress for whites com-
pared to blacks (Dohrenwend and Dohrenwend, 1969; Neighbors, 1984; Vega
and Rumbaut, 1991; Williams and Harris-Reid, 1999). However, when rates of
psychiatric illness are considered, African Americans have comparable or lower
rates of mental illness than whites. In the Epidemiologic Catchment Arca Study
(ECA), the largest study of psychiatric disorders ever conducted in the United
States, there were very few differences between blacks and whites in the rates of
both current and lifetime psychiatric disorders. Anxiety disorders, especially
phobias, stand out as one area in which blacks had considerably higher rates
than Caucasians. In the National Comorbidity Study blacks do not have higher
rates of disorder than whites for any of the major classes of disorders (Kessler et
al., 1994). Instead, lower rates of disorders for blacks than whites are especially
pronounced for the affective disorders (depression) and the substance abuse dis-
orders (alcohol and drug abuse).

These findings emphasize the need for renewed attention to identify the
cultural strengths and health-enhancing resources within the black community.
Two social institutions—the family and the church—stand out as crucial for the
black population. Strong family ties and an extended family system are impor-
tant resources that may reduce some of the negative effects of stress on the
health of black Americans. At the same time, a recognition of the strengths of
black families should not be used to romanticize them as if they were a panacea
for a broad range of adverse living conditions. While these networks of mutual
aid and support do facilitate survival, they are also likely to provide both stress
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and support. Moreover, it is likely that cutbacks in government-provided social
services in recent years have increased the burdens and demands on the support
services provided by the black family. The black American church has been the
most important social institution in the black community. These churches have
historically been centers of spiritual, social, and political life. Black churches
may promote mental health by providing a broad range of social and human
services to the African-American community, serving as a conduit to the formal
mental health system, providing a base for friendship networks, and facilitating
collective catharsis and stress reduction through religious rituals and participa-
tion (Williams, 1998).

A second paradox is evident for Mexican Americans. In spite of high rates
of poverty and comparatively low levels of access to medical care, Mexican
Americans tend to have similar or better levels of health than the white popula-
tion. Moreover, across a broad range of health status indicators foreign-born
Hispanics have a better health profile than their counterparts born in the United
States. This pattern may reflect the impact of migration. Rates of infant mortal-
ity, low birthweight, cancer, high blood pressure, adolescent pregnancy, and
psychiatric disorders increase with length of stay in the United States for His-
panics (Vega and Amaro, 1994). It is likely that increasing length of stay and
greater acculturation of the Hispanic and Asian population will lead to worsen-
ing health. Early studies of acculturation found that rates of heart disease among
Japanese increased progressively as they moved from Japan to Hawaii to the
U.S. mainland (Marmot and Syme, 1976). As groups migrate from one culture
to another, immigrants often adopt the diet and behavior patterns of the new
culture. Several behaviors that adversely affect health status appear to increase
with acculturation. These include decreased fiber consumption, decreased breast
feeding, increased usc of cigarettes and alcohol—especially in young women,
driving under the influence of alcohol, and use of illicit drugs (Vega and Amaro,
1994). However, the association between acculturation, length of stay in the
United States, and the prevalence of disease may be complex. Migration studies
of the Chincse and Japanese show that the rates of some cancers, such as pros-
tatc and colon, increase when these populations migrate to the United States,
while the rates of other cancers, such as liver and cervical, decline (Jenkins and
Kagawa-Singer, 1994). Research is needed to identify the extent to which there
are specific aspects of culture that promote health and the strategies that may be
utilized to facilitate their maintenance over time.

Social and Economic Change and Policy as
Major Determinants of Health

i

For all the reasons discussed to this point, we believe the reduction of so-
cioeconomic and racial/ethnic disparities in health depends most on social
changes and public policies that reduce disparities in socioeconomic and ra-
cial/ethnic status, or more exactly, ensure that all citizens live under conditions
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that protect against disease and promote health. We would emphasize that we do
not believe that there is evidence that inequality or hierarchy per se produces
large social disparities in health, though it may always be a residual difference in
any situation of inequality. This is because socioeconomic and other forces of
advantage have diminishing returns to health. Thus, the issue is not reducing or
eliminating inequality, but reducing or eliminating the relatively severe social
and economic deprivations that still characterize the broad lower range (e.g.,
lower 25-50%) of the U.S. population in terms of socioeconomic and/or ra-
cial/ethnic status. The history of our own and other countries suggests that the
poor (and truly disadvantaged) need not always be with us, and that as their
conditions of life improve so does their health and hence also overall population
health.

Improvements in the status of the socioeconomically or racially/ethnically
disadvantaged can be made through the provision of either private or public
goods or a combination thereof. That is, we can ensure their access to education,
income, and other resources that allow them to obtain in the private market
housing, health care, and good living and working conditions productive of
health. Alternatively we can provide many of these as public goods. Different
societies at different times have chosen different mixes, but all have converged
on a mix of these strategies. How good is the evidence that they work to reduce
health disparities and promote population health? It is both better and worse than
we might expect or like.

Macrosocial Change and Health

Not to be ignored is the evidence of history that improvements in the edu-
cational, occupational, and income levels of populations have produced massive
improvements in population health that in turn improve the human capital ncc-
essary for further socioeconomic advancement (see Figure 4). This has included
the reduction of health disparities by socioeconomic position, gender, and/or
race/ethnicity. Not surprisingly, educational and cconomic devclopment arc
major priorities of less developed societies, and also of the developed countries.

Social Welfare and Health

Similarly, evidence from the more developed countries strongly suggests
that ensuring that the fruits of development are broadly distributed, especially to
the broad lower range of the population, assists in promotion of health. The risc
of Sweden and then Japan to the highest levels of population health in the world,
and the clearly reduced socioeconomic disparities in the case of Sweden, must
be significantly attributed to their emphasis on ensuring good conditions of life
for all, albeit via different mixes of social policy and provision of private and
public goods.
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More Focused Social Policies

One would like to have clearer evidence, however, that specific policies that
improve the social and economic status of disadvantaged groups also improve
their health. Unfortunately, we have not always evaluated the effects of such
policies, and rarely their health impacts, and this remains an agenda for futurc
research. However, limited and developing evidence is at least consistent with
our thesis.

At least one study from the evaluation of the negative income tax experi-
ments of the early 1970s shows positive effects on maternal and child health. In
a study of expanded income support, Kehrer and Wolin (1979) found that the
birthweight of infants born to mothers in the experimental income group was
higher than that of those born to mothers in the control group although neither
group experienced any experimental manipulation of health services. Improved
nutrition, probably a result of the income manipulation, appeared to have been
the key intervening factor. Evaluation of the long-term effects of early childhood
interventions, such as the Perry preschool study, also suggests long-term effects
on socioeconomic factors (median income and rates of home ownership) as well
as on other behavior and beliefs (e.g., staying in school, avoiding delinquency
and crime, achieving better jobs) that should promote health.

Major Exogenous Income Policies

An idcal test of our thesis would be the examination of social policies that
have markedly improved the economic status of all or some of the disadvan-
taged population. In the United States, two stand out. One is Social Security
which has provided an income support program for the elder portion of the
population that has, over time, lifted or kept most of them out of poverty. We
(Amo and House, in progress) have undertaken to see if one can find evidence
that Social Sccurity has also improved the health of the elderly. We have sought
to do so by cxamining the mortality experience of different adult age groups in
the population over the course of the century. We hypothesized that the two
largest exogenous income improvements from Social Security occurred first at
its inception in the late 1930s and second when it was indexed to inflation in the
late 1960s and early 1970s. Hence, we expected that one should see discontinu-
ous improvements in the health of the elderly, but not in other age groups, after
these two periods. Our initial results, shown in Figure 6, seem to us consistent
with this. We recognize that there may be other compelling explanations of
these two discontinuities, but we do not believe that others have or would have
predicted both of them ex ante or that other explanations can explain both as
well or as parsimoniously ex post. Further, these trends are consistent with the
evidence that socioeconomic differences in health are markedly reduced among
the elderly as compared to working-age adults (House et al., 1990, 1994). The
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other major income support program in our country has becn the camcd income
tax credit, but we know of no research on its effects and would ccrtainly sce
such research as a high priority for the future.

Investment in Public Goods and Infrastructure

Limited data also indicate that efforts to improve the public goods and in-
frastructures of communities improve the health of their residents. Some re-
search suggests that policy changes to improve neighborhoods can importantly
enhance health. Dalgard and Tambs (1997) provide findings from a 10-ycar
follow—up study of residents in five neighborhood types in Norway. This study
found that residents in a poorly functioning neighborhood that had experienced
dramatic change in its social environment over time reported improved mental
health 10 years later. The improvements in the neighborhoods included a new
public school, playground extension, establishment of a sports arena and park,
organization of activities for adolescents by the sports association of the munici-
pality, establishment of a shopping center with restaurants and a cinema, and a
subway line extension into the neighborhood. This effect was not explained by
selective migration. Similarly, an interventior. in England for a poorly function-
ing neighborhood also had dramatic effects (Halpern, 1995). Over a 2-year pe-
riod this intervention refurbished housing, with a special emphasis on making it
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safe and sheltered from strangers. Changes included improved traffic regula-
tions, improved lighting and strengthening of windows, enclosure of gardens for
apartments, closure of alleyways, and landscaping. In this project, residents were
involved in the planning process. A 1-year follow-up study, conducted after the
intervention had been in place, documented that the changes in the physical en-
vironment were associated with changes in the social environment and mental
health as well. That is, the contact between neighbors had increased and neigh-
bors reported more trust in each other. Levels of optimism and belief in the fu-
turc had increased, and residents felt a stronger identification with their neigh-
borhood. In addition, levels of anxiety and depression were significantly reduced
among residents. This study reveals that improvement in the quality of life in a
neighborhood can increase both the quality of social interaction or cohesion and
health (see Paper Contribution I).

The Case of Racial/Ethnic Disparities

Racial/cthnic disparities in health should clearly be reduced by policies that
reduce absolutc and relative socioeconomic deprivation. However, they also
nced special approaches, obviously not aimed at changing race/ethnicity per sc,
but, rather, at changing the way race/ethnicity and associated racial/ethnic status
are socially defined and constructed. Again, available evidence suggests there
arc reduced racial/ethnic disparities in health. Mullings (1989) has suggested
that the civil rights movement, for example, had important positive effects on
black health. By reducing occupational and educational segregation, it improved
the SES of at lcast a scgment of the black population and also influenced public
policy to make health carc accessible to larger numbers of people. Consistent
with this hypothesis, onc study found that between 1968 and 1978, blacks expe-
rienced a larger decline in mortality rates (on both a percentage and absolute
basis) than whites (Cooper ct al., 1981).

CONCLUSION

We hopc this paper has produced an appreciation that socioeconomic and
racial/ethnic disparitics in health arc the product of a broad and complex system
of social stratification that will continue to structure the experience of and expo-
surc to virtually all behavioral and psychosocial risk factors to health, hence
producing large, persistent, and even increasing socioeconomic and racial/ethnic
disparities in health. These health disparities largely explain why the United
States increasingly lags behind other developed and even less developed nations
in lévels of population health, with the most disadvantaged portions of our
population characterized by levels of population health comparable to some of
the least developed nations in the world.

Socioeconomic and racial/ethnic disadvantages affect almost all forms of
disease; almost all behavioral, psychosocial, and environmental risk factors pro-
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ducing these diseases; and also access to the most appropriate and effective
forms of medical care. These effects are persistent over time. Thus, as the major
public health problems of society and the risk factors producing them change,
they still will be more incident and prevalent among lower socioeconomic
classes. Thus, intervening in or changing one or a few major risk factors for
health (including inadequate medical care) can have only a limited effect on
socioeconomic and racial/ethnic disparities in health, though this effect is clearly
enhanced if interventions or changes are attentive to the broader social forces
that produce these disparities.

The greatest past accomplishments and future potential for reducing socio-
economic and racial/ethnic disparities in health and improving overall popula-
tion health involve improving socioeconomic status and reducing invidious ra-
cial/ethnic distinctions themselves, especially among the more disadvantaged
portions of the population. Thus, economic growth and development and prog-
ress toward greater racial/ethnic equality have had and can have dramatic effects
on individual and population health, especially if these changes impact the more
disadvantaged socioeconomic and racial/ethnic groups in our society.
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