
 PUBLIC HEALTH MATTERS 

Copyright 2008 American Public Health AssociationS38 | Racism and Health

This article provides an overview of the magnitude of and trends in racial/ethnic
disparities in health for women in the United States. It emphasizes the importance
of attending to diversity in the health profiles and populations of minority women.
Socioeconomic status is a central determinant of racial/ethnic disparities in health,
but several other factors, including medical care, geographic location, migration and
acculturation, racism, and exposure to stress and resources also play a role. There
is a need for renewed attention to monitoring, understanding, and actively seeking
to eliminate racial/ethnic disparities in health. (Am J Public Health. 2002;92:588–597)
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An examination of age-adjusted mortality
rates for all causes by race/ethnicity for
women reveals that despite declining death
rates over time, African Americans have con-
sistently had higher mortality rates than
Whites.3 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 availability for racial/ethnic groups
other than Black and White. Nationally re-
ported data for American Indians and
Asians/Pacific Islanders are available 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 in 1995 to all 50 states and the District of
Columbia in 1997.3

American Indian women have mortality
rates that are comparable to those of their
White counterparts in nationally reported
data.3 However, mortality data from the In-
dian Health Service (covering American Indi-
ans who live on or near reservations) reveal
that between 1955 and 1993 the American
Indian–White mortality ratios declined but
remained large for some causes of death,
such as accidents, homicide, tuberculosis, and
alcoholism, and increased for others, such as
diabetes, liver cirrhosis, and suicide.4 Asian
American and Hispanic women had mortality
rates that were lower than those of their
White peers in the first year of available data,
and both of these groups have maintained
this advantage over time. Across all racial/
ethnic categories, the mortality rates for

women are considerably lower than those for
men, but the minority–White mortality ratio
for women is very similar to that of men. 

The quality of mortality data is much bet-
ter for Blacks and Whites than for the other
racial/ethnic groups, owing to a substantial
undercount in the numerator that understates
officially reported mortality rates for Ameri-
can Indians, Asians/Pacific Islanders, and His-
panics.5,6 For example, Sorlie and colleagues7

compared self-reported race from a personal
interview with the race of the decedent as re-
corded on the death certificate. Race on the
death certificate is typically based on observa-
tion or proxy reports. High agreement from
both sources was evident for Blacks and
Whites, but 1 in 4 American Indians and 1
in 5 Asians/Pacific Islanders were classified
as belonging to another race (mainly White)
on the death certificate. Ten percent of self-
identified Hispanics were misclassified as
non-Hispanic.

Racial and ethnic disparities in the severity
and course of disease also contribute to ob-
served disparities in disease prevalence and
mortality. Black–White differences in survival
rates from cancer illustrate this.3 Between
1974 and 1979, 57% of White females, com-
pared with 47% of their Black counterparts,
had a 5-year survival rate for cancers from all
sites. Data for 1989 to 1995 revealed that
the 5-year cancer survival rate increased
modestly for White females, to 63%, and
only slightly for Black females, to 49%. Thus,
the racial difference for cancer survival in-
creased from 10 percentage points in the ear-
liest period for which data are available to 14
percentage points in the most recent one. 

There is some variation by specific types of
cancer. Racial differences for breast cancer
are considerably larger than those for lung
cancer and colon cancer. The case of breast
cancer is instructive because, compared with
Black women, White women have a higher
incidence rate but a lower mortality rate.

Race/ethnicity, gender, and socioeconomic
position are 3 social status categories that
lead to the differential distribution of health
risks and thus to variation in the rates of dis-
ease in society.1,2 In this article I provide an
overview of racial/ethnic disparities in health
for US women. I discuss the role of socioeco-
nomic status (SES) in accounting for these
disparities and the complex interactions be-
tween race/ethnicity and SES in affecting
women’s health. Finally, I highlight the ways
in which other social structures and processes
affect the distribution of disease among
American women.

RACIAL/ETHNIC DIFFERENCES IN
HEALTH

In the United States, as in other industrial-
ized societies, women have higher levels of
multiple indicators of morbidity but lower
rates of mortality than men. In 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 years).3 Disaggregation of these
data by racial and ethnic status was provided
only for Blacks (African Americans) and
Whites. The gender difference of 7.2 years
within the African American population
(74.8 vs 67.6) was larger than the 5.5-year
gender difference for Whites (80 vs 74.5).
Thus, although women of both racial groups
outlive their male counterparts, White women
have a life expectancy at birth that exceeds
that of their Black peers by 5.2 years. 
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There are racial differences in cancer stag-
ing; Black women are likely to have more ad-
vanced cancer at the time of diagnosis than
their White peers. However, poorer stage-
specific survival rates are also evident for
Black compared with White women.8 Not
surprisingly, between 1989 and 1995, the
5-year-survival rate for breast cancer was
71% for African American females and 86%
for White females. 

Comorbid chronic illnesses disproportion-
ately affect minority women, and the sequelae
of multiple illnesses are worse for at least
some minority populations than for Whites.
Among persons with diabetes, both male and
female African Americans are more likely
than their White counterparts to become
blind, to become amputees, to develop end-
stage kidney disease, and to die of diabetes.9

Similarly, hypertension is more strongly asso-
ciated with the development of renal disease
for American Indians and African Americans
than for Whites.10 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 events
are more often fatal for this population.11

DIVERSITY OF HEALTH PROFILES

The 10 leading causes of death in 1998
for women in each of the major racial/ethnic
populations illustrate that there is variation in
the major health challenges faced by these
groups.3 These data also hint at some of the
morbidity challenges facing US women. Coro-
nary heart disease and cancer, in that order,
are the 2 leading causes of death for all women
in the United States except Asian/Pacific
Islander women, for whom the order is re-
versed. Accidents and unintentional injuries
are the third leading cause of death for Amer-
ican Indian women, unlike all other women,
for whom cerebrovascular disease is third. 

Hypertension is a common chronic disease
that is a major risk factor for both coronary
heart disease and cerebrovascular disease.
Rates of hypertension are 1.8 times higher for
African American than for White women.3

Mexican American, Puerto Rican, Native Ha-
waiian, and American Indian women also-
have rates of hypertension that are higher
than those of their White counterparts.9

Filipina women aged 50 years and older in
California exhibit a rate of hypertension that
is slightly higher than that of similarly aged
African American women.9

Diabetes, a chronic condition that can have
an important negative impact on the quality
of life, is the fourth leading cause of death for
African American, American Indian, and His-
panic 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.3 One
third of Native Hawaiian women are diabetic,
and the highest prevalence of diabetes in the
United States has been observed for Yaqui In-
dian women.9 In this population 50% of
women aged 35 to 54 years and 92% of
women aged 55 to 64 years have diabetes. 

There are also several conditions that are
among the 10 leading causes of death for
only one population. Suicide is a leading
cause of death (ranked 8th) only for Asian/
Pacific Islander women. HIV/AIDS is a lead-
ing cause of death (ranked 10th) only for Af-
rican American women, congenital anomalies
(ranked 10th) only for Hispanics, and Alz-
heimer disease (ranked 8th) only for Whites.
The leading causes of death for all racial/
ethnic groups vary markedly by age, such that
a consideration of racial/ethnic differences
across major age groupings would reveal an
even more complex pattern of heterogeneity. 

Table 1 illustrates the complex pattern of
racial/ethnic disparities in health for women
by presenting age-adjusted mortality rates for
Whites and minority–White ratios for selected

causes of death. Several points are note-
worthy. First, all of the non-Black minority
populations have markedly lower death rates
than Whites for heart disease and cancer,
the 2 leading causes of death in the United
States. This is a key contributor to the lower
death rates for these populations for all-cause
mortality. Second, like African Americans,
American 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 minority women
for some causes of death. Mortality from
chronic obstructive pulmonary disease is
higher for White women than for all minority
women. This probably reflects the earlier
onset and increased rates of cigarette smoking
among White women.12 African American
and Hispanic women also have markedly
lower rates of suicide than White women.
Finally, 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-
ized by considerable diversity. Data on cancer
incidence provides a unique glimpse of the
heterogeneity within the Asian/Pacific Is-
lander category.13 For example, Vietnamese

TABLE 1—Age-Adjusted Mortality Rate (per 100000) for Non-Hispanic Whites and
Minority–White Ratios for Selected Causes of Death: Women in the United States,
1996–1998

Black-White AmI-White API-White Hispanic-White
Cause White Rate Ratio Ratio Ratio Ratio

Heart disease 91.3 1.63 0.80 0.54 0.70

Cancer 108.0 1.21 0.70 0.58 0.60

Homicide 2.2 4.27 2.23 0.95 1.54

HIV/AIDS 0.8 18.75 1.38 0.38 5.00

Suicide 4.7 0.40 1.13 0.70 0.40

Pulmonary disease 19.2 0.68 0.62 0.27 0.35

Note. AmI=American Indian/Alaska Native; API=Asian/Pacific Islander.
Source. National Center for Health Statistics.3
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women have a rate of cervical cancer that is
considerably higher than that of both Black
and White women and about 6 times that of
Japanese and Chinese women. Similarly,
breast cancer incidence for Native Hawaiian
women is higher than that of African Ameri-
can women and more than twice that of Ko-
rean and Vietnamese women. 

There has been limited attention to diver-
sity within the Black population, but some re-
search suggests there may be important
health status variations within this group as
well. For example, Fruchter and colleagues14

found that among Black women, American-
born and Haitian-born women had higher
rates of cervical cancer than women from the
English-speaking Caribbean, but both immi-
grant groups had lower rates of breast cancer
than American-born Black women. Variations
within the Black population of the United
States have also been reported for birth out-
comes15 and mental health.16

Similarly, an overall health statistic for His-
panic women hides the heterogeneity that ex-
ists among Latinas. For multiple causes of
death, Puerto Rican women have higher mor-
tality rates than other Latinas.17 Considerable
heterogeneity also exists for multiple health
behaviors. For example, in 1998, 74% of His-
panic women received prenatal care during
the first trimester of pregnancy, compared
with 88% of non-Hispanic Whites and 73%
of Blacks.3 However, first-trimester prenatal
care use ranged from 92% for Cubans to
73% for Mexican Americans. Smoking during
pregnancy is another example. Only 4% of
Hispanic mothers smoked during pregnancy
in 1998, compared with 16% of non-
Hispanic Whites, 10% of African Americans,
and 20% of American Indians.3 However,
smoking rates varied from 2% for Central
and South Americans and 3% for Mexican
Americans to 11% for Puerto Ricans.

UNDERSTANDING RACIAL/ETHNIC
DISPARITIES IN HEALTH

Early research on racial differences in
health in the United States viewed racial cate-
gories as capturing biological homogeneity
and racial disparities in health as genetically
determined.18 There is growing recognition
that it is scientifically untenable to view race

as capturing biological divisions within
human populations.19–22 Our racial categories
are more alike than different in terms of bio-
logical characteristics and genetics, and they
do not capture patterns of genetic variation
well. Thus, it is not biologically plausible for
genetic differences alone to play a major role
in racial/ethnic differences in health.23 Bio-
logical factors (including genetic ones) may,
nonetheless, play a small role in accounting
for population differences in health. Biology is
not static but adapts over time to the condi-
tions of the environment. Thus, for racial/
ethnic groups living under different environ-
mental conditions, interaction between biol-
ogy and socially determined exposures can
lead to adaptations that may contribute to
population differences in health.

SOCIOECONOMIC STATUS 
AS A DETERMINANT OF HEALTH
DISPARITIES

A growing body of research is focusing on
the social context of minority women as re-
flected in their socioeconomic position. SES is
a term conventionally used to refer to an indi-
vidual’s or group’s location in the structure of
society that determines differential access to
power, privilege, and desirable resources. SES
is typically assessed by income, education, or
occupational status. The major racial/ethnic
categories in the United States capture differ-
ences in socioeconomic circumstances, and
SES plays a large role in accounting for dis-
parities in health.

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

States, stratified by income. There are marked
racial differences on these 2 indicators of
health status; White women have lower levels
of both hypertension and overweight than
their Black and Mexican American counter-
parts. Rates of hypertension are about 1.8
times as high for Black women than for
White women, and both African American
and Mexican American women are more than
1.5 times as likely to be overweight as White
women.

Several patterns are evident in these data.
First, income is strongly linked to hyperten-
sion for Black and White women and to over-
weight for White and Mexican American
women. Women with lower levels of income
have worse health than their economically fa-
vored counterparts. However, income was un-
related to hypertension for Mexican Ameri-
can women and was not strongly associated
with overweight for African American
women.

Second, despite the truncation of the high-
end of income, differences in hypertension
rates by income within the Black and White
populations are almost as large as the overall
Black–White differences. It is frequently ob-
served, for multiple indicators of health sta-
tus, that differences between socioeconomic
categories within a race are larger than differ-
ences between races.24–26 Third, racial differ-
ences persist at every level of SES, emphasiz-
ing that race is more than SES. This pattern
of findings may reflect complex interactions
between racial/ethnic status and migration
history or culture, long-term effects of expo-
sure to social and economic adversity during
childhood, independent contributions of insti-
tutional and individual discrimination, or the

TABLE 2—Age-Adjusted Rates for Hypertension and Overweight, by Race/Ethnicity and
Average Annual Income: Women in the United States Aged ≥20 Years, 1988–1994

Hypertension,% Overweight,%
Mexican Mexican

Income Level White Black American White Black American

All (ages 20–74 only) 19.3 34.2 22.0 32.5 53.3 51.8

Poor 30.2 39.9 24.5 42.0 55.0 54.9

Near poor 23.9 35.9 22.4 36.6 51.0 48.7

Middle/high income 20.2 30.0 25.2 30.0 52.4 45.3

Source. National Center for Health Statistics.85
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noncomparability of SES indicators across
racial/ethnic populations.27,28

Thus, although SES is, almost universally, a
central determinant of variations in health,29

its effects are conditioned by the presence of
other factors. The interplay of migration with
SES may underlie 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.30 It is unclear
whether this pattern reflects a healthy-
immigrant effect, protective effects of an im-
migrant’s culture, or differences in the histori-
cal time period between Mexico and the
United States in the secular distribution of hy-
pertension and other risk factors for heart dis-
ease. The Mexican American population has
a large number of immigrants who are low in
SES but in relatively good health. At the
same time, several health behaviors that ad-
versely affect health status and the prevalence
of multiple health conditions increase with ac-
culturation and length of stay.31

The absence of an association between
overweight and income for Black women
highlights the need to better understand the
role of culture and interactions between cul-
tural orientations and social conditions. Some
evidence suggests that Blacks have more tol-
erant attitudes toward obesity.32 It is possible
that such a cultural preference could lead to
culturally normative elevated rates of over-
weight among all Black women and thus
dampen the expected tendency for income to
predict variations in weight.

Alternatively, the absence of a pattern of
overweight by income could reflect the im-
pact of the social and economic characteris-
tics of the communities in which African
American women reside. Irrespective of
household income, Black women are more
likely than women of other racial groups to
reside in highly segregated neighborhoods
with a greater concentration of poor per-
sons.33,34 These communities tend to have
limited exercise facilities and reduced oppor-
tunities to engage in physical exercise under
conditions of assured safety. Moreover, in ad-
dition to having high rates of poverty, Black
women are also more likely than women of
other groups to be single parents. The combi-
nation of these factors can lead to high levels

of stress and create constraints on time, finan-
cial resources, and access to exercise facilities
that can lead to lower levels of leisure-time
physical activity.35

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 cigarette smoking is strongly pat-
terned 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 smoke.
Within each racial group, the differences by
economic status are large, much larger than
the overall difference between races.

At each economic level, African American
women report markedly lower levels of smok-
ing than similarly situated Whites. This differ-
ence 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 comparable proportions of smokers
among Black and White women overall re-
flects the fact that, compared with their White
counterparts, Black women are overrepre-
sented among the poor and underrepresented
among middle- and high-income persons. 

Infant mortality rates are strongly pat-
terned by educational level for both Black

and White women, with increasing years of
education predicting lower levels of infant
mortality. Among Whites, women who did
not complete high school have an infant mor-
tality rate that is 2.4 times the rate of women
who graduated from college. Similarly, among
African 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
level of education is striking. Infants born to
Black women in the lowest education cate-
gory are 1.7 times as likely to die before their
first birthday as are infants born 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–White ratio for infant mortal-
ity increases with level of education: Black
college graduates have an infant mortality
rate that is 2.7 times 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.27,28 That is, there

TABLE 3—Black–White Differences in Cigarette Smoking and Infant Mortality,
by Socioeconomic Status Indicators: Women in the United States, 1995

White Black Black–White Ratio

Cigarette smokers,%,by income levela

All 23.6 22.8 0.97

Poor 38.6 29.3 0.76

Near poor 31.6 24.9 0.79

Middle/high income 22.2 15.7 0.71

Infant mortality rate,by maternal educationb

<12 y 9.9 17.3 1.74

12 y 6.5 14.8 2.28

13–15 y 5.1 12.3 2.41

≥ 16 y 4.2 11.4 2.71

aAge-adjusted, age 18 years and older.
bWomen aged 20 years and older.
Source. National Center for Health Statistics.85
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are group differences in the very nature of
SES that make all of the standard SES indica-
tors noncomparable across race. In this arti-
cle, I provide details on racial/ethnic differ-
ences in wealth and income for given levels
of education, but similar disparities also exist
for the quality of education, the purchasing
power of income, the stability of employment,
and the health risks associated with working
in particular occupations.27

Racial/ethnic differences in wealth are con-
siderably larger than those in income, and fo-
cusing only on income understates the racial/
ethnic disparities in economic status. For ex-
ample, in 1995, the median wealth (net
worth) of White households, $49030, was al-
most 7 times that of Black ($7073) and His-
panic ($7255) households.36 These differ-
ences persist at every level of income. White
households in the lowest quintile of income
had a net worth of $9720, compared with
$1500 for Blacks and $1250 for Hispanics.
At the highest quintile of income the net
worth was $123781 for White, $40866 for
Black, and $80416 for Hispanic households.
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.37

Among men, the income returns for a
given level of education are large, with Black
and Hispanic males at every level of income
earning considerably less than their similarly
educated White counterparts.38 In contrast,
there are only small differences among
women in personal earnings at various levels
of education (Table 4). These data mask racial
differences in pay.

Analyses of weekly earnings of Black and
White women between 1967 and 1997 re-
veal that the Black–White gap in pay nar-
rowed in the 1960s and early 1970s but has
widened since the early 1980s.37 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 women are employed
in managerial and professional occupations,
a high percentage of Black, Hispanic, and
American Indian women are employed in
service occupations. 

Black families have historically relied more
heavily on women’s earnings than do other
families, and the proportion of female-headed
households is highest among Blacks. These
racial differences in marital status, and thus in
the number of adults contributing to the
household income, mean that focusing only
on personal income understates racial differ-
ences in the flow of economic resources into

the household. Table 4 shows median house-
hold income by years of education for White,
Black, and Hispanic women. The racial/ethnic
differences in income are now marked. At
every level of education, Black and Hispanic
women earn considerably less than Whites of
similar education. Blacks earn less than His-
panics, and the differences between Blacks
and Whites are especially large. For example,
Black high school graduates earned 64 cents,
and college graduates 74 cents, for every dol-
lar in total household income earned by simi-
larly educated White women.

These data highlight the critical need to
comprehensively assess SES in its multiple di-
mensions and trace its health consequences
across the life course. Recent research on eco-
nomic hardship highlights the fact that there
are important racial differences in economic
circumstances that are not captured by the
traditional measures of SES. Data from the
Survey of Income and Program Participation
indicated that even after controlling for SES
(income, education, transfer payments, home
ownership, and employment status) and de-
mographic factors (age, sex, marital status,
children, disability, health insurance, and resi-
dential mobility), African Americans were
more likely than Whites to experience 6 of 9
hardships examined.39 That is, they were
more likely to report being unable to meet es-
sential expenses, being unable to pay full rent
or mortgage, being unable to pay full utility
bills, having had utilities shut off, having had
telephone service shut off, and having been
evicted from apartment or home. 

Part of this difference in economic hardship
is driven by the geographic location of minor-
ity women and the resulting cost of housing.
African American, Hispanic, Asian, and
American Indian households are nearly twice
as likely as non-Hispanic White households to
spend 50% or more of their income on hous-
ing costs.37 Housing expenditures of less than
30% of income are considered affordable or
desirable. High housing costs limit a house-
hold’s ability to procure other necessities.

TRENDS IN ECONOMIC AND HEALTH
DISPARITIES

Analysis of trends in Black–White inequal-
ity in economic status and health over the last

TABLE 4—Personal and Household Income ($) of Non-Hispanic White, Black, and Hispanic
Women: United States, 1996

Non-Hispanic White Black Hispanic

Education Personal earnings

≤ 8 y 8 056 9 694 9 392

9–11 y 10 666 10 369 10 360

12 y 15 701 15 050 14 146

Some college 18 183 19 640 16 386

Associate degree 21 727 22 020 20 515

Bachelor’s degree 26 703 27 534 26 454

Professional degree 46 307 27 323 38 602

Education Household income

≤ 11 y 18 471 13 100 19 310

12 y 37 000 23 556 32 000

13–15 y 45 510 33 162 38 000

Bachelor’s degree or more 64 007 47 100 56 765

Source. Personal earnings are from the US Bureau of the Census38; household income is from the National Center for Health
Statistics.85
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50 years reveals that racial disparities in
health are sensitive to changes in racial in-
equality in economic circumstances. During
the 1960s and early 70s, the civil rights
movement led to improvements in the politi-
cal and economic situation of Blacks and a
narrowing of the Black–White gap in
income.40 Between 1968 and 1978, African
American men and women aged 35 to 74
years had a larger decline in overall mortality
than Whites in the same age group, on both a
percentage and an absolute basis.41 This pat-
tern was evident across multiple causes of
death. For example, the mortality rate for
Black women declined by 538 deaths per
100000 population, compared with a decline
of 186 deaths for White women. This was a
29% change in mortality rates for Black
women and a 17% change for White women.

However, the narrowing of the Black–
White economic gap stalled in the mid-1970s
and widened in the early 1980s.40 The
health of poor women and their children
worsened in 20 states in the wake of the
budget cuts in health and social service
spending by the Reagan administration in the
early 1980s.42 Similarly, access to health care
declined and levels of blood pressure increased
among persons terminated from Medicaid in
the state of California.43

Not surprisingly, the health of African
American men and women declined relative
to that of Whites between 1980 and 1991.44

For example, the Black–White ratio for in-
fant mortality for females increased from 2.0
in 1980 to 2.3 in 1991, and the Black–
White gap in life expectancy for females in-
creased from 5.6 years in 1980 to 5.8 years
in 1991.

Analyses of the health status of poor Black
and White populations during this same time
period also document worsening health for
Blacks at the local level in multiple loca-
tions.45 For example, between 1980 and
1990, the annual death rate and annual ex-
cess deaths for Blacks compared with Whites
increased for Black women in Harlem, New
York City; the South Side of Chicago, Illinois;
the Louisiana Delta; and the “Black belt” of
Alabama. At the same time, both the annual
death rate and the annual excess number of
deaths declined slightly for Black women in
central Detroit, Mich, suggesting the need to

understand the determinants of variation at
the local level.

UNDERSTANDING RACIAL/ETHNIC
DISPARITIES IN HEALTH

Understanding the differential distribution
of health outcomes across racial/ethnic, gen-
der, and socioeconomic groups requires
greater attention to how historical, social,
economic, political, and cultural structures
and processes shape health-damaging and
health-enhancing factors that are typically
measured at the level of the individual. Med-
ical care, geographic location, migration and
acculturation, stressors and resources, and
racism are promising areas for further unrav-
eling the complex ways in which the social
position of minority women is linked to
health consequences.

Medical Care
Renewed attention to research and policy

is needed to understand the role that medical
care can play in reducing racial/ethnic dispar-
ities in health and to make a new commit-
ment to improving the quality of care for all
Americans. Medical care makes a limited con-
tribution to population differences in-
health.46,47 A US surgeon general’s report
concluded that medical care explains only
10% of variation in health status.48 However,
medical care may have a greater impact on
the health status of vulnerable populations,
such as racial/ethnic minorities and low-SES
groups, than on the population in general.49

Medical care may be an especially important
health-protective resource in the context of
multiple vulnerabilities.

Minority women face many challenges
when it comes to medical care, and they
often have a greater need for medical care
owing to higher levels of morbidity and co-
morbidity. Many racial/ethnic minority popu-
lations have lower levels of access to medical
care in the United States than do Whites.
Compared with White women, minority
women are less likely to be insured, to have
employer-based private insurance coverage,
and to have insurance coverage through a
spouse’s employment, and they are more
likely to have public health insurance cover-
age.9 They are also more likely than White

women to receive care in less than optimal
organizational settings (such as the emer-
gency room) and to lack continuity in the
health care received.

A recent analysis of racial/ethnic differ-
ences in access to and use of health services
between 1977 and 1996 concluded that the
Black–White gap has not narrowed over time
and the gap between Hispanics and Whites
has widened.50 Moreover, this study found
that even if income and health insurance cov-
erage were equalized, racial/ethnic differ-
ences in ambulatory care would not be elimi-
nated, because one half to three quarters of
these disparities are not accounted for by
these factors.

The Indian Health Service is a federal
agency that provides direct and contract
health care services to American Indians who
live on or near reservations. The agency has
been successful in improving the access of
American Indians and Alaska Natives to pre-
ventive services such as immunizations and
prenatal care,51 but persisting shortfalls in fed-
eral funding and other challenges limits its
ability to meet all of the health care needs of
its target population.52

A large body of evidence documents per-
vasive racial/ethnic disparities in the diagno-
sis and treatment of minority persons once
they enter the US health care system. These
disparities exist across a broad spectrum of
therapeutic interventions, ranging from high-
technology procedures to the most elemen-
tary forms of diagnostic 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 facility.53,54 Moreover, they exist in
contexts such as Medicare and the Depart-
ment of Veterans Affairs health system, where
differences in economic status and insurance
coverage are minimized. Thus it is likely that
greater access to more continuous preventive
care and timely and appropriate secondary
and tertiary care, from concerned providers,
can have an important effect on reducing
racial/ethnic disparities in health.47

Place and Health
Place is a neglected but critical factor af-

fecting the health of populations. A recent
analysis of poor Black and White populations
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in rural and southern locations and in north-
ern urban areas documented an important in-
teraction among poverty, race, and place.45

Although African American men and women
in rural and southern locations faced eco-
nomic conditions that were similar to or
worse than those of Black populations in
northern urban areas, they enjoyed substan-
tially better health. A similar pattern was evi-
dent for Whites. In fact, the health profile of
poor Whites in some northern urban areas is
comparable to that of more economically dis-
advantaged Blacks in the South.

For example, the 1990 mortality rate of
428 per 100000 population for White
women in Detroit, Mich, was comparable to
mortality rates for Black women in east North
Carolina (421 per 100000) and in the “Black
belt” of Alabama (425 per 100000). Simi-
larly, Puerto Rican residents of New York City
have higher coronary heart disease mortality
than Puerto Ricans living in Puerto Rico and
Puerto Rican–born persons elsewhere in the
United States.55 At present it is not clear
whether the patterning of health by place re-
flects the deterioration of social services and
the health infrastructure in some urban con-
texts or the presence of resources, such as a
less sedentary and stressful lifestyle and
greater social cohesion, in rural areas.45

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 acculturation relate to each other
and combine to affect the health of immi-
grants. While immigrants of all racial/ethnic
groups have lower infant and adult mortality
than their US-born counterparts,56,57 these
patterns are complex and not well under-
stood. A good health profile for immigrants
may reflect the tendency for immigrants to
be selected on the basis of good health or it
may reflect a return of at least some ill immi-
grants to their home countries, but these fac-
tors alone do not explain the health profile of
immigrants.58

Moreover, better 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 foreign-born Black and Hispanic women

and foreign-born Asian women had higher
pregnancy-related deaths than White women
in the United States.59 In addition, Hispanic
and Asian immigrant women had higher
pregnancy-related mortality rates than their
US-born counterparts. Levels of maternal
mortality were especially high for Black
women; the pregnancy-related mortality risk
of both US-born and foreign-born Black
women was 4 times as high as that of White
women.

Similarly, although Hispanic women have
lower levels of infant mortality than White
women, women of all Hispanic immigrant
groups have a higher risk of low birthweight
and prematurity than do Whites.60 Analysis
of a half century of longitudinal mortality
data reveals that for both Mexican immigrants
and persons born in the United States of Mex-
ican ancestry, there is a general convergence
over time with the health pattern of the
White population.61 Similarly, the advantage
in coronary heart disease mortality for Puerto
Ricans on the mainland appears to be declin-
ing over time.55

Clearly, the associations between migra-
tion, acculturation, and health are complex.
Migration studies of the Chinese and Japanese
show that rates of some cancers (e.g., colon
cancer) increase when these populations mi-
grate to the United States, while rates of other
cancers (e.g., liver and cervical cancer) de-
cline.62 There is clearly a need to carefully
and systematically delineate the harmful and
protective factors resident in both immigrant
and host cultures and to 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 characterization of the stressors and re-
sources that may have consequences for
health.63 This will require a greater emphasis
on a life-course approach that seeks to un-
derstand the ways in which resources and
adversity accumulate over the lifetime to af-
fect adult health. It will also require greater
attention to stressors that are linked to the
status of women in society. This includes ex-
amination of the physical and mental health
consequences of exposure to physical, sexual,

and emotional abuse in childhood and ado-
lescence and to the fear of violent victimiza-
tion and actual experiences of victimization,
both within and outside the home, over the
lifespan.64,65

At present, we do not clearly understand
how the conditions, contexts, burdens, and
demands of the multiple-gendered roles that
women occupy in society lead to the accumu-
lation of particular configurations of risks and
resources that affect their health status.12

Analyses of state-level data in the United
States reveal that higher levels of political and
economic status for women are associated
with lower morbidity and mortality.66

The lower rates of morbidity and mortality
that women of all minority groups experience
for selected health outcomes 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 some of the negative effects of
stress in the lives of minority women. For ex-
ample, religious involvement and participa-
tion can provide supportive social relation-
ships, tangible economic resources, comfort in
times of trouble, motivation and support for
engaging in healthy behaviors, and belief sys-
tems that provide meaning and understand-
ing.67–71 However, researchers and practition-
ers should recognize that social relationships
and religious involvement can provide both
stress and support, and the negative as well as
the positive aspects of these potential re-
sources should be assessed.

Racism
Future research on minority women must

also give greater attention to the ways in
which racism can affect their health. Institu-
tional discrimination plays an important role
in restricting economic opportunity for minor-
ity women and thus, indirectly, is a key deter-
minant of adult socioeconomic status.34 Racial
residential segregation, a key institutional
mechanism of racism, may play a critical role
in shaping the adverse health consequences
linked to residential location. 

In addition, a growing body of research
suggests that subjective experiences of
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discrimination are an important factor in the
lives of minority women that may adversely
affect physical and mental health.72–75 Some
research suggests that such experiences of dis-
crimination make an incremental contribution
to explaining racial differences in health sta-
tus after SES is considered.76,77 However, the
study of racism and health is still in its in-
fancy, and research is needed that will com-
prehensively assess racism at its multiple lev-
els of operation and rigorously identify the
mechanisms and processes by which it can af-
fect health.78–83

CONCLUSION

Like many researchers in this field, in this
article I have consistently used White women
as the group against which to compare the
health experience of minority women in the
United States. In race-conscious societies,
such comparisons yield useful data, but their
limits should be explicitly acknowledged,
since the health status of White women is not
an optimal benchmark. For example, the in-
fant mortality rate for non-Hispanic Whites
was 6.1 per 1000 live births in 1996. Nine-
teen countries had infant mortality rates for
that year that were lower than that of US
Whites. Similarly, in 1995, women in 15
countries had longer life expectancies than
79.6 years, which was the life expectancy for
White women in the United States.3

Thus, despite leading the world in ab-
solute and per capita spending on medical
care, the United States does not provide
readily achievable levels of health status to
even its most advantaged citizens. There is a
need for a renewed commitment not only to
eliminating racial/ethnic disparities in health
care but also to improving the access of all
Americans to continuous and comprehensive
preventive care.

However, interventions in health care
alone will neither eliminate social inequalities
in health nor facilitate optimal levels of popu-
lation health.47,84 The health of minority
women is to an important extent a product of
their location in larger historical, geographic,
sociocultural, economic, and political contexts.
Thus, policies that target and change existing
social arrangements can improve the living
circumstances and health of minority women.

For example, almost half of all minority
children are growing up in poverty.85 Living
in a single-parent household is a strong deter-
minant of exposure to poverty in the United
States, but this association is not inevitable.
Twenty-one percent of all children in Sweden
are in single-parent families, compared with
19% in the United States.86 However, 55% of
American children in single-parent house-
holds are growing up poor, compared with
7% of Swedish children in single-parent
households.86 Social policies in Sweden pro-
vide a safety net for vulnerable children.

Improving population health and eliminat-
ing racial/ethnic and socioeconomic inequali-
ties in health will require a redefinition of
health policy to include all societal policies
that directly or indirectly affect health and a
new commitment to policy changes in a
range of areas, including income, education,
employment, housing, transportation, and
agriculture.87,88

Attention to identifying and addressing the
fundamental social determinants of health
should not obscure the importance of identi-
fying the specific physiological mechanisms
and pathways that link social exposures to
health and illness. Research is needed to iden-
tify how biological factors linked to sex and
social factors linked to gender combine with
experiences linked to specific racial and eth-
nic statuses to create particular biological
risks and realities. Promising models for un-
derstanding and studying these complex
processes have been proposed.83,89

Finally, some have suggested that the time
has come to abandon the assessment of race
in public health research and surveillance.90

However, the data reviewed here indicate
that racial/ethnic status remains an important
predictor of variations in both the living cir-
cumstances and the health of American
women. It is necessary not only to continue
collecting racial/ethnic data but also to assess
these social status categories in their full di-
versity, with greater attention to assessing the
specific factors linked to race/ethnicity that
might affect health and appropriately inter-
preting racial/ethnic data.76,91–93

Practitioners should also consider the het-
erogeneity of each racial and ethnic popula-
tion and design interventions that are cultur-
ally appropriate and that seek to alter not

only health beliefs and behaviors but also the
living and working conditions in which these
beliefs and behaviors are embedded.94,95 The
ultimate goal of such efforts should be to
identify the fundamental determinants of dis-
parities in health and the key intervention
strategies that are necessary to eliminate
racial/ethnic inequalities.
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