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Abstract

Background—Saocial determinants of health are increasingly being addressed as a causal factor
for disparities in health. The purpose of this study was to assess the effects of specified social
determinants of health on cardiovascular disease (CVD) clinical risk factors in Black and White
men residing in rural and urban Georgia.

Methods—Self-report data were collected on a total of 548 Black and White men aged >18 years
from 2004-2005. Data were derived from a random telephone survey. Separate logistic regression
models were conducted to examine the effects of specified social determinants on the presence of
two or more CVD clinical risk factors. In addition, differences within rural and urban men were
also assessed.

Results—Lower education, unemployment, lower income, and higher general stress were all
significantly related to the presence of two or more CVD clinical risk factors. As expected, the
covariates of age, race, and residential location also played a significant role in cardiovascular
health. Rural men were nearly twice as likely to have two or more CVD risk factors compared to
their urban men (£ <0.01). Models examining location separately found urban Black men to be 2.6
times as likely to have more than two CVD risk factors (£ <0.02).

Conclusion—Findings reveal social determinants are associated with CVD risk factor
differences between Black and White men and between rural and urban residents. It is important
for policymakers and the healthcare industry to address these social determinants of health as they
try to improve the health of the people they serve.
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Introduction

Social determinants of health are increasingly being addressed as a causal factor for racial
disparities in health. Social determinants of health include, but are not limited to, the
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conditions in which people are born, grow, live, work and age, including health care
systems. Moreover, social determinants have been categorized in terms of: health status,
health behavior, and health care [1]. More specifically, studies have shown that the above
mentioned social determinants also affect cardiovascular diseases and their risk factors [2].
Social determinants of cardiovascular disease (CVVD) health status such as socioeconomic
status (SES), general stress, experience of racial discrimination, and stress due to racial
discrimination are examined in this paper. SES includes level of education, employment
status and level of income. Few studies have looked at the effects of social determinants in
rural and urban communities; and none have assessed the effects of social determinants on
health status differences between Black and White men residing in rural and urban locations.
The purpose of this study is to examine the effects of specified social determinants of health
status on cardiovascular health among Black and White men residing in rural and urban
Georgia.

Subjects, materials, and methods

Dataset and participants

Data from the Regional Assessment Health Surveillance Study (RAHSS) were derived from
a random telephone survey of a representative sample of Black and White adults residing in
11 counties in Georgia. The instrument used was based on a modified version of the
validated Behavioral Risk Factor Surveillance Survey [3] and other validated instruments
[4]. Data were collected from 2004-2005. A total of 548 Black and White adult men aged
18-90 years were included in the sample. Rural participants were from four rural counties
(Bulloch, Candler, Evans, and Jenkins Counties), while urban participants were from one
urban county (Fulton County), all in Georgia. There were a total of 256 rural and 292 urban
residents. Participants self-identified as Black (7= 180) or White (7= 368).

Outcome and predictor variables

The study’s main outcomes included self-reported CVD clinical risk factors. Clinical risk
factors were based on respondents who answered “yes” to ever being told by a doctor, nurse
or other health professional that they had diabetes, hypertension, and/or elevated cholesterol.
In addition, self-reported height and weight were used to determine body mass index (BMI).
Those persons with a BMI of =25 were considered overweight or obese and at greater risk
for CVD.

Social determinants were the predictor variables. Social determinants of CVD health were
defined as SES (based on years of education, annual income, or employment status), general
stress, racial discrimination, and stress due to racial discrimination. Specifically, respondents
were asked their highest level of education and that level was collapsed into three
categories: less than high school, high school diploma, and some college or more. Annual
income was collapsed into three categories based on a self-report income of <$25,000,
$25,000-$50, 000, and >$50,000. Employment status was collapsed into two categories of
employed (including those employed full time, self-employed, retired) and unemployed
(including those out of work, unable to work and students). General stress was based on the
question: “How would you rank the level of day-to-day stress and worry in your life?”
Possible answers included (1) very little to none, (2) some, (3) high or very high. Racial
discrimination was based on the question: “In general, have you ever experienced racial
discrimination in any aspect of your life such as work, school, or shopping because of the
color of your skin and race that was stressful to you?” Answers included (1) yes, or (2) no.
Stress due to exposure to racial discrimination was measured based on the response to the
question: “Please rank your level of stress when you experience racial discrimination.
Would you say you experienced (1) low to no stress at all or (2) moderate or high stress.
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Age was self-reported in years and race was self-identified. Location was designated based
on county of residence.

Statistical analyses

Results

Separate logistic regression models were conducted to examine the effects of the social
determinants on the presence of CVD clinical risk factors. Differential effects of the
socioeconomic status components were explored using models that included education,
employment status, and income separately. Also included in each model were age, race, and
location as covariates. The effects of social determinants on clinical risk factors within rural
and urban locations were assessed by conducting separate analyses for rural and urban
residents. Age in years was entered as a continuous variable; race, location, level of
education, employment status, annual income, general stress, racial discrimination, and
stress due to racial discrimination were entered as categorical variables. Odds ratios (OR),
95% confidence intervals (CI) and level of statistical significance are reported as a two-
tailed Pvalue of < 0.05. All analyses were performed using Statistical Analyses Software,
version 9.2 [5].

In this study the relationship between social determinants of health and self-reported clinical
risk factors for CVD was examined. Participants in the study included 548 Black and White
men residing in both rural (7= 256) and urban (7= 292) locations in Georgia (Table 1).
Ages of the men ranged from 18-90 years, with a mean age of 48.29 years. In examining the
CVD clinical risk factors, the majority of the sample was considered overweight or obese
based on self-reported height and weight. Most men had not been told that they had
hypertension, diabetes, or high cholesterol. However, significant differences did exist with
self-reported hypertension by location and race. Among the urban population, 43% of
Blacks were hypertensive compared to 26% of Whites (£ <0.00). There were also
significantly more urban Black men that were diabetic compared with their White
counterparts, 14% and 3%, respectively (P <0.00). For the outcome models, clinical risk
factors were combined in order to examine men with two or more CVD clinical risk factors
(51%) compared to those with one or less clinical risk factors (49%). Among urban men, a
significantly greater number of Blacks had two or more risk factors (55%) compared to their
White counterparts (39%).

Among the social determinants of health, the components of SES (education, employment,
and income) all significantly differed between Blacks and Whites living in rural and urban
locations. Overall, over half (60%) of the sample had completed high school and some
college education. The majority of the sample was employed (84%) with an annual income
greater than $50,000. Furthermore, although over half of all men reported experiencing
racial discrimination (64.6%), rates were significantly higher for Blacks (53-69%) compared
to Whites (20-24%) in both urban (£ <0.00) and rural (£ <0.00) locations.

Social determinants and CVD clinical risk factors

To examine the relationships between social determinants and CVD clinical risk factors,
separate social determinant models were constructed for education, employment, and
income to avoid multi-co-linearity and still examine their important individual contributions
(Table 2). In each of the separate models with education, income, and employment, older
men were more likely to have two or more risk factors compared to younger men (OR =
1.05; CI = 1.04-1.07, all models). Similarly, men residing in rural locations were nearly
twice as likely to have two or more clinical risk factors compared to their urban counterparts
in all models (OR = 1.83; Cl = 1.172.85,education model; OR = 1.80; Cl = 1.19-2.74,
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employment model; and OR =1.98; Cl = 1.23-3.17,income model). In addition, in the
overall model with income, race was also found to significantly influence the presence of
CVD clinical risk factors (OR = 1.92; CI = 1.08-3.49). Blacks were nearly twice as likely to
have greater than two CVD clinical risk factors.

Residential location was examined separately with the three social determinant models. In
the model with education, among rural residents, older men were slightly more likely to
have greater than two CVD clinical risk factors (OR = 1.05; Cl = 1.03-1.08). Among urban
men, older age and race increased the likelihood of having greater than two CVD clinical
risk factors (OR = 1.05; ClI = 1.03-1.07 and OR = 2.44; Cl = 1.15-5.18, respectively). Black
men were twice as likely to have greater than two CVD clinical risk factors.

In the model with employment among rural men, older age and employment status were
significantly related to the presence of two or more CVD clinical risk factors (OR = 1.06; ClI
=1.04-1.08 and OR = 3.89; Cl = 1.52-9.97, respectively). Unemployed men living in rural
locations were nearly four times more likely to have two or more CVD clinical risk factors.
The analysis with urban men found older age, race, and stress to have a significant role in
the presence of two or more CVD clinical risk factors (OR = 1.05; Cl =1.03-1.07; OR =
2.62; Cl =1.26-5.47; and OR = 2.25; Cl = 1.10-4.62, respectively). Blacks living in urban
areas were 2.6 times as likely to have more than two CVD clinical risk factors. Furthermore,
urban men with higher stress were twice as likely to have a greater number of risk factors
compared to those reporting some stress.

Similar to the earlier findings, in the social determinant model with income, age (OR = 1.06;
Cl =1.04-1.08), race (OR = 1.94; Cl = 1.08-3.49), and location (OR = 1.98; Cl = 1.23-3.17)
were found to significantly influence the presence of two or more risk factors. When social
determinants among rural residents were examined, only age remained significant in the
model (OR = 1.07; ClI = 1.03-1.08). Among urban residents, age (OR = 1.06; ClI =
1.04-1.08) race (OR = 3.13; Cl = 1.32-7.397) and general stress (OR = 2.12; Cl = 1.01-4.45)
were found to be significant. Blacks living in urban locations were three times more likely to
have greater than two CVD clinical risk factors (OR = 3.26; Cl = 1.37-7.79), but urban
residents with higher general stress were twice as likely to have greater than two CVD
clinical risk factors (OR = 2.17; Cl = 1.03-4.59) compared to those with some stress.

Discussion

Overall, the findings of this study showed that social determinants of health do significantly
impact the cardiovascular health of men. Specifically, education, employment, income, and
general stress were all significantly related to CVD clinical risk factor presence. As
expected, the covariates of age, race, and residential location also played a significant role in
cardiovascular health. To date, few studies have examined social determinants of health
among Black and White rural and urban men.

These findings support the current literature that social determinants are important and
contribute to current health disparities [1,2]. Of particular importance is the differential
finding with components of socioeconomic status (SES). For the most part, SES is usually
defined as education, employment, income, and/or occupation. Education and/or income are
most commonly used interchangeably as proxies for SES. Furthermore, lower educational
level, unemployment status, and lower income have been well established as risk factors for
poorer health status [2,6-8]. Interestingly, the findings differed dramatically depending on
which component of SES was entered in the model. Race of the men was only significant in
the social determinant model with income and not in the models with education and
employment status. Perhaps this is related to lower income in Blacks compared to Whites.
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These differences show that all of the components of SES do not represent it equally.
Therefore, if only one is examined then potential relationships may be missed. Further
research is needed to better understand how and why the different components of SES
interact differently with risk factors for CVD.

Significant rural and urban differences were also found in all of the social determinant
models. In all models rural men were found to have poorer health (i.e., two or more CVD
clinical risk factors) compared to urban men, as is consistent with the literature [9]. Men
living in rural Georgia compared to those in urban Georgia also had almost twice the risk of
having two or more risk factors. This disparity between rural and urban residents has been
associated with lower SES, reduced access to care, and a lack of preventive services utilized
by rural residents [10]. Interestingly, in the current study, among rural men, the only social
determinant related to the presence of CVD clinical risk factors was employment status. By
contrast, among urban men, general stress was the only social determinant significantly
related to the presence of CVD clinical risk factors. Exposure to a very high level of general
stress increased the likelihood of men having two or more CVD clinical risk factors among
those residing in urban Georgia. This finding is consistent with past studies that have
demonstrated the relationship between stress and CVD risk factors [11-14].

Results from this study provide important new information regarding the association of
social determinants on CVD risk factors among Black and White men. However, a broad
extrapolation of the study findings may not be feasible because of a number of inherent
constraints and limitations. Outcome findings, for instance, were based on a sample of
individuals drawn from one state in the southern region of the United States and may not be
applicable in others. However, there is no reason to believe that these current findings will
significantly differ from studies replicated in similar sociodemographic communities
elsewhere in the USA. Reporting and recall bias inherent in self-reported indices is another
methodologic issue that requires acknowledgement. Control for recall bias between the
primary predicators and outcome variables was attempted by initially informing respondents
that the study was designed to assess health status differences between those residing in
rural Georgia and those residing in urban Georgia. Outcome findings were also based on
cross-sectional observations and do not provide evidence concerning causality related to
social determinants on CVD clinical or behavior risk factor development. Despite these
observations of research limitations, the information produced by this report will contribute
to the existing body of knowledge and subsequent development of research concerning the
effects of social determinants on health.

Conclusion

The primary objective of this study was to advance public health discourse and relevant
research related to social determinants of health. The unique milieu within racial/ethnic
groups with respect to social determinants of health include a convergence of social,
environmental, and biologic factors that individually and collectively interact as risk factors
that contribute to the risk of CVD and subsequent morbidity and mortality. These findings
suggest that social determinants of health are indeed associated with CVD risk factors and
that Black men are more affected by them. It is important for policymakers and the
healthcare industry to address these social determinants of health as they try to improve the
health of the people they serve. Moreover, programs designed to improve health status
among disproportionately affected sub-populations may not be as effective if social
determinants are not considered.
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