
factors. Many of the same factors
affect risk for poor health out-
comes. Too few studies of sexual
assault have been designed to
address these shared risk
factors, while also accounting
for interactions among risk
factors.

Research quantifying con-
textual risk factors for sexual
violence could enhance efforts
for risk prediction. For example,
leadership tolerance for sexual
harassment and misconduct is
associated with increased odds of
military sexual assault, even after
adjusting for individual risk fac-
tors.8 Arguably, the most potent
risk factors for sexual assault are
proximity to a perpetrator and
environmental conditions that
do not deter perpetration. Re-
cent research using spatial and
multilevel models to identify
contextual risk for interpersonal
violence suggest potential designs
that could be used to further

explore sexual assault within
military environments.

MISSION TO PROVIDE
POSTASSAULT
MENTALHEALTHCARE

Sexual assault is a pervasive,
yet preventable cost of military
service. To date, there are limited
data to assess implementation of
policies that govern provision
of health care services for sexually
assaulted service members. Ad-
ditional research that investigates
the timeliness and quality of
postassault mental health care
could identify strategies to pro-
mote access to care. Department
of Defense integrated data sys-
tems can be used to monitor
performance over time. En-
hancing the health care response
to military sexual assault may also
be a useful tool in the battle

against suicide among the men
andwomen serving their country
in the military.

Rachel Kimerling, PhD
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The US Black–White Infant Mortality
Gap: Marker of Deep Inequities

See also Brown Speights et al., p. 775.

The infant mortality rate has
long been considered a summary
measure of the health of a pop-
ulation.1,2 The differential be-
tween infant mortality rates for
babies born to White and Black
mothers in the United States
has been a focal point in public
health for many years.3 Although
infant mortality has continually
declined over the past century,
this gap has been persistent, even
growing at times in recent de-
cades. The infant mortality gap
has been resistant to local, state,
and national efforts including

expanded health insurance cov-
erage for pregnant women and
infants, the national Healthy Start
initiative, and other public health
programs.

WONDER DATABASE
In their article in this issue of

AJPH, Brown Speights et al.4

examined the recent experience
with Black and White infant
mortality across US states. They
used publicly available data
from the Centers for Disease

Control and Prevention’s
(CDC’s) WONDER database
(https://wonder.cdc.gov) to ex-
amine infant mortality rates for
the period 1999 to 2013, using
three-year rolling average esti-
mates, excluding those stateswith
fewer than 10 annual infant
deaths in each racial group and
classifying deaths without regard

to Hispanic ethnicity. The focus
only on race of mother differs
from the typical classification by
maternal race/ethnicity, and may
render comparisons with other
state and national studies more
difficult. No sociodemographic
characteristics were included in
the analysis, norwere other infant
outcomes (birth weight, gesta-
tional age) or infant age at death
(hebdomadal, neonatal, post-
neonatal mortality).

The authors’ rationale for the
study design was based in part
on their desire to give a simple,
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straightforward look at the pat-
terns of the Black–White infant
mortality gap across the states, but
also had a pragmatic basis. Not
only has it become more difficult
for researchers to obtain nation-
wide individual-level data sets
from the National Center
for Health Statistics with place-
specific identifiers, but also
the time frame of interest cuts
across the years when all states
used the 1989 revision of the
national standard certificates
of live birth and infant death,
through the gradual imple-
mentation of the 2003 revision,
resulting in some analytical
complexities the authors may
have wished to avoid. However,
obtaining data from CDC
WONDERwith a focus only on
maternal race limited the scope of
the state-level analysis. In the
absence of individual-level re-
cords, incorporation of risk fac-
tors well-known to influence
population-level infant mortality
rates into the trend analyses was
rendered extremely difficult.
Data for examination of at least
some covariates could have
been obtained through CDC
WONDER, and may provide
a more nuanced assessment of the
recent progress of each state in
reducing the infantmortality gap.

STATE-LEVEL
VARIATIONS

Most analyses of trends in
disparities in Black–White infant
mortality take a national5,6 or
regional perspective7; the focus
on state-level variation in trends
and predictions for the future is
refreshing. Many common fac-
tors influence the likelihood
of infant death, but the social,
economic, political, and health
care contexts of states differ
substantially. Brown Speights

et al.4 classified recent patterns of
Black–White infant mortality as
converging or parallel based on
linear regression analyses of each
state’s recent trends. Although
many states show convergence
based on their recent experience,
few are likely to achieve equality
in their White and Black infant
mortality rates by midcentury,
and many of the states identified
as showing converging trends
have relatively small numbers of
annual births to Black women.

BIG PICTURE
In interpreting the state-by-

state results, readers should focus
on the big picture, rather than
specific estimates of the year
when that state might achieve
equality based on “optimal” or
“equitable” improvements in the
years to come. The 90% or 95%
confidence intervals around these
point estimates (not provided)
would show their degree of im-
precision, which is in part a re-
flection of the relative sizes of the
Black and White birth pop-
ulations in each state and random
variability in the incidence of
infant death. Early in my career,
I was the data analyst at the
Arkansas Department of Health
tasked to explain to then-
Governor Bill Clinton why the
infant mortality rate for the state
had increased from the previous
year. Although the year-to-year
change involved a very small
increase in infant deaths (fewer
than 10 in all), because the birth
population of the state was rela-
tively small, it was sufficient to
increase the infant mortality rate
by several tenths of a point.
Randomvariability is addressed to
some extent by using three-year
moving averages, yet somevestiges
remain in the estimates reportedby
Brown Speights et al.4

CONTRIBUTION OF
OTHER FACTORS

The focus on overall crude
infant mortality rates and
Black–White rate ratios over-
looks the contribution of other
factors. Persistent disparities may
be rooted at least to some degree
in residential segregation, hous-
ing policies, quality of public
education, differences in access to
quality health care, food security,
and the structure of the built
environment. The relative con-
tributions of preterm and very
low birth weight births or dis-
tributions of neonatal and post-
neonatal death have been studied
extensively. In the final analysis,
the stark fact remains that, even
as the overall infant mortality rate
of the United States exceeds
that of most other developed
nations, infant mortality rates for
Black infants are unacceptably
high in almost every state. The
disparities identified by Brown
Speights et al.4 are likely to
continue unless we make a con-
certed effort to address their root
causes.

MARKER OF LARGER
ISSUES

Researchers, policymakers,
and concerned citizens should
remember that racial/ethnic dis-
parities in birth outcomes are
markers or symptoms of larger
social, economic, and political
issues facing our nation. Too
often, as public health practi-
tioners, we think treatment of
symptoms when faced with ma-
jor public health concerns. The
answer to the infantmortality gap
does not lie in universal access to
women’s and perinatal health
services, nor in higher quality
systems of health care for high-
risk pregnancies, though these
solutions would help. Rather, we

need policies that value all chil-
dren and treat their needs holis-
tically, regardless of their race,
ethnicity, immigrant status, or
social class, and support their
parents in their efforts to nurture
them on the tortuous path to full
participation in American soci-
ety. As we think, as a nation,
about how to reduce the disparity
between Black and White infant
mortality rates, we must always
be cognizant that lasting solutions
involve social and economic
equity; access to affordable,
quality health and social services;
educational opportunities; and,
perhaps most importantly, not
merely honoring but reveling in
the diversity of the peoples who
constitute our nation.

Russell S. Kirby, PhD, MS
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