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GEORGES C. BENJAMIN

Achieving and maintaining ideal health is an intricate process. It involves access to
and utilization of a range of clinical preventive and health care services, the interaction
of one’s physical and genetic makeup, our individual behavior, and the social, eco-
nomic, and physical environment in which we live.

Although access to care, usually in the form of insurance coverage or timely
access to health services, plays an important role in achieving health, it is not the pri-
mary determinant. In fact, some say it constitutes only 10 percent of the factors that
determine our health (Core Functions Project, 1993). Individual behavior plays a much
larger role than access and can often explain disease prevalence when people engage
in activities that put them at increased risk. Human variation is a powerful modifier of
disease prevalence. Mitigating factors can change the course of disease in different
individuals and make the link between risk and outcome nonlinear. We have all known
people who seem to eat whatever they want without gaining a pound or who smoke
but do not get lung cancer. Gene expression likely plays a role, but health is a complex
phenomenon often not easily predicted, even in identical twins. Socioeconomic and
environmental factors, such as psychological stress, economic distress, toxic environ-
ments, and discrimination, which are often disproportionately prevalent in a commu-
nity, have profound effects on the capacity to achieve health.

Understanding the impact of these factors on inequities in disease prevalence and
health outcomes is challenging and has become the focus of an emerging field of research
that attempts first to document the presence of health disparities and then to explain the
root causes of both poor health and health disparities. One way to approach these causes
is to group them into four areas, as suggested above. First, differences in access to pre-
ventive, acute, and chronic care, which are driven by insurance status as well as by
timely access to providers and other clinical services; second, differences in the quality
of care received; third, individual behavioral differences that result in differences in
seeking care or in approaches to being healthy; and, finally, differences in social, politi-
cal, economic, or environmental exposures that result in differences in health status.

Health disparities, particularly those in the black community, have been the focus of
analytic work for over one hundred years. W.E.B. Du Bois first reported on them in his
1899 publication, The Philadelphia Negro: A Social Study. In his text, Du Bois addressed
the need to get to the root causes of these disparities, stating that “we must endeavor to
eliminate, so far as possible, the problem elements which make a difference in health
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among people.” To date, our ineffectual efforts to eliminate these disparities have become
one of the serious issues of our day and, in the view of many, a national tragedy.

Not only have we failed to eliminate most of these health inequities, but some of
them, like the prevalence of HIV and diabetes and the high infant mortality rate in
minority communities, have gotten worse. According to the 2000 Census, while the
average American could expect to live 77.8 years, the average African American could
expect to live only 73.1 years (National Center for Health Statistics, 2007). Eliminating
these disparities is a goal we must strive for as a central component of achieving opti-
mal health in our nation.

These are not theoretical concerns. The huge differences in health among various
neighborhoods of our nation’s capital are prime examples of this phenomenon in
action. Why is it that there is a seventeen-year difference in life expectancy for males
of different races in communities only twenty-eight miles apart (Murray et al., 2006)?
One clue is the fact that the socioeconomic status of these communities mirrors their
health status: poor health correlates with high degrees of poverty, inadequate housing,
high crime, and poor educational achievement. Clearly the answer is not the unavail-
ability of qualified clinicians, researchers, and medical institutions: the city has three
schools of medicine, numerous teaching hospitals, and some of the world’s most
prominent researchers. Just up the road is the world’s top research institute, the
National Institutes of Health. The city itself has invested in a large number of health
services as well; yet optimal health for all the city’s citizens has been elusive.
Unfortunately, Washington, D.C., is typical of our national experience.

So how do we change this picture? Certainly we need to ensure universal access
to quality, affordable health care for all our citizens as a first step. But to truly be suc-
cessful we will have to do much more. We need to transform our health system from
its current sick-care focus to one that prevents or delays the presence of disease in the
first place. We must ensure equal access to high-quality services and ensure the quality
and safety of our system for everyone. Such a system must be affordable for both the
individual and the nation. We need to make it easy to make healthy choices. Finally,
the social determinants that significantly affect our health must be addressed for all.

The United States should work to become a healthier nation than it now is. To do
so, we must make eliminating health disparities a priority. Du Bois told us this over
one hundred years ago. We should work to achieve health equity, not in another hun-
dred years, but in our lifetime.
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This third edition of Health Issues in the Black Community comes eight years follow-
ing the release of the second edition and, to our chagrin, presents a picture of African
American health replete with many of the disparities documented in the first two edi-
tions. Following virtually two decades of studies showing stark contrasts between
black and white Americans, we are still faced with a situation that portends a lowered
health status and overall quality of life for the black community. The third edition not
only documents this continuing gap but also calls for all relevant sectors of U.S. soci-
ety to actively acknowledge the disparities and move toward viable strategies for
removing them. The time has come to engage in aggressive steps and to recognize that
unless a bold and systematic process is in place to close the unwavering gap, the next
edition of Health Issues is likely to repeat the litany presented here.

Similar to the first edition of Health Issues and its twenty-five chapters, as well as
the second edition, containing twenty-six chapters, this edition’s twenty-eight chapters
provide information on an array of health-related problems affecting the African
American population. It presents the impact of existing health conditions on this popu-
lation and concludes that although some improvements have occurred, they are severely
dwarfed by the many adverse conditions that continue to beset the black community.

The purposes of this third edition are the same as those of the previous editions:
(1) to provide a forum for debate and discussion on culturally relevant strategies and
models for the prevention of disease and the promotion of wellness in black communi-
ties; (2) to influence opinion leaders and provide a futuristic perspective on black
health issues for students, academicians, public policymakers, and administrators in
public health and related disciplines; and (3) to document selected unhealthy condi-
tions and advance viable strategies for ameliorating them. This edition provides a mul-
tidisciplinary perspective with an emphasis on a public health approach.

CONTENTS OVERVIEW

This book contains six distinct sections that provide a more comprehensive examina-
tion of the topic than previous editions did. Part One, “Health Status Across the Life
Span,” looks at the population from childhood to old age. The first chapter provides an
overview of black health and sets the overall context of the problem. The second chap-
ter gives the historical context and examines racial disparities in health care and their
elimination. This section also discusses specific health problems as they relate to the
groups affected: African American children, women, men, and the elderly (Chapters
Three, Four, Five, and Six, respectively).
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Part Two, “Social, Mental, and Environmental Challenges,” addresses health-
related dynamics in five areas. Chapter Seven examines stigma and mental
health. Chapter Eight reviews homicide and violence with a specific focus on black
youth. Chapter Nine addresses the supply and demand of organs for transplantation
with an emphasis on narrowing the gap between supply and demand. The issue of
African Americans and environmental assault is addressed in Chapter Ten, and incar-
ceration and the health of this population is covered in Chapter Eleven.

Part Three, “Chronic Diseases,” includes chapters on selected conditions that can
have debilitating effects and that are often viewed as critical. Included are hyperten-
sion, cancer, diabetes, lupus, and oral health—Chapters Twelve, Thirteen, Fourteen,
Fifteen, and Sixteen, respectively.

Part Four, “Lifestyle Behaviors,” concentrates on several self-defeating behaviors
that adversely affect health status. Chapter Seventeen addresses an ongoing and devas-
tating problem, substance abuse. Chapter Eighteen discusses one of the gravest issues
facing the black community, HIV/AIDS, and Chapter Nineteen addresses tobacco use.
Chapter Twenty examines alcohol consumption. Nutrition and obesity are discussed in
Chapter Twenty-One, and physical activity is the focus of Chapter Twenty-Two.

Part Five, “Alternative Interventions and Human Resources Development,” also
presents, in part, a new topic for the third edition with the inclusion of chiropractic
medicine in Chapter Twenty-Three. Chapter Twenty-Four reflects on the role of black
faith communities in health promotion, and Chapter Twenty-Five illuminates the role
of community health workers; these two areas were addressed in previous volumes.

The final part of the book (Part Six), “Ethical, Political, and Ecological Issues,”
reflects on an array of social factors that infringe on health and presents a discussion as
to how they can be reversed. They discuss the impact on health of social marketing and
the media (Chapter Twenty-Six) and of racism (Chapter Twenty-Seven). Chapter
Twenty-Eight describes disparities in health care and suggests how they can be erased.

All chapters are contributions of individual authors and are not intended to consti-
tute a fully integrated work. They are consistent with the editors’ intent to provide a
reference for the areas addressed. In addition, each chapter presents the views of its
particular author(s) and in no way should be construed as representing a consensus of
opinion among the contributors or the position of any affiliated organization or
agency.
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She has published articles in social work and public health journals and has presented
at numerous local and national conferences.

Kimberly S. Clay, MSW, MPH, PhD, is an assistant professor in the School of Social
Work at the University of Georgia. She holds an MSW, MPH, and PhD in health edu-
cation from the School of Public Health, University of Alabama at Birmingham.
Dr. Clay’s program of research comprises two complementary lines of work: (1) the
assessment of cancer-related quality-of-life and survival disparities among older adults
from racially/ethnically diverse populations, and (2) the implementation and evalua-
tion of lifestyle interventions to improve cancer outcomes, survivorship, and symptom
control for the aging. She is a former National Cancer Institute Cancer Prevention and
Control Research Training Scholar and is currently a fellow with the National Institute
of Aging/Hartford Institute of Aging and Social Work. Her research projects include
examination of the feasibility and relative clinical effectiveness of a spiritually
enhanced exercise program to lessen depression and fatigue in older African American
breast-cancer survivors.

Sharon K. Davis, MEd, MPA, PhD, is the founding director of the Social
Epidemiology Research Center at Morehouse School of Medicine. Dr. Davis was a
senior research scientist at the Harvard School of Public Health and director of its
Center for Minority Health Policy Research and Disease Prevention prior to joining
Morehouse School of Medicine. She also held a joint academic appointment in the
Department of Medicine at Harvard Medical School and was an associate epidemiolo-
gist in the Division of Preventive Medicine at the Brigham and Women’s Hospital.
Dr. Davis received graduate degrees from Northeastern University and from Harvard
University Kennedy School of Government. She earned a PhD in health- and social-
policy research from Brandeis University and received subsequent postdoctoral
training in health-economics and health-services research from the University of
California, Berkeley, School of Public Health. She later received additional training in
population-based chronic-disease epidemiology at the Center for Research in Disease
Prevention at Stanford University School of Medicine. Her research focuses on the
influence of biopsychosocial effects on the etiology and amelioration of chronic dis-
ease in high-risk sociodemographic groups.

Cristina Drenkard, MD, PhD, is assistant professor of medicine and epidemiology
in the Division of Rheumatology at Emory University. She is a rheumatologist with a
PhD in clinical epidemiology from Universidad Nacional de Cérdoba in Argentina.
Dr. Drenkard has extensive experience in the study of clinical outcomes and epidemiology
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of ethnic minorities with systemic lupus erythematosus (SLE). For nine years, she
worked with a large prospective cohort of SLE in Mexico City. Currently, Dr. Drenkard
is coprincipal investigator of the Centers for Disease Control and Prevention—funded
Georgia Lupus Registry, a population-based registry designed to estimate the inci-
dence and prevalence of lupus and related connective-tissue diseases in Atlanta.

Charmayne Dunlap-Thomas, MS, is a senior program associate in the Division of
Rheumatology at Emory University. She has an MS in professional counseling from
Georgia State University with years of research experience in the areas of psychology
and lupus. She currently assists in the development and implementation of numerous
local, national, and international research projects to advance lupus treatment, educa-
tion, and awareness.

Mesha L. Ellis, PhD, is a research associate at Morehouse School of Medicine. Her
research focuses on developmental psychopathology, family functioning, risk behaviors,
childhood antisocial-behavior syndromes, and factors affecting utilization of mental
health services by underserved youth and families. Specifically, her research examines
preventive interventions and the role of temperamental, cognitive, and familial factors in
the development and maintenance of childhood antisocial and substance-abusing behav-
ior. Dr. Ellis’s research has been published in peer-reviewed journals and books. She
recently coedited (along with Joy Asamen and Gordon Berry) The SAGE Handbook of
Child Development, Multiculturalism, and Media. Currently, Dr. Ellis is an investigator
on a supplement to the National Institute on Drug Abuse—funded Morehouse School of
Medicine Minority Institutions’ Drug Abuse Research Development Program, where
she is evaluating intervention engagement among incarcerated youth and adults.

Angelina Esparza, MPH, is the director of the Patient Navigator Program at the
American Cancer Society (ACS). Since joining the ACS in 2005, her focus has been
on assisting ACS division offices in starting and developing the program. The program
has been established in over 130 health care facilities including the National Cancer
Institute Comprehensive Cancer Centers, the Commission on Cancer facilities, and
public health hospitals. Prior to joining the ACS, Ms. Esparza worked for nine years at
the University of Texas M. D. Anderson Cancer Center, Center of Research on Minority
Health, in the Department of Health Disparities as the director of community relations
and outreach. Ms. Esparza received her BA in psychology/anthropology from the
University of Houston, a BS in nursing from the University of Texas—Houston Health
Science Center, and an MPH from the University of Massachusetts—Ambherst. She has
completed much additional training, including holding a prestigious Emerging Leaders
in Public Health fellowship at the University of North Carolina Kenan-Flagler Business
School and School of Public Health. She has received multiple awards and much rec-
ognition for her work in community health as well as her work with underserved pop-
ulations, including recognition from the mayor of Houston for her contributions to that
community.
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Aba D. Essuon, MPH, PhD, is a behavioral researcher at the Morehouse School of
Medicine. She received a doctorate in chronic and infectious diseases from the
University of South Carolina’s Arnold School of Public Health in December 2007.
Dr. Essuon also holds master’s degrees from Emory University’s Rollins School of
Public Health in behavioral science and from the University of Georgia’s Tucker
School of Social Work in family-centered practice. She has both qualitative and quan-
titative HIV/AIDS research experience, which has increased her interest in minority
health issues, specifically the disproportionate rates of HIV/AIDS in the African
American community. Dr. Essuon has presented HIV/AIDS-related research findings
at various national conferences and has given several guest lectures on various HIV/
AIDS-related topics at the University of Georgia, the University of South Carolina,
and Spelman College.

Caswell A. Evans, DDS, MPH, is the associate dean for prevention and public health
sciences at the University of Illinois at Chicago (UIC) College of Dentistry and holds
a joint appointment as professor in the UIC School of Public Health. He has been
appointed to the Illinois State Board of Health as well as to the Chicago Board of
Health. Previously, Dr. Evans served as director of the National Oral Health Initiative,
within the office of the U.S. Surgeon General. He was the executive editor and project
director for Oral Health in America: A Report of the Surgeon General, released in May
2000, and subsequently directed the development of the National Call to Action to
Promote Oral Health, released in April 2003. Dr. Evans is a past president of the
American Public Health Association and the founder of its Faith Community Caucus.
He has served on the board of the National Association of County and City Health
Officials. He is a diplomate and past president of the American Board of Dental Public
Health and a past president of the American Association of Public Health Dentistry. He
received his DDS from Columbia University’s School of Dental and Oral Surgery in
New York City and earned his MPH from the University of Michigan.

Allan J. Formicola, DDS, is former dean of the College of Dental Medicine and cur-
rently professor of dentistry at Columbia University. Dr. Formicola’s primary research
interest is health disparities. Currently, he is the codirector of the Dental Pipeline pro-
gram (funded by the Robert Wood Johnson Foundation in collaboration with the
California Endowment Foundation and the Kellogg Foundation), which has provided
funds to almost half of all U.S. dental schools to increase enrollment of underrepre-
sented minority students and to increase service-learning, community-based education
in the curriculum. He has recently completed (with Howard Bailit) a major study on
the future of dental education for the Josiah Macy Jr. Foundation.

Nicholas Freudenberg, DrPH, is Distinguished Professor of Public Health at Hunter
College and the Graduate Center of the City University of New York and is director of
the City University of New York’s doctoral program in public health. Dr. Freudenberg’s
research focuses on the social determinants of the health of urban populations. He has
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worked to develop, implement, and evaluate health programs in schools, communi-
ties, churches, and jails and has advocated for municipal policies that promote health.
For the past fifteen years, he has implemented and evaluated interventions to reduce
drug use, HIV, and recidivism and to improve the health of people leaving New York
City jails.

Laura Joslin Frye, MPH, currently works as a management consultant at Public
Health Solutions in New York City. Her primary area of interest is working with
community-based organizations to measure and then amplify the effects of their pro-
gramming through monitoring and evaluation and continuous quality improvement.
Ms. Frye’s interests extend beyond domestic health issues to the international realm. She
was a Fulbright scholar to Morocco, where she studied law and women'’s health, and has
worked with Planned Parenthood Association of Thailand. She received her MPH from
the Yale School of Public Health in the Department of Social and Behavioral Sciences.

Vanessa Northington Gamble, PhD, MD, is a professor of medical humanities and
health policy at George Washington University. Her primary areas of research are the
history of U.S. medicine, racial and ethnic disparities in health and health care, cul-
tural competence, and bioethics. Dr. Gamble received her MD and PhD from the
University of Pennsylvania.

Gary H. Gibbons, MD, is the endowed director of the Morehouse Cardiovascular
Research Institute, a professor of medicine, and chairman of the Department of
Physiology at the Morehouse School of Medicine. He also serves as program director of
the Center of Clinical Research Excellence and the National Institutes of Health (NIH)
T-32 Training Program in Cardiovascular Science. Dr. Gibbons is a board-certified car-
diologist with research expertise in molecular vascular biology. He earned his under-
graduate degree from Princeton University and graduated magna cum laude from
Harvard Medical School. He completed his residency and cardiology fellowship at the
Harvard-affiliated Brigham and Women’s Hospital in Boston. His research mentors
include Victor Dzau, Thomas Smith, A. Clifford Barger, and Eugene Braunwald.
Dr. Gibbons has been selected as a Robert Wood Johnson Foundation Minority Faculty
Development Awardee, a Pew Foundation Biomedical Scholar, and an Established
Investigator of the American Heart Association; he was recently elected a member of the
Institute of Medicine of the National Academy of Sciences. Dr. Gibbons directs
NIH-funded research in the fields of vascular biology, genomic medicine, and the patho-
genesis of vascular diseases and ranks in the top 5 percent of recipients of NIH funding.

Dionne C. Godette, PhD, is assistant professor of health promotion and behavior at the
University of Georgia, College of Public Health. She earned her PhD in health behavior
and health education from the University of North Carolina at Chapel Hill. Her work
seeks to provide a lens for identifying the social determinants of health disparities
related to alcohol, tobacco, and other drugs used and experienced by young minorities.
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Dr. Godette has published six peer-reviewed articles on these topics and has two articles
currently in press. She has also recently coauthored a chapter on network-based
approaches for measuring social capital in a book titled Social Capital and Health and
has another chapter on health disparities in Georgia forthcoming in a book titled African
Americans in Georgia: A Reflection of Politics and Policy in the New South.

Malika B. Gooden, DC, MPH, a board-certified and licensed chiropractic physician
with a focus on integrative medicine, specializes in evaluating and facilitating biome-
chanical and neurobiological function. She currently collaborates with Chiropractic
Physicians of Atlanta Spine Dunwoody in Atlanta. She obtained her DC at Life
University, Marietta, Georgia and her MPH in policy and administration from the
University of Michigan, and she holds a BS in psychology with a minor in business
management. She has been a senior staff specialist with the Ethnic Minority Fellowship
Program of the American Nurses Association, a policy intern with the Centers for
Disease Control and Prevention (CDC) Liaison Office on Smoking and Health, and a
Public Health Fellow in the CDC/Emory University/Morehouse School of Medicine
Fellowship Program. Among many achievements, she is a member of the Pi Tau Delta
Chiropractic Honor Society and Beta Kappa Chi National Scientific Honor Society.

Ishtar O. Govia, MA, MTS, PhD, is currently carrying out research projects on
dyadic and longitudinal modeling of the associations between social relations and
health outcomes and on relationships (interpersonal, intragroup, and intergroup) in the
contexts of gender, ethnicity, migration, and aging. Dr. Govia holds a BA in liberal
studies (St. Thomas University, Florida), an MTS (Harvard Divinity School), and an
MA in general psychology (City College of New York). In 2009 she completed her
PhD in personality and social-contexts psychology at the University of Michigan,
where she studied risk and protective factors in the mental health of black Caribbeans
in the United States.

James P. Griffin Jr., PhD, is a faculty member at the Morehouse School of Medicine
in the Department of Community Health and Preventive Medicine and in the
Department of Pediatrics. He has also served as an adjunct faculty member at Emory
University’s Rollins School of Public Health. He has been principal investigator for
various prevention programs operating in public schools in Atlanta. Dr. Griffin earned
his doctorate in psychology with specialized training in behavior modification, school
psychology, and community/organizational psychology. He attended West Virginia
University in Morgantown (MA) and Howard University in Washington, D.C., and
graduated in 1991 from the Department of Psychology at Georgia State University in
Atlanta. For the past eighteen years he has focused on the prevention of alcohol,
tobacco, and other drug use and on violence prevention.

Anthony Hatch, PhD, is currently an assistant professor of sociology at Georgia State
University in Atlanta. His primary areas of research are in critical race theory, medical
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sociology, and political sociology. His doctoral research investigated the production of
racial meanings in biomedical research on metabolic syndrome in the United States.
Dr. Hatch was a recipient of an American Sociological Association and National Institute
of Mental Health Minority Fellowship between 2004 and 2007. Dr. Hatch earned his
PhD in sociology from the University of Maryland at College Park in 2009.

Schnavia Smith Hatcher, MSW, PhD, is an assistant professor in the School of
Social Work at the University of Georgia. She received her PhD in social welfare from
the University of Kansas, her MSW from the University of Georgia, and her BA in
psychology from Spelman College. Most of Dr. Hatcher’s research has been concen-
trated on identifying psychosocial determinants and pathways to the criminal justice
system for youth and adults and facilitating the development of proper protocols to
respond to health issues within the system; these protocols pertain, for example, to sui-
cide prevention, mental health and substance-abuse treatment, HIV prevention, and
continuity of care within the community. Dr. Hatcher also focuses on developing
and implementing health-promotion programs for the community in collaboration
with faith-based organizations.

Elton D. Holden, DC, a Georgia board-licensed chiropractor, is in private practice at
Buckhead Chiropractic Group in Atlanta. He earned his doctorate at Palmer College of
Chiropractic West in San Jose, California. Dr. Holden completed a postdoctoral fel-
lowship in San Salvador, El Salvador, where he treated primarily underserved individ-
uals and families. He is committed to applying new scientific information to improve
patient care. He is a member of the Gonstead Clinical Studies Society, the Georgia
Chiropractic Association, and the International Chiropractic Association.

Kisha Braithwaite Holden, PhD, is associate director for Community Voices:
Healthcare for the Underserved and an assistant professor of clinical psychiatry at
Morehouse School of Medicine. She earned her doctorate in counseling psychology
from Howard University and completed a National Institute of Mental Health—funded
postdoctoral research fellowship at Johns Hopkins University in the School of
Medicine and School of Public Health. Dr. Holden brings several years of experience
as a clinician, evaluator, and researcher conducting community-based studies focused
on mental health disparities and depression among African American women. She is
committed to promoting the health and well-being of culturally diverse families and
the development of strategies for informing mental health policy.

Rhonda Conerly Holliday, PhD, is a developmental psychologist and currently a
research assistant professor in the Department of Community Health and Preventive
Medicine at the Morehouse School of Medicine. She received her BS degree in
psychology from Morris Brown College in Atlanta. She received her master’s and
doctorate from the University of Alabama at Birmingham and completed postdoctoral
training at Emory University’s Rollins School of Public Health. Her main research
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interests are minority health issues and health disparities with a focus on incarcerated
populations. In addition to her academic pursuits, Dr. Holliday serves as a volunteer
with the American Psychological Association Behavioral and Social Science Volunteer
Program, through which she is available to offer technical assistance to community-
based HIV/AIDS organizations.

James S. Jackson, PhD, the Daniel Katz Distinguished University Professor of
Psychology, is the director and research professor at the Institute for Social Research
and a professor in the School of Public Health, University of Michigan. He has con-
ducted research and published in several areas, including international, comparative
studies on immigration, race and ethnic relations, physical and mental health, adult
development and aging, attitudes and attitude change, and African American politics.
He holds BA and MA degrees in psychology and a PhD in social psychology from
Wayne State University. He is an elected member of the Institute of Medicine.

Glenn S. Johnson, PhD, is a research associate in the Environmental Justice Resource
Center and associate professor in the Department of Sociology and Criminal Justice at
Clark Atlanta University. He coordinates several major research activities including
work on transportation racism, urban sprawl, smart growth, public involvement, facil-
ity siting, toxics, and regional equity. He is the coeditor of Just Transportation:
Dismantling Race and Class Barriers to Mobility (New Society, 1997), Sprawl
City: Race, Politics, and Planning in Atlanta (Island Press, 2000), and Highway
Robbery: Transportation Racism & New Routes to Equity (South End Press, 2004).
Dr. Johnson received his BA (1987), MA (1991), and PhD (1996) in sociology from
the University of Tennessee at Knoxville.

Camara Phyllis Jones, MD, MPH, PhD, is research director for social determinants
of health and equity in the Division of Adult and Community Health, National Center
for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and
Prevention. Dr. Jones is a family physician and epidemiologist who seeks to broaden
the national health debate beyond the provision of health services to encompass atten-
tion to the social determinants of health (including poverty) and the social determinants
of equity (including racism). Through her research on the impacts of racism on the
health and well-being of the nation, she hopes to initiate a national conversation on rac-
ism that will eventually lead to a national campaign against racism. Dr. Jones received
her BA (molecular biology) from Wellesley College, her MD from the Stanford
University School of Medicine, and her MPH and PhD (epidemiology) from the Johns
Hopkins School of Hygiene and Public Health. She also completed residency training
in general preventive medicine (Johns Hopkins School of Hygiene and Public Health)
and in family practice (Residency Program in Social Medicine, Bronx, New York).

Lovell A. Jones, PhD, is presently a professor in the Department of Health Disparities
Research as well as the Department of Biochemistry and Molecular Biology at the
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University of Texas M. D. Anderson Cancer Center. He has over thirty-five years of
experience addressing issues of minority health and the health of the underserved. As
a scientist, Dr. Jones has done extensive research into the relationship among hor-
mones, diet, and endocrine-responsive tumors and has presented his work both nation-
ally and internationally. For his work, the National Institutes of Health/National Center
on Minority Health and Health Disparities recently awarded him its Director’s Award
for Excellence in Health Disparities. Dr. Jones is a coauthor of the congressional reso-
lution designating the third full week in April as National Minority Cancer Awareness
Week. Dr. Jones’s research also involves determining the mechanism by which natural
and environmental estrogenic agents may initiate cancers in hormonally responsive
tissue. In January 2000, Dr. Jones was named the first director of the congressionally
mandated Center for Research on Minority Health.

S. Sam Lim, MD, MPH, is assistant professor of medicine and epidemiology at
Emory University and clinical assistant professor of medicine at Morehouse School of
Medicine. He went to medical school at the State University of New York in Brooklyn
and obtained his MPH in epidemiology from Emory University. He is the chief of
rheumatology at Grady Health Systems, where he directs the Grady Lupus Clinic, and
he is the principal investigator of the Georgia Lupus Registry, which is funded by the
Centers for Disease Control and Prevention. Through these and other avenues,
Dr. Lim seeks to improve the treatment and understanding of systemic lupus erythe-
matosus, particularly as it affects black and lower socioeconomic patients.

Shiriki K. Kumanyika, PhD, earned her PhD in Human Nutrition from Cornell
University and MPH from the Johns Hopkins School of Hygiene and Public Health.
Her research focus is on developing effective approaches to improve population
health outcomes related to nutrition and obesity. Dr. Kumanyika is professor of epide-
miology (Department of Biostatistics and Epidemiology and Department of Pediatrics
[Gastroenterology; Nutrition Section]) and associate dean for health promotion and
disease prevention at the University of Pennsylvania School of Medicine. She is
founder and chair of the African American Collaborative Obesity Research Network
(AACORN), a national organization devoted to improving the quality, quantity, and
effective translation of research on weight issues in African American communities.
Her publications include the Handbook of Obesity Prevention (Springer, 2007), of
which she is lead editor.

Jacqueline Martinez, BS, is a senior program director at the New York State Health
Foundation. Her primary areas of research are community health workers, social deter-
minants of health, and access to primary care. Ms. Martinez is the former director of
the Kellogg Foundation—funded Community Voices initiative and a 1996 National
Institutes of Health Fellow. Her works have been published in the Journal of Health
Care for the Poor and Underserved and the American Journal of Public Health.
Ms. Martinez received her BS from Cornell University.
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Melita Moore, MD, received her BS in 1999 from Hampton University in biology
with a minor in Spanish. She received her MD in 2005 from the Ohio State University,
College of Medicine and Public Health. Her primary area of research is traumatic
brain injury/concussion in athletes. She was also medical director for Active-Release
Techniques Corporate Solutions and is a nationally certified massage therapist and
full-body-certified active-release-techniques provider. She is a Sports Medicine Fellow
with the University of California—Davis Medical Center.

Cassandra Newkirk, MD, MBA, received a BS in black studies from Duke University,
her MD from the University of North Carolina at Chapel Hill, and an MBA in health
administration from Regis University. She is board certified in psychiatry and neurol-
ogy and in forensic psychiatry. Her primary area of research is the psychiatric evaluation
and treatment of offenders, with a special interest in women who are incarcerated. She
has written and lectured on the topic of incarcerated women for the last several years
and was a coeditor of Health Issues of Incarcerated Women, published in 2006 by
Rutgers University Press. Currently she is the vice president for correctional mental
health services and chief medical officer for GEO Care, Inc., in Boca Raton, Florida.

Angela M. Odoms-Young, PhD, is an assistant professor in kinesiology and nutrition
at the University of Illinois at Chicago. She examined family processes in diverse pop-
ulations while holding a Family Research Consortium Postdoctoral Fellowship at
Pennsylvania State University and the University of Illinois at Champaign-Urbana.
She also held a Community Health Scholars Fellowship in community-based partici-
patory research at the University of Michigan School of Public Health. Her research
interests include examining social, cultural, and environmental factors that influence
weight and weight-related behaviors in African American women and their families;
the relationship between diet and religion; and working with lay health advisors in
health-promotion efforts. Dr. Odoms-Young earned a BS in foods and nutrition from
the University of Illinois at Champaign-Urbana and an MS and a PhD from Cornell
University in human nutrition and community nutrition, respectively.

Desirée A. H. Oliver, MPH, PhD, is the project coordinator/research professional at the
Center for Family Research at the University of Georgia. Her primary area of research is
resilience and protective factors for children’s and adolescents’ health and behavioral
outcomes. Dr. Oliver earned her terminal degree at the University of South Carolina.

Leda M. Perez, PhD, is vice president for Health Initiatives at the Collins Center for
Public Policy, where she focuses on policy and practice related to community health,
prisoners and prison health, and community health workers. Dr. Perez was director of
Community Voices Miami between 1999 and 2008, with funding of $5 million. Her
articles have appeared in the American Journal of Public Health, the Journal of
Healthcare for the Poor and Underserved, the Journal of Correctional Healthcare, the
American Journal of Health Services, and the American Journal of Men’s Health and
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Gender. Dr. Perez earned her PhD in interAmerican studies (international studies
and development) from the University of Miami.

Rakale Collins Quarells, PhD, is a behavioral scientist and an associate professor of
community health and preventive medicine in the Social Epidemiology Research
Center at the Morehouse School of Medicine (MSM). She also serves as the track
coordinator for the health education and health-promotion track of the master of pub-
lic health program at MSM. Dr. Quarells joined MSM in July 2000 following the com-
pletion of a two-year Postdoctoral Fellowship in Chronic Disease Epidemiology and
Prevention at the Stanford Prevention Research Center in the Stanford University
School of Medicine. Dr. Quarells received her BS (1991), MS (1993), and PhD (1998)
in psychology from Howard University in Washington, D.C.

Megha Ramaswamy, MPH, PhD, holds a PhD in sociology from the Graduate
Center, City University of New York. She was an instructor in urban public health at
Hunter College, City University of New York. She joined the faculty in preventive
medicine and public health at the University of Kansas School of Medicine in July
2009. Her dissertation research was on the relationship among incarceration, gender,
and health, in particular the progressive masculinities and social and policy factors that
structure health and social risk for young men involved in the criminal justice system.

Ken Resnicow, PhD, is a professor in the Department of Health Behavior and Health
Education at the University of Michigan School of Public Health. His research inter-
ests include the design and evaluation of health-promotion programs for special popu-
lations, particularly cardiovascular and cancer-prevention interventions for African
Americans; the relationship between ethnicity and health behaviors; the prevention
and treatment of chronic diseases; obesity prevention; substance-use prevention and
harm reduction; type 2 diabetes prevention; and comprehensive school health pro-
grams. Much of Dr. Resnicow’s work is informed by chaos theory and complexity sci-
ence. Current studies include a National Institutes of Health (NIH)—funded project to
test the impact of ethnic and novel motivational tailoring of colorectal-screening
materials for African Americans; an NIH-funded project to develop and evaluate two
smoking-prevention programs for South African youth; two studies to increase organ-
donation rates among African Americans working in Michigan hair salons and
churches; a study funded by the Centers for Disease Control and Prevention to improve
colorectal-screening rates in members of black churches; and an NIH-funded study to
reduce obesity using a technique called Motivational Interviewing in pediatric prac-
tices. He has published over 170 peer-reviewed articles and book chapters and has
served on numerous advisory panels and review groups.

Joseph Richardson, PhD, is an assistant professor in the Department of African
American Studies at the University of Maryland at College Park. He received his doc-
toral degree in criminology from the Rutgers University School of Criminal Justice.
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Dr. Richardson is also a faculty associate for the Maryland Population Research
Center, the Consortium for Race, Gender and Ethnicity, and the School of Public
Health at the University of Maryland. Dr. Richardson is on the national advisory board
for the Juvenile Relational Inquiry Tool, an initiative funded by the federal Office of
Juvenile Justice and Delinquency Prevention. He is currently the director of Project
CREATE (Cultural Rehabilitative Enrichment Attained Through Education), a health-
literacy program for youth offenders detained at the District of Columbia jail, and is
funded to conduct research on the health-risk behaviors of those offenders.
Dr. Richardson’s research interests focus on the social context of youth-offender reen-
try and the intersection of health-risk behaviors.

Dana H. Z. Robinson, MPH, received her BA in biology and chemistry from Oberlin
College and her MPH from the Rollins School of Public Health at Emory University
with a concentration in behavioral sciences. After working for four years as a health
communication specialist with the Youth Media Campaign, she returned to the Rollins
School of Public Health to serve as project director of Project ACTS (About Choices
in Transplantation and Sharing), where she educates African Americans about the
importance of organ and tissue donation.

Robert G. Robinson, PhD, served as the associate director for health equity at the
Office on Smoking and Health, National Center for Chronic Disease Prevention and
Health Promotion, Centers for Disease Control and Prevention (CDC) from 1993 to
2006. Dr. Robinson received his BA in 1967, MSW in 1969, MPH in 1977, and PhD
in 1983 from the University of California at Berkeley. His primary areas of work are
tobacco cessation (which has resulted in the development of Pathways to Freedom, the
state-of-the-art material for the African American community), targeted marketing
strategies by the tobacco industry, the historical context of tobacco use in the African
American community, and the elimination of population disparities (for which he has
developed and published a community-focused conceptual model). Prior to joining the
CDC in 1993, Dr. Robinson was a researcher with the Fox Chase Cancer Center in
Philadelphia. He chaired the nation’s first National Black Leadership Initiative chap-
ter, in Philadelphia. In addition, he spearheaded the coalition of multiple community
leaders and organizations that defeated the introduction of UPTOWN cigarette, the
first tobacco product produced and marketed specifically for the African American
community. He was honored with the Robert G. Robinson Nguzo Saba Award in 2005
by the National African American Tobacco Prevention Network.

Sherrill L. Sellers, PhD, is an associate professor in the School of Social Work at the
University of Wisconsin—-Madison and an associate professor in the Department of
Family Studies and Social Work at Miami University (Ohio). She received her PhD
from the University of Michigan—Ann Arbor in 2000. Her research focuses on the
mental and physical health consequences of social inequalities, with particular interest
in race, class, and gender; the intersection of race, genetics, and health; and aging and
the life course. She specializes in mixed-model/mixed-method research.
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Emilie Phillips Smith, PhD, is a professor of human development and family studies
at Pennsylvania State University and director of the Center for Family Research in
Diverse Contexts there. She received her PhD in psychology from Michigan State
University. She is the coeditor of a book, Preventing Youth Violence in a Multicultural
Society. Dr. Smith is currently funded to conduct research with community-based
after-school programs to foster positive development and prevent problem behavior.
She has been involved in local and national initiatives using universal school-based
and targeted family intervention and has authored papers on youth and family devel-
opment and on the roles of identity, race, and ethnicity.

Shedra Amy Snipes, PhD, is currently a National Cancer Institute Career Development
Fellow at the University of Texas School of Public Health in Houston. She received
her BA in anthropology and human biology from Emory University and her master’s
and doctoral degrees from the University of Washington in Seattle. Formerly, Dr.
Snipes completed extensive training as a W. K. Kellogg Health Scholar in
Multidisciplinary Disparities at the University of Texas M. D. Anderson Cancer
Research Center within the Department of Health Disparities Research at the Center
for Research on Minority Health. Dr. Snipes’s overarching interests are biology, cul-
ture, folk beliefs, and health-disparities research. In her work thus far, she has amassed
data showing numerous occupational-health disparities among Mexican immigrant
workers and has also successfully tested the feasibility of collecting longitudinal bio-
specimens in highly mobile populations. Through grants awarded by the National
Science Foundation, as well as the Southwest Agricultural Health and Safety Center of
the National Institute of Occupational Safety and Health, Dr. Snipes has collected
important information on key factors that are unique to the Mexican farmworker com-
munity. Her latest study describes migrant farmworkers in transit from the Texas-
Mexico border to find work; it provides useful data on cultural notions associated with
pesticide exposure, occupational illness, injury, and health care access among migrant
farmworkers.

Gregory Strayhorn, MD, PhD, MPH, is professor of family medicine and former
chair of the department at the University of North Carolina School of Medicine. His
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In 1980, in response to arguments that the commonly used Gross Domestic Product, a
measure of human progress, failed to adequately measure well-being, Mahbub ul Haq,
a Pakistani economist, devised the concept for the human development index (Burd-
Sharps, Lewis, & Martins, 2008). With the assistance of Nobel laureate Amartya Sen
and other economists from Yale University and the London School of Economics,
Dr. Haq developed the Human Development Index (HDI). The HDI’s success in
expanding both the measure and discussion of well-being beyond the confines of
income has made it one of the most widely used indices of both global and national
well-being. Since its creation in 1990, the HDI has been used by the United Nations
Development Program (UNDP) as a means of determining a country’s developmental
status—developed, developing, or underdeveloped. A country’s HDI score and its cor-
responding developmental status is assessed and reported annually by the UNDP.

The HDI score is computed using variables considered to be standard measures
of “human development.” The variables are life expectancy at birth, used as an index of
population health and longevity; knowledge and education, measured by adult literacy
and primary, secondary, and tertiary school enrollment; and standard of living, mea-
sured by the Gross National Product per capita at purchasing power parity in U.S. dol-
lars (Burd-Sharps et al., 2008; Sotelo & Gimeno, 2003). The HDI variables are used to
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generate scale scores between zero and one. The resulting HDI scale score range is
divided into three categories—high (= 0.80), medium (0.50-0.79), and low (= 0.50)—
where zero indicates the lowest level of human development and one (1), the highest
level of human development (Burd-Sharps et al., 2008). Countries, such as the United
States, that have high HDI scores are considered to be developed, and those with
medium or low HDI scores are considered to be developing or underdeveloped (third
world), respectively.

The HDI is a means by which the United States and other countries assess their
global competitiveness, the well-being of their communities, and societal disadvan-
tages (Burd-Sharps et al., 2008). A recent comparison of federal health data from 2005
with those from 2006, using the HDI, revealed a persistently poor international health
status for U.S. black males. Despite living in the richest and most medically advanced
country in the world, U.S. blacks have a health status comparable to those residing in
“medium human development” countries (Gadson, 2006). In 1990, the New England
Journal of Medicine estimated the life expectancy of U.S. black males to be sixty-five
years. In the sixteen years following the 1990 estimate, black male life expectancy
rates showed marginal improvement in 2005-6 (68.8 years). In an international life
expectancy comparison, the life expectancy at birth for U.S. black males (68.8 years)
was less than it was for males in Iran (69.0 years), Colombia (69.3 years), Occupied
Palestinian Territories (70.9 years), Ecuador (71.4 years), and Sri Lanka (71.5 years)
(see Table 1.1). With a difference of nearly six years from U.S. white males, the life
expectancy of U.S. black males is more comparable to the life expectancies of males
in Vietnam (68.6 years), El Salvador (67.8 years), and Iraq (67.5 years) than it is to
their U.S. white male counterparts (74.6 years) (Gadson, 2006).

In the United States, Northeastern states—such as Connecticut, Massachusetts,
New Jersey, Washington, D.C., and Maryland, which have the highest earning
potential, education attainment and enrollment, and the second-highest life expectancy
of the four U.S. Census regions—have the highest HDI (Burd-Sharps et al., 2008).
States such as Mississippi, West Virginia, Louisiana, Arkansas, and Alabama, which
are in the Southern region, have the lowest HDI in that the people in this region have,
on average, the shortest life expectancy, lower earning potential, and lower levels of
educational attainment and enrollment than do Americans in other parts of the country.
In general, women have higher educational attainment and a life expectancy five years
greater than men; however, the advantages of education and health are overshadowed
by women’s lower earnings, thus giving men a slightly higher HDI.

Racially and ethnically, Asians outperform all other racial groups in all three
human development dimensions. Of all the racial and ethnic groups, Asians have the
highest earnings, which are slightly greater than whites, whose HDI ranking too is sec-
ond to Asians. Asians also rank first and vastly higher than whites in health and educa-
tional advantages. Latinos rank third overall. Despite having the lowest educational
and income rankings, the overall good health of Latinos gives them an HDI ranking
higher than that of blacks. Even though blacks are third in income and education, their
poor health status gives them the bottom ranking. The health ranking of blacks has
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Selected Male Life Expectancies at Birth.

Life Expectancy Country Rank

Country (yrs) (HDI score) HDI Category
United States (white) 74.6 12 (0.951) High

Sri Lanka 71.5 99 (0.743) Medium
Ecuador 71.4 89 (0.772) Medium
Malaysia 70.9 63 (0.811) High
Occupied Palestinian Territories 70.9 106 (0.731) Medium
Colombia 69.3 75 (0.791) Medium
Iran 69.0 94 (0.759) Medium
United States (black) 68.8 12 (0.951) High
Vietnam 68.6 105 (0.733) Medium
El Salvador 67.8 103 (0.735) Medium
Iraq 67.5 N/A Medium
Nicaragua 67.3 110 (0.710) Medium

Source: U.S. data from National Center for Health Statistics. (2006). Health, United States, 2006, with
Chartbook on Trends in the Health of Americans. Hyattsville, MD: Author. International data from
United Nations Development Program. (2005). Human development report 2005: International coop-
eration at a crossroads—Aid, trade and security in an unequal world. New York: Hoechstetter Print-
ing; United Nations Development Program. (2007). Human development report 2007/2008: Fighting
climate change—Human solidarity in a divided world. New York: Palgrave Macmillan.

resulted in life expectancies five years less than those of Native Americans, who have
the second-lowest health ranking, and thirteen years less than Asians, who have the
highest health ranking.

For the past one hundred years, the U.S. black male has had the shortest life expec-
tancy of any other U.S. racial or ethnic group (Gadson, 2006). Although life expectancy
has increased steadily since 1970 for whites and blacks, between 1970 and 2005 the
increases in life years have been greater for whites than blacks and for women than
men (see Figure 1.1) (U.S. Department of Health and Human Services . . ., 2008).
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Life Expectancy at Birth, by Race and Sex, 1970-2005.
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Source: Centers for Disease Control and Prevention; National Center for Health Statistics, as
referenced in Gadson, 2006.

Between 1970 and 2005 the life expectancy for white females remained the highest in
the nation. As reflected in the figure, a white female born in 2005 could expect to live
approximately 80.8 years, whereas a black female born in the same year could expect
to live an average of only 76.5 years, a difference of 4.3 years. With a difference of 6.2
years, a white male born in 2005 could expect to live 75.7 years, compared to a black
male born in the same year with a life expectancy of 69.5 years. In the United States,
the black male, from birth to eighty-four years, has the highest mortality rates across
all ages and geographic regions, with the greatest racial differences in mortality rates
reported for males twenty-five to fifty-four years of age (Gadson, 2006).

In 2005, blacks, with 1,016.5 deaths per 100,000 persons, had a higher overall
age-adjusted mortality rate than whites, at 785.3 deaths per 100,000; Native Americans/
Alaska Natives, at 663.4; and Asians/Pacific Islanders, at 440.2 (Kung, Hoyert, Xu, &
Murphy, 2008). High rates of U.S. black male mortality are attributed to the racial
health disparities that exist for nearly all major chronic diseases. According to the
2000 census, 36.4 million persons, or 12.9 percent of the U.S. population, identified as
black or African American (McKinnon, 2001; Centers for Disease Control and
Prevention [CDC], 2005). Of those identifying as black or African American, 35.4
million identified as non-Hispanic. This category, non-Hispanic blacks, has a dispro-
portionately greater burden of disease, injury, death, and disability for many health
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Ten Leading Causes of Death (Both Sexes, All Ages).

Rank United States Whites Blacks
1 Heart disease Heart disease Heart disease
2 Cancer Cancer Cancer
3 Stroke Stroke Stroke
4 Chronic lower respiratory ~ Chronic lower Diabetes
disease respiratory disease
5 Unintentional accidents Unintentional Unintentional accidents
accidents
6 Diabetes Diabetes Homicide
7 Influenza/Pneumonia Influenza/Pneumonia  HIV/AIDS
8 Alzheimer’s disease Alzheimer’s disease Respiratory disease (COPD)
9 Kidney diseases Kidney diseases Kidney diseases
10 Septicemia Suicide Septicemia

Source: CDC. (2005, March). National Vital Statistics Report, 53(17); National Center for Health Statistics.
(2005, March 7). National Vital Statistics Reports.

conditions (CDC, 2005). Although blacks and whites share the top three causes of
death and, without regard to ranking, seven of the ten leading causes of death (reflected
in Table 1.2), the risk, incidence, morbidity, and mortality rates of disease and injury
are often greater for blacks than whites.

HEART DISEASE

Excluding the year 1918, heart-disease—related illnesses have been the leading cause
of death in the United States since 1900, killing one American every 34 seconds, or
more than twenty-five hundred people daily (American Heart Association, 2005).
Heart disease, which is defined as any disorder that prevents the heart from function-
ing properly, is a general term used to denote various diseases that could affect the
heart (U.S. Department of Health and Human Services . . . , 2008). The eight types of
heart disease are (1) coronary, a blockage of a coronary artery, which can cause chest
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pain and heart attack; (2) cardiomyopathy, a disease of the heart muscle, which can
cause arrhythmia and/or sudden cardiac death; (3) cardiovascular, any number of spe-
cific diseases that affect the heart and/or the blood vessel system leading to and from
the heart; (4) ischemic, a disease of the heart characterized by a reduction in blood to
organs; (5) congestive heart failure and congestive cardiac failure, diseases resulting
from any structural or functional cardiac disorder that impairs the heart’s ability to fill
with or pump sufficient amounts of blood throughout the body; (6) hypertensive, a dis-
ease caused by high blood pressure; (7) inflammatory, a disease involving the inflam-
mation of the heart muscle and/or the surrounding tissue; and (8) valvular, a disease
process involving one or more valves of the heart.

With risk factors including obesity, lack of physical activity, smoking, high cho-
lesterol, hypertension, and old age, coronary heart disease is the most common form of
heart disease and is the single leading cause of death in America (U.S. Department of
Health and Human Services . . ., 2008; American Heart Association, 2005). Heart dis-
ease deaths represent nearly 60 percent of the total mortality rate, claiming nearly as
many lives annually as the next five leading causes of death combined: cancer, chronic
lower respiratory disease, accidents, diabetes mellitus, and influenza and pneumonia.
In 2004, coronary heart disease death rates per 100,000 persons were higher for males
than females and higher for blacks than whites. Overall, coronary heart disease mor-
tality rates were higher for black males (223.9 per 100,000) than they were for white
males (194.2), black women (148.7), or white women (114.7). In 2007, a total of 16
million persons, 8.7 million males and 7.3 million females, were estimated to have a
history of heart attack and/or angina pectoris, which are both caused by coronary heart
disease. Despite blacks having higher heart disease mortality rates, the prevalence of
heart disease and heart-disease—related conditions is higher among whites than blacks.
Affecting 12.2 percent of the white population, heart disease in whites is second in
prevalence only to Native Americans/Alaska Natives.

CANCER

Cancer is the second leading cause of death in the United States, where black men
have the highest cancer death rate per 100,000 persons (see Figure 1.2). The cancer
death rates are substantially greater among blacks than whites and among men than
women. Cancer incidence among men is highest among blacks (607.3 per 100,000
persons), followed by whites (527.2), Hispanics (415.5), and Asians/Pacific Islanders
(325.8). Among the U.S. male population, lung cancer, representing 70.3 percent of all
cancer deaths; prostate cancer, representing 25.4 percent; colorectal cancer, 21.6
percent; and liver cancer, 15.1 percent are the top four leading causes of cancer deaths
(CDC, 2007). With the exception of Hispanics, lung cancer is the leading cause of can-
cer death among all male racial groups; however, black males, with a lung cancer
death rate of 101.3 per 100,000 persons, are 1.3 times more likely to die from lung
cancer than are their white counterparts, with a death rate of 75.2 (see Table 1.3) (Ries
et al., 2005). Although prostate cancer is the second leading cause of cancer death for
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Cancer Death Rates, by Race and Ethnicity, United States,
1998-2002.
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Source: National Cancer Institute, Division of Cancer Control and Population Sciences. (2005).
Surveillance, Epidemiology, and End Results Program, 1975-2002.

all U.S. males with the exception of Asians/Pacific Islanders, blacks are disproportion-
ately impacted (CDC, 2007). As shown in Table 1.3, cancer-related mortalities were
1.3 to 2.3 times greater for black males than white males for other cancers, such as of
the larynx, stomach, mouth, esophagus, small intestine, and pancreas, and myeloma.
Representing 56.1 percent, the percentage of black male cancer deaths attributed
to prostate cancer is 2.4 times that of white males (23.4%), 2.9 times that of Hispanic
males (19.3%), and 3.4 times that of Native Americans/Alaska Natives (16.5%). As
the third leading cause of cancer death for all male racial groups, colorectal cancer
death is 1.4 times greater among black males (9.5 deaths per 100,000) than for white
males (6.2) (see Table 1.3) (Ries et al., 2005). Liver cancer, although the second lead-
ing cause of cancer death among male Asians/Pacific Islanders, is the fourth leading
cause of cancer death among men overall (CDC, 2007). The rate of cancer death
among black males (9.5 deaths) is 1.5 times greater than that of white males (6.2).
Overall, within the U.S. female population, white women (405.9 per 100,000 per-
sons) have the highest incidence of cancer, followed by black women (379.7), Hispanic
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Cancer Sites in Which African American Death Rates
Exceed White Death Rates for Men, United States, 1998-2002.

Site

All sites

Prostate

Larynx

Stomach

Myeloma

Oral cavity/pharynx
Esophagus
Liver/intrahepatic bile duct
Small intestine
Colon/rectum
Lung/bronchus

Pancreas

Black Males White Males

339.4 242.5
68.1 27.7
5.2 2.3
12.8 5.6
8.8 4.4
7.1 3.9
11.2 7.5
9.5 6.2
0.7 0.5
34.0 24.3
101.3 75.2
15.8 12.0

Ratio (Black/White)
14
2.5
2.3
2.3
2.0
1.8
1.5
1.5
1.4
1.4
13

1.3

Note: Death rates per 100,000; age-adjusted to the 2000 U.S. standard population.
Source: National Cancer Institute, Division of Cancer Control and Population Sciences. (2005).
Surveillance, Epidemiology, and End Results Program, 1975-2002.

women (318.6), Asian/Pacific Islander women (267.4), and Native American/Alaska
Native women (242.2) (CDC, 2008a). However, black women presented higher preva-
lence than white women for colorectal (54.0 vs. 43.3), pancreatic (13.0 vs. 8.9), and
stomach (9.0 vs. 4.5) cancers. Breast, lung, and colorectal cancers are the most com-
mon cancers among women as well as the leading causes of cancer-related deaths
among women. Although breast cancer is the most common form of cancer among
women of all races (117.7 per 100,000 persons), it is the second leading cause of can-
cer deaths for women (24.4 deaths per 100,000). Breast cancer is the first leading
cause of death among Hispanic women (15.7) and the second leading cause of death
among blacks (32.3), whites (23.8) and Native Americans/Alaska Natives (15.0).
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Despite being the second most common cancer among U.S. women (54.2 per
100,000 persons), lung cancer is the leading cause of female cancer deaths (40.9
deaths) (CDC, 2007). Lung cancer is the primary cause of cancer death among white
(41.9), black (40.0), Native American/Alaska Native (30.2), and Asian/Pacific Islander
women (18.1) and the second leading cause of death for Hispanic women (14.4).
Colorectal cancer is the third most prevalent (42.7) as well as the third leading cause
of cancer death (15.2 deaths) among U.S. women. Colorectal cancer is the second
most common form of cancer among black (50.6), Hispanic (34.2), and Asian/Pacific
Islander (32.1) women and the third most common form of cancer among white (41.6)
and Native American/Alaska Native (28.7) women.

STROKE

Claiming over 160,000 lives a year, stroke is the third leading cause of death in the
United States and the leading cause of serious long-term disability (American Heart
Association, 2005). In 2005, strokes accounted for one out of every seventeen deaths.
Of the 700,000 annual U.S. strokes, equating to one stroke every 45 seconds, 500,000
are experienced by those who have never had a stroke and 200,000 occur among those
with a prior history of stroke. There are three types of stroke—ischemic, hemorrhagic,
and transient ischemic attacks—all of which occur more often among people with
conditions such as high blood pressure, heart disease, and diabetes. Ischemic stroke,
which occurs when oxygenated blood is blocked from the brain, is the most common
type of stroke, accounting for 88 percent of all strokes. There are two kinds of hemor-
rhagic stroke, intracerebral and subarachnoid. Intracerebral hemorrhage, accounting
for 9 percent of all strokes, results when blood vessels in the brain leak into the brain,
and subarachnoid hemorrhage, accounting for 3 percent of all strokes, results from
bleeding under the outer brain membrane. Transient ischemic attack (TIA), sometimes
referred to as a mini-stroke, is the mildest of the three types of stroke. The onset of a
TIA has the same etiology as any other stroke; however, the effects of a TIA stroke
clear within twenty-four hours of the onset.

Although strokes can and do occur at any age, more than three-quarters of all
strokes occur in people under the age of sixty-five (American Heart Association,
2005). A person’s risk of stroke doubles each decade after age fifty-five. Blacks are
twice as likely as whites to experience a stroke. In age-adjusted, first-ever stroke inci-
dence per 100,000 persons, white males had a stroke prevalence of 167, compared to
black males, whose prevalence rate was much higher at 323. The age-adjusted preva-
lence rate for first stroke was again much higher for black women (260) than it was for
white women (138). Claiming a life every three minutes, strokes account for more
than one out of every fifteen U.S. deaths. In addition to having higher stroke preva-
lence, blacks are also more likely to die from stroke than are their white counterparts.
The higher stroke mortality and morbidity rates experienced by blacks may be directly
related to their higher prevalence for stroke-related risk factors, such as hypertension
and diabetes.
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As of 2004, seventy-three million persons twenty and older were estimated to
have high blood pressure in the United States (American Heart Association, 2005).
The prevalence of high blood pressure among blacks is among the highest in the world.
About 34 percent of the U.S. black population has high blood pressure, which is greater
than that of the Hispanic, white, and Native American populations, whose rates are
between 24 and 27 percent. High blood pressure rates among blacks have been noted
for causing 40 percent of all deaths related to stroke, heart disease, and kidney disease:
blacks are 1.8 times more likely than whites to experience fatal strokes, 1.5 times more
likely to have fatal heart disease, and 4.2 times more likely to progress to end-stage
kidney disease. High blood pressure rates may also be responsible for up to 75 percent
of cardiovascular problems in people with diabetes, which is itself a stroke risk factor
and the fourth leading cause of death among blacks.

DIABETES

Nationally and among whites, diabetes is the sixth leading cause of death; it is the
fourth leading cause of death among blacks (Table 1.2). There are three types of diabe-
tes: type-1, type-2, and gestational diabetes (CDC, 2008b). Type-1 diabetes results
when the body’s immune system destroys pancreatic beta cells responsible for produc-
ing the insulin that regulates blood glucose. Type-1 diabetes usually occurs among
children and young adults but can occur at any age. Type-1 accounts for 5-10 percent
of all diagnosed diabetes cases among adults. Type-2, also known as adult onset diabe-
tes or non-insulin dependent diabetes mellitus, results when the body gradually loses
its ability to meet its demand for insulin. This form of diabetes accounts for 90-95
percent of all diagnosed diabetes cases in adults. Gestational diabetes is a form of glu-
cose intolerance that can be diagnosed during pregnancy. This form of diabetes occurs
more often among black, Hispanic, and Native American women. It is also more com-
mon among obese women as well as those with a family history of diabetes.

In 2007, the CDC estimated 23.6 million people (7.8% of the U.S. population) to
be diabetic, an estimate which includes 17.9 million diagnosed and 5.7 million undi-
agnosed cases of diabetes (CDC, 2008b). Among those twenty or older, the prevalence
of diabetes among blacks was 1.5 times that of whites. Although whites contributed
11.2 million more cases than blacks (14.9 million versus 3.7 million, respectively), the
population percentage of blacks aged 20 or older with diabetes was greater than the
population percentage of whites in the same age group, 14.7 percent versus 9.8 per-
cent, respectively.

The lifetime risk of developing diabetes for persons born in 2000 was higher for
blacks than whites and for women than men (see Figure 1.3). As shown in the figure,
the lifetime risk of diabetes for whites was lower than the overall population (““Total’)
risk, regardless of gender; in contrast, the risk for blacks was higher than the overall
population risk for both males and females. The lifetime risk for diabetes among black
males exceeded that of white males born in 2000 by more than 10 percent; and the life-
time risk among black women exceeded that of white women by nearly 20 percent.
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Estimated Lifetime Risk of Developing Diabetes for Individuals
Born in the United States in 2000.
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Source: Venkat Narayan, K., Boyle, J.,, Thompson, T., Sorensen, S., & Williamson, D. (2003).
Lifetime risks for diabetes mellitus in the U.S. JAMA, 290 (2003): 1884-1890.

With the exception of Hispanics, whose risk exceeded blacks’ by <S5 percent, blacks
have the highest lifetime diabetes risk.

In addition to being more likely than whites to develop diabetes, blacks are more
likely to experience greater diabetes-related disabilities. Diabetes is a leading cause of
adultblindness, lower-limb amputation, kidney disease, and nerve damage. Responsible
for twelve to twenty-four thousand new blindness cases per year, diabetic retinopathy
is the leading cause of new cases of blindness among adults from twenty to seventy-
four years (CDC, 2008b). By 2050, it is estimated that diabetic retinopathy will
increase from its current prevalence of 5.5 million to between 16 and 18 million
(National Center for Chronic Disease Prevention and Health Promotion . .., 2007).
Twenty-three percent of diabetics experience foot problems, including numbness,
accounting for more than 60 percent of all nontraumatic lower-limb amputations
(CDC, 2008b). Nervous system damage is the major contributing cause of lower-
extremity amputation. Approximately 60 to 70 percent of diabetics have mild to severe
forms of nervous system damage, which impair such things as sensation in the feet or
hands and slow stomach digestion of food. Diabetes is the leading cause of kidney
failure, accounting for 44 percent of new cases in 2005 (CDC, 2008b).

Diabetes-related mortality rates are 27 percent greater among blacks than whites
(National Center for Chronic Disease Prevention and Health Promotion . . ., 2007).



14 African American Health: An Overview

Two-thirds of those with diabetes die from heart attack or stroke, whereas 65 percent
die from cardiovascular disease. Adult diabetics are two to four times more likely than
nondiabetic adults to die of heart disease and/or have a stroke. In 2004, heart disease
was noted for 68 percent and stroke was noted for 16 percent of diabetes-related deaths
among persons sixty-five years or older (CDC, 2008b). Eight percent of diabetics
experience congestive heart failure and 9 percent suffer from coronary artery disease.

HOMICIDE

In the United States, homicide is the fifteenth leading cause of death; however, it is
among the top five causes of death for ages 1-34 (Kung et al., 2008; Karch, Lubell,
Friday, Patel, & Williams, 2008). Homicide is the second leading cause of death for
ages 15-24, third for ages 25-34, and fourth for ages 1-14 (Karch et al., 2008).
Homicide ranks sixth among the top ten leading causes of death among blacks; for
whites, homicide was not among the top ten causes of death. In 2005, blacks accounted
for about half of the homicide deaths, and males accounted for 3.5 times more homicide
deaths than did females. The trend data reflected in Figure 1.4 depict the population
percentage for American males age 14-24, the percentage of male homicide victims by
race, and the percentage of male homicide offenders by race from 1976 to 2005.

The graphs in the figure show the 14-24-year-old white male population, as a
percentage of total population, to be consistently greater than the black male population
within the same age group. Despite having declined from its 1976 high of 8.9 percent
of the population to 6.3 percent in 2005, the percentage of white males age 14—24 has
always exceeded its black male counterpart, whose percentage has declined from 1976
(1.3%) to 2005 (1.2%). In the twenty-nine years reflected in the figure, both races

Young Males as a Percentage of the Population, of Homicide
Victims, and of Homicide Offenders, 1976-2005.
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experienced population trends as follows: from 1976 to 2005, white males age 14-24
represented population percentages between 6.1 and 8.9 percent. The lowest popula-
tion percentage for white males (6.1%) began in 1996 and continued through 2001
before increasing to 6.2 percent in 2002, and 6.3 percent in 2005. For black males in the
age group, population percentages ranged between 1.1 and 1.4 percent. The lowest
population percentage for black males (1.1%) began in 1992 and continued through
2000 before increasing to 1.2 percent in 2001.

Although the white male population was 5.5-6.4 times greater than that of the
black male population within the same age group, the percentages of homicide victims
and offenders were greater among black males than white males. As shown in Figure 1.5,
white males age 14-24 years represented 7.9-10.8 percent of homicide victims and
15.3-20.1 percent of homicide offenders, compared to black males in the same age
group, representing 8.2—17.5 percent of homicide victims and 72.3-82.8 percent of
homicide offenders. In 2005, blacks age 14-24 years were six times more likely to
be the victim of homicide and seven times more likely to have perpetrated a homicide
than their white counterparts. Although blacks were less likely than whites to be the
victim of sex-related homicides (30.5% black vs. 66.9% white), workplace killings
(12.2% black vs. 84.6% white), or homicides by poisoning (16.9% black vs. 80.6%
white), they were overrepresented in homicides involving drugs (61.6% black vs.
37.4% white) (U.S. Department of Justice, 2007).

Homicide Victimization and Offense, by Race, 1976-2005.
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In 2004 black males were more likely than Hispanics or whites to be sentenced for
drug-related offenses (23%, 21%, and 15%, respectively) (Sabol, Couture, & Harrison,
2007). By the end of 2005, blacks represented 44.8 percent, Hispanics 20.2 percent,
and whites 28.5 percent of the 253,300 state inmates serving time for drug offenses
(Sabol & West, 2008). Again, in 2007, blacks had a greater incarceration rate than
whites. Black men were incarcerated at a rate of 4,618 per 100,000 compared to white
males, with a rate of 773, and black women were incarnated at a rate of 348 compared
to white women, at a rate of 95 (Sabol & Couture, 2008). The higher prevalence of
incarceration among blacks has contributed to other health disparities, such as HIV/
AIDS, which does not rank among the top ten leading causes of death for the nation or
among whites but is the seventh leading cause of death for blacks.

CONCLUSION

A review of the nation’s top ten leading causes of death revealed periodically higher
morbidity and consistently higher mortality rates for blacks. Unlike their white coun-
terparts, blacks were less likely to share in the nation’s leading causes of death or to
rank those causes in the same order (Table 1.2). When compared to the rankings of
the nation’s top ten leading causes of death, the rankings for whites deviated from the
nation’s by one, whereas blacks deviated by four. Three of the leading causes of deaths
for blacks—homicide, HIV/AIDS, and respiratory disease (COPD)—did not make the
top ten rankings for the nation or for whites. The differences reflected in these rank-
ings may be symptomatic of the health disparities that continue to impact persons of
color and those of lower economic status.

After evaluating current peer-reviewed research, the Institute of Medicine found
evidence of consistent disparities in health care across a range of illness and health
care services among racial and ethnic groups (Smedley, Stith, & Nelson, 2003). The
Institute of Medicine’s review of the literature found that though some studies argued
that observed health disparities tended to diminish for most diseases and even disap-
pear for a few when socioeconomic factors were controlled for, the majority of the
studies did not. Despite agreeing that disparities are associated with socioeconomic
differences, most studies found that racial and ethnic disparities remained after con-
trolling for socioeconomic differences and other health care access—related factors.

Citing highly rigorous studies which examined racial and ethnic health disparities
in cardiovascular care among studies with findings most convincing of persistent
health care disparities not diminished by controlled socioeconomic factors, the Institute
of Medicine also agrees with popular opinion—disparities exist beyond socioeco-
nomic status (Smedley et al., 2003). Race and ethnicity, rather than disease stage,
income, and insurance, dictated heart disease treatment regimens as well as the receipt
of appropriate cancer diagnostic tests. With HIV, blacks are less likely than nonminor-
ities, even after controlling for age, gender, education, CD4 cell count, and insurance,
to receive antiretroviral therapy, prophylaxis for pneumocystic pneumonia, and prote-
ase inhibitors. Racial and ethnic disparities were also observed for a range of other dis-
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eases and health service categories, including diabetes care, end-stage renal disease,
kidney transplants, pediatric care, maternal and child care, mental health, and many
surgical procedures.

The 2007 National Healthcare Disparities Report, which is generated by the
Agency for Healthcare Research and Quality on behalf of the U.S. Department of
Health and Human Services, noted three major health disparity themes that may help
to explain the racial health differences presented in this chapter: (1) overall disparities
in heath care quality and access are not declining; (2) despite some progress, many of
the larger gaps in quality and access have not been reduced; and (3) being uninsured
continues to be a major barrier to disparity reduction (Agency for Healthcare Research
and Quality, 2008).

The first conclusion stated in the disparities report was derived from the analysis
of sixteen of the forty-two core measures of quality of care, which facilitated cross-
racial and -ethnic comparison, where whites were used as the comparison reference
group (Agency for Healthcare Research and Quality, 2008). The quality-of-care com-
parison showed improvements for nearly half of the quality-of-care disparities for
Hispanics and a lack of improvement for over 60 percent of quality-of-care disparities
among blacks, Asians, and Native Americans/Alaska Natives. The socioeconomic
comparison, which focused on the sixteen core measures of quality and six core mea-
sures of access supported by reliable estimates of income, found that quality and access
to care for the poor had declined by more than 40 percent. As the gap between the
“haves” and the “have nots” continues to increase in the United States, the number of
persons with limited or no access to quality health care also increases. According to
the Gini index, the gap in U.S. incomes increased considerably between 1967 and
2005 (U.S. Census Bureau, 20006).

To date, the Gini index or coefficient is one of the most commonly used measures
of income inequality. The Gini coefficient measures income inequality on a scale from
zero to one, in which zero represents perfect equality (everyone having the same
income) and one (1) represents perfect inequality (one person having all the income).
The scale score is then commonly multiplied by 100 to make score interpretation eas-
ier (Schiller, 2003). The Gini index is used by the United Nations to rank countries on
their income disparities, which range from the lowest level of income disparity, 24.7 in
Denmark, to the highest level of disparity, 74.3 in Namibia (United Nations Develop-
ment Program, 2006). Although most postindustrial nations have a Gini coefficient
ranging in the high twenties to the mid thirties, the United States has a Gini rating of
40. From 1967, when the U.S. Census Bureau started measuring the Gini coefficient,
to 2005, the Gini coefficient has risen 20 percent for full-time workers and 18 percent
for households. Among households, income disparities have risen from 39.7 to 46.9
(U.S. Census Bureau, 20006).

The second conclusion stated in the disparities report is based on the ability to
gain access to the health care system and receive care within a timely fashion (Agency
for Healthcare Research and Quality, 2008). The conclusion’s assessments revealed a
60 percent increase in the core measures used to determine effective access to needed
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health care for Native Americans/Alaska Natives. For blacks, Asians, Hispanics,
and poor populations, there was no improvement in at least half of the core measures
used to determine access to needed services. Core measures remained the same or
declined 60 percent among blacks and 80 percent among Hispanics. The third conclu-
sion is based on the racially inequitable growth rate of uninsured Americans; being
uninsured can lead to a lack of a steady health care provider and delayed care for nec-
essary services. In this assessment both blacks and Hispanics were less likely to have
a usual source of care and more likely to delay necessary care than were whites.

Although according to the 2006 U.S. Census data the number of people with
health insurance increased from 249.0 million in 2005 to 249.8 million in 2006, there
were several decreases in coverage (DeNavas-Walt, Proctor, & Smith, 2007). From
2005 to 20006, the percentage of uninsured people increased from 15.3 percent (44.8
million) to 15.8 percent (47 million), the percentage of those covered by employment-
based health insurance decreased from 60.2 to 59.7 percent, and the number of those
covered by governmental health programs decreased from 27.3 to 27 percent
(DeNavas-Walt et al., 2007). Racially, the percentage of uninsured whites remained
constant from 2005 to 2006 at 10.8 percent, whereas the percentage of uninsured
blacks increased from 19.0 to 20.5 percent. Economically, the likelihood of having
health insurance was directly related to income. Households with annual incomes of
less than $25,000 had a health insurance coverage percentage of 75.1, whereas those
with annual incomes of $75,000 or more had a coverage percentage of 91.5. Regionally,
the uninsured rates are highest in the South (19.0%), followed by the West (17.9%),
Northwest (12.3%), and Midwest (11.4%).

In closing, the overall health of black Americans is substantially less than that of
white Americans. American blacks have a life expectancy that is unreflective of the
developed nation in which they live and more reflective of a developing nation. Their
health mortalities and morbidities are also much greater due to continually increasing
disparities in poverty, medical coverage, and access to care, which also makes them
more susceptible to health conditions (homicide, HIV/AIDS, and respiratory disease)
not suffered in the same magnitude by their white counterparts.
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"WITHOUT HEALTH AND
LONG LIFE ALL ELSE FAILS”

VANESSA NORTHINGTON GAMBLE

ROOTS OF ACTIVITIES TO ELIMINATE DISPARITIES IN HEALTH
AND HEALTH CARE

In October 1985, Margaret M. Heckler, secretary of the United States Department of
Health and Human Services (DHHS), released the landmark Report of the Secretary’s
Task Force on Black and Minority Health (U.S. Department of Health and Human
Services, 1985). The report, also known as the Heckler Report, detailed stark differ-
ences between the health status of African Americans, Native Americans, Hispanics,
and Asians/Pacific Islanders compared with whites. It concluded that sixty thousand
excess deaths occurred each year in minority populations—deaths that probably would
not have occurred had the persons been white. The report led DHHS to establish the
Office of Minority Health in January 1986 and served as the impetus for the creation
of additional offices at the state level. The Heckler Report propelled racial and ethnic
health disparities onto the national research and health policy stage. In the years
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following its release, there has been a dramatic increase in private and public initia-
tives to eliminate racial and ethnic disparities in health and health care.

Historical analysis makes plain, however, that the roots of these efforts predate the
Heckler Report. Beginning at the turn of the twentieth century, African Americans,
including physicians, nurses, clubwomen, social scientists, and educators, developed
programs and institutions to improve their health status. They frequently argued that
these efforts were critical for African Americans’ social, political, and economic
advancement and indeed for their very survival. As Booker T. Washington, the influen-
tial and well-connected principal of Tuskegee Institute, put it, “without health . . . it
will be impossible for us to have permanent success in business, in property getting,
[and] in acquiring education. . . . Without health and long life all else fails” (Smith,
1995, p. 38). This chapter analyzes twentieth-century efforts initiated by the African
American community to improve its health status before the publication of the Heckler
Report. Its goals are twofold: (1) to demonstrate the agency of the African American
community in the face of a major social problem, and (2) to provide historical context
and background to the contemporary campaign to eliminate racial and ethnic dispari-
ties in health and health care.

AFRICAN AMERICAN SOCIAL SCIENTISTS AND PHYSICIANS
ADDRESS DISPARITIES, 1891-1945

W.E.B. Du Bois: The Health and Physique of the Negro
American (1906)

The historical record demonstrates that African American scholars and health care
professionals frequently combined scholarship with activism to improve the race’s
health and to contest racist theories about the causes of racial health disparities. In his
1899 monograph, The Philadelphia Negro, Dr. W.E.B. Du Bois, the influential sociol-
ogist and civil rights activist, urged the following approach to social problems: “We
must study, we must investigate, we must attempt to solve” (p. 3). In The Philadelphia
Negro, the first social study of race in urban America, Du Bois clearly combined pas-
sionate advocacy with careful scholarship.

Du Bois examined health briefly in The Philadelphia Negro but analyzed it more
comprehensively in his 1906 The Health and Physique of the Negro American, one of
a series of research studies published under the auspices of the historically African
American Atlanta University. He used census reports, vital statistics, and insurance
company records to document the poor health status of African Americans in compari-
son to white Americans. A major objective of the monograph was to refute the theories
of African American racial inferiority advanced by Frederick L. Hoffman, a statisti-
cian at Prudential Life Insurance Company. In his influential 1896 treatise Race Traits
and Tendencies of the American Negro, Hoffman (1896) argued that the excessive
mortality rates in African Americans were caused “not in the conditions of life, but in
race traits and tendencies” (p. 95). He viewed immorality, general intemperance, and
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congenital poverty as race traits. Hoffman (1896) also contended that during slavery,
African Americans were healthy and free of disease, but since emancipation, “the col-
ored race is shown to be on the downward grade, tending toward a condition in which
matters will be worse than they are now . .. and gradual extinction of the race take
[sic] place” (pp. 311-312).

Du Bois agreed that African Americans had higher rates than whites for diseases
such as tuberculosis and pneumonia. However, he rejected Hoffman’s argument that
these disparities reflected racial susceptibilities and contended that they stemmed from
social conditions. “The high infant mortality of Philadelphia today,” Du Bois (1899)
wrote, “is not a Negro affair, but an index of social condition” (p. 89). “With improved
sanitary conditions, improved education, and better economic opportunities,” he
declared, “the mortality of the race may and probably will steadily decrease until it
becomes normal” (Du Bois, 1906, p. 90). Previously, in The Philadelphia Negro, Du
Bois had noted the influence of racial attitudes on the diagnosis of disease. He wrote,
“Particularly with regard to consumption [tuberculosis] it must be remembered that
Negroes are not the first people who have been claimed as its peculiar victims; the
Irish were once thought to be doomed by that disease—but that was when Irishmen
were unpopular” (p. 160). Sociologist Tukufu Zuberi (2000) has accurately argued
that at the turn of the twentieth century “African American survival depended upon
scientific validation of their historical reality and humanity” and that Du Bois’s
research “provided a fundamental critique to both Social Darwinism and eugenic
thought” (p. 85).

The Health and Physique of the Negro American served as the basis for the
Eleventh Conference for the Study of Negro Problems. On May 29, 1906, scholars,
health professionals, and activists gathered at Atlanta University to review Du Bois’s
findings. At the end of the meeting they adopted several resolutions. They called for
the formation of local health leagues to provide information about preventive medi-
cine and urged existing health organizations to institute programs to address the health
care needs of African Americans. Conferees also reaffirmed Du Bois’s stance about
the primacy of social factors in determining the health status of African Americans.
They passed a resolution stating that they “did not find any adequate scientific warrant
for the assumption that the Negro race is inferior to other races in physical build or
vitality. The present differences in mortality seem to be sufficiently explained by con-
ditions of life” (Du Bois, 1906, p. 110). The conference’s final resolution also stressed
the connection between research and social reform. It read, “The Conference above all
reiterates its well known attitude toward social problems: the way to make conditions
better is to study the conditions” (p. 110).

Medicine and Social Activism: The Career of Dr. Virginia Alexander

Throughout her career, Philadelphia physician Virginia Alexander epitomized the con-
ference’s final resolution. She researched the links between health and the socioeco-
nomic status of African Americans and crafted a professional life that combined
medicine and social activism. Alexander graduated from Woman’s Medical College of
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Pennsylvania, located in her hometown of Philadelphia, in 1925. After racial discrimi-
nation barred her from obtaining an internship in the city, she moved to Kansas City,
where she completed an internship at Kansas City Colored Hospital and a year’s resi-
dency at Wheatley Provident Hospital, another African American hospital. In 1927,
after finishing her postgraduate training, Alexander returned to Philadelphia and began
a general practice. In 1931, she founded the Aspiranto Health Home, a licensed three-
bed maternity hospital. Virginia Alexander viewed her medical practice as inextricably
linked to broader social and political concerns (Gamble, 1998).

In the summer of 1935 Alexander led a research investigation of the social, eco-
nomic, and health problems of North Philadelphia. The study grew out of a 1935 meet-
ing of the Institute of Race Relations, a seminar organized by the Friends Committee
on Race Relations to develop scientific strategies to combat discrimination. Alexander,
herself a Quaker, was an active member of the race relations committee, and she fre-
quently used her religious connections to lobby white audiences to tackle racial ineq-
uities in health care. Alexander’s four-part final report, “The Social, Economic, and
Health Problems of North Philadelphia Negroes and Their Relation to a Proposed
Interracial Public Health Demonstration Center,” written in conjunction with Dr.
George E. Simpson, clearly reflected the influence of her close friend W.E.B. Du Bois.
The first part provided an overview of the health, economic, and social status of
African American North Philadelphians. The second part described the results of a
survey of the status of five hundred African American families in the area. The third
section presented the results of a study of the professional experiences of thirty-nine
African American physicians. The last section consisted of an analysis of the policies
of local hospitals toward African American patients and physicians. Although Simpson,
a white sociology professor at Temple University, collaborated on this study, he con-
tended that his contribution was minimal (George E. Simpson, telephone conversa-
tion, March 19, 1998) and that Alexander had conducted the bulk of the research and
written the final report.

The report painted a bleak picture of the health of African American Philadelphians.
For example, in 1926, African American infants died almost twice as often as white
infants, and in 1927, African American Philadelphians died from pneumonia at about
four times the rate of white Philadelphians (Alexander & Simpson, 1935). Alexander
attributed these sobering statistics primarily to social and political factors such as
inadequate housing, education, and unemployment. She found that of the five hundred
African American families surveyed, 47 percent had an unemployed head of house-
hold and 41 percent of the families were on relief (Alexander & Simpson, 1935).
Alexander also pointed to racial discrimination as a contributing factor. Her report
documented that many of the city’s hospitals maintained separate wards and clinics for
African American patients or denied them admission and access to their own physi-
cians. The study also described some of the racism that African American patients
faced as they sought treatment. One woman recounted her fears about entering one of
the city’s hospitals: “T was told to go to Hahnemann for an operation, but I was afraid
to go because they always tell you that you need an operation when you don’t, and



Social Scientists and Physicians Address Disparities, 1891-1945 25

then you can’t have any more babies” (Alexander & Simpson, 1935, p. 61). The exis-
tence of discrimination in hospitals in Philadelphia had been a major impetus in
Alexander’s decision to establish her small hospital.

The report recommended the creation of an interracial public health center in
North Philadelphia. Alexander saw the center as the beginning of a public health
movement for the city’s African American population. The center would provide med-
ical care and health education, would offer training for African American physicians
and nurses, would serve as a model for the integration of medical facilities, and would
promote interracial understanding. Alexander did not view the poor health status of
African Americans as a problem that should be addressed by African Americans alone.
She strongly believed that any successful campaign to improve the health and health
care of African Americans required cooperation between African American and white
health professionals. As was true with many of the health activities initiated by African
Americans, funds to support these programs were extremely limited. Alexander sub-
mitted a proposal to fund the public health center to the Milbank Memorial Fund. The
foundation, for unknown reasons, rejected it.

In concert with the recommendations of the Eleventh Conference for the Study of
Negro Problems, Alexander used her research findings to inform social activism. Her
report revealed that of the fifty African American doctors in North Philadelphia, only
five, including herself, had hospital privileges outside of the city’s two African
American hospitals, and thus few had facilities in which to hospitalize their patients.
Alexander called for the admission of African American physicians, interns, and nurses
to the staffs of the three municipal hospitals because African American Philadelphians
paid taxes to maintain them. Between 1937 and 1940, the municipally operated
Philadelphia General Hospital named three African American physicians to its staff.
Alexander’s research findings had convinced the Friends Committee on Race Relations
to take an active role in the successful campaign to push for these appointments
(Alexander & Simpson, 1935; McBride, 1989). As her career progressed, Virginia
Alexander became increasingly interested in public health. In 1936, at the age of
thirty-seven, she left private practice to study public health at Yale—the first African
American person to do so.

Tuberculosis: Racial Disparities in the Early Twentieth Century

In her study, Alexander reported that in 1927 the African American tuberculosis death
rate in North Philadelphia was six times that of whites. Indeed, in The Health and
Physique of the Negro American, Du Bois (1906) had warned, “the greatest enemy of
the African American race is consumption [tuberculosis]” (p. 73). African Americans
recognized the danger posed by the disease and mounted a robust response to fight it.
For example, conferees at the Eleventh Conference for the Study of Negro Problems
called for an ““especial effort . . . to stamp out consumption” and called for “a concerted
action to this end” (Du Bois, 1906, p. 110). An analysis of articles written by African
American physicians about tuberculosis between 1900 and 1940 provides a lens through
which to understand how the African American medical profession conceptualized not
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only the factors underlying the tuberculosis rates in African Americans but the causes
of racial health disparities in general and the actions necessary to decrease them.

African American physicians repudiated theories that attributed tuberculosis’s
heavy toll on African Americans to biology or racial inferiority, such as those expressed
by Dr. J. Madison Taylor, a white physician on the faculty of Temple University
Medical School. Taylor (1915) contended that African Americans and whites were
totally unlike in racial characteristics and that African Americans were susceptible to
tuberculosis because they were structurally maladapted to live in Northern cities.
Washington physician Edward Mayfield Boyle (1912) vehemently criticized Taylor’s
stance because it incorporated beliefs about the inherent inferiority of African
Americans into medical discourse. He also pointed out that while suicide and polio
affected whites more than African Americans, the medical profession did not consider
these higher rates as signs of white inferiority. African American physicians refused to
accept pessimistic theories that African Americans were inherently diseased and thus
doomed. Dr. John P. Turner, secretary of the Philadelphia Academy of Medicine, an
African American medical society, wrote, “The Academy is making [the Negro]
realize. . . . that consumption is to a large extent, especially in his case, a result of poor
housing facilities and poor economic conditions. We feel that to give the Negro a new
vision, a new hope, is to aid him to reduce his mortality through the consciousness that
he must not have consumption just because he is a Negro” (Minton, 1924, p. 13).
Turner contended that African American physicians had a responsibility to provide
African Americans with a more optimistic view of their lives and to demonstrate that
tuberculosis could be prevented.

African American physicians believed that the disparities in tuberculosis rates
reflected socioeconomic inequalities not physiological inferiority. In a 1905 speech
before the American Anti-Tuberculosis League, Dr. John E. Hunter (1905) of the
National Association of Colored Physicians and Surgeons stressed the connection
between income and health. He argued that African Americans who had been able to
move from tenements “by reason of industry, education, and morality have lived above
the environments that are conducive to tubercular tendencies, have a very low death
rate from tuberculosis” (p. 251). Seeking to investigate the links between tuberculosis
and race, Philadelphia physician Charles A. Lewis conducted a public health survey of
an African American neighborhood in South Philadelphia between 1911 and 1912. He
concluded that the high tuberculosis rates in African Americans stemmed from “the
deplorable conditions under which Negroes were forced to live because of an eco-
nomic setup that failed to net them a living wage, which in turn fostered improper
nourishment” (McBride, 1981, p. 84).

African American physicians also pointed to racism as a factor in the high tuber-
culosis rates. Dr. Edward Mayfield Boyle strongly repudiated the views of the Chicago
physician H. J. Achard (1912), who believed that the healthy and idyllic conditions in
which African Americans had lived under slavery had made them resistant to tubercu-
losis. However, echoing the views of Frederick L. Hoffman, Achard argued that they
were now susceptible to the disease because freedom had led them to lives that



Social Scientists and Physicians Address Disparities, 1891-1945 27

included “dirt, irregular living, alternating between stuffing and starving, excesses of
various kinds, often indulgence in alcohol, crowded, unventilated quarters and insuffi-
cient clothing” (p. 225). Boyle (1912) retorted, “Those who once exercised the right of
tutelage over ‘body and soul’ have. ... become, in a large measure, the freedmen’s
oppressors. Whereas during slavery Negroes were engaged . . . [and] counted efficient
as workmen, as freedmen they are vigorously opposed in many a line of industry and
labor” (p. 347).

African American Physicians Battle Health Disparities, 1900-1940

Between 1900 and 1940, African American physicians proposed several strategies to
decrease tuberculosis and other diseases in African American communities. They
pushed for the enforcement of sanitation laws to clean up the tenement housing in
which many urban African Americans lived and for environmental reforms to improve
the sanitation of African American districts. They called for programs to teach per-
sonal hygiene, especially to poor African Americans and to recent migrants from the
South. At the time, racial discrimination severely restricted access of African American
health care professionals and African American patients to medical facilities.

The physicians also called for more training and clinical opportunities for African
American health professionals and increased admission of African American patients
to hospitals and sanatoria. At the end of the nineteenth century, the African American
community had started its own hospitals to address the needs of African American health
care professionals and patients. In 1891, Provident Hospital and Nurse Training
School, the nation’s first African American—controlled hospital, opened in Chicago. Its
founder, the prominent Chicago surgeon Daniel Hale Williams (1900), called on the
African American community to establish additional hospitals. He urged, “Let us no
longer sit idly and inanely deploring existing conditions. Let us not waste time trying
to effect changes or modifications in the institutions unfriendly to us, but rather let us
seek to promote the doctrine of helping and stimulating our race” (p. 4). By 1919, at
least 119 African American hospitals had opened (Work, 1918-1919).

Although African American physicians during the first half of the twentieth cen-
tury recognized the adverse effects of a segregated medical care system, most did not
call for its dismantlement as a solution to the health problems of African Americans.
They advocated for programs and facilities that would work within the context of a
segregated society, because they believed that integration was not immediately forth-
coming and that the health and professional needs of African Americans demanded
immediate solutions. Such views were not universal. At a 1938 conference on national
health care, Harlem physician Louis T. Wright, board chair of the National Association
for the Advancement of Colored People (NAACP), argued, “the health of the American
Negro is not a separate racial problem . . . but . . . an American problem that should be
adequately and equitably handled by the identical agencies . .. as the health of the
remainder of the population” (Interdepartmental Committee ..., 1938, p. 87).
However, the color line in medicine remained in place until the gains made by the
post—World War II civil rights movement.
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AFRICAN AMERICAN SELF-HELP ACTIVITIES, 1913-1948

From National Negro Health Week to the National Negro
Health Movement

At the turn of the twentieth century, the African American community also established
self-help activities to address its poor health status. The largest and most significant
was National Negro Health Week. The origins of the movement can be traced to 1913,
when the National Organization Society of Virginia, under the leadership of Robert
Russa Moton, established a health week to call attention to the high morbidity and
mortality rates of the state’s African American citizens and to develop programs to
attack them. The society, an organization dedicated to improving the status of African
American Virginians, had become interested in health issues because it believed that
the poor health status of African Americans was a “source of economic loss to the race
and a hazard to the general welfare of the state” (R. R. Moton, personal communica-
tion, c. 1940). The goal of the health week was to teach African Americans about the
principles of public health and hygiene in order to help them become stronger and
more economically productive citizens. Its activities, conducted with the support of
local health departments, included lectures in churches and schools and the formation
of brigades to clean neighborhoods.

The Virginia program attracted the attention of Booker T. Washington, who, in
addition to his responsibilities at Tuskegee Institute, headed the National Negro
Business League. Washington had becoming increasingly interested in public health,
influenced in part by the research and activities of Monroe N. Work, a sociologist who
directed the institute’s Department of Records and Research. Work’s affiliation with a
1905 health campaign conducted in Savannah, Georgia, by an African American men’s
Sunday club had convinced him that “the gospel of health could be carried directly to
the colored people and that they were ready to hear and to put into practice what was
told them” (Brown, 1937, p. 554). At the annual Tuskegee Negro Conference in 1914,
Work, who had assisted W.E.B. Du Bois with the research for The Health and Physique
of the Negro American, presented some staggering, yet optimistic, statistics about the
poor health of African Americans in the South and its economic costs. He estimated
that approximately 225,000 African Americans died in the South annually and that
450,000 were seriously ill. Work’s data also showed that the annual economic loss to
the South from sickness and death among African Americans was over $300,000,000.
Work estimated that 45 percent of all the deaths were preventable (Work, 1916).

Work’s presentation prompted Washington into action. He called for a national
“Health Improvement Week” to be held April 11-17, 1915, because he viewed good
health as a critical element of racial advancement. Washington firmly believed that
African Americans could be mobilized to “be taught what to do to aid in improving
their health conditions” (Brown, 1937, p. 554). In contrast to the fatalistic views of
Hoffman, he contended that the morbidity and mortality rates of African Americans
could be reduced. Washington sought, and received, cooperation from a broad range
of African American community organizations, including those representing the clergy,
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fraternal organizations, medicine, nursing, and clubwomen. He also urged white sup-
port, and a number of health departments around the country endorsed the endeavor.

Booker T. Washington is often portrayed as an unwavering adherent of an accom-
modationist philosophy that emphasized self-help, racial solidarity, and economic
development as more productive strategies for African American advancement than
politics, agitation, and the demand for immediate integration. However, such a view
obscures the complexity of Washington’s ideology. For example, during a 1915 address
in Baltimore launching Maryland’s health week activities, he criticized segregation
and stressed its detrimental impact on African American health: “Wherever the Negro
is segregated,” he argued, “it means that he will have . . . poor sewerage, poor sanitary
conditions generally, and this reflects itself in many ways in the life of my race to the
disadvantage of the white race” (Brown, 1937, p. 554).

The first health week proved successful: sixteen states held activities (Smith, 1995).
Unfortunately, Washington died shortly after its start. His successor at Tuskegee, Robert
Moton, broadened the scope of the health movement by establishing a formal organiza-
tional structure to set policies and design activities and by strengthening connections to
national organizations, particularly those concerned with health and social welfare,
including African American associations such as the National Medical Association, the
National Association of Colored Graduate Nurses, and the National Association for
Teachers in Colored Schools as well as white associations such as the American Red
Cross, the National Tuberculosis Association, and the American Social Hygiene
Association. Beginning in 1921, members of the National Negro Health Week Committee
met at Tuskegee to develop practical guidance for local health week committees and to
outline strategies to cultivate community support for a national African American health
movement. The committee decided to honor the memory of Booker T. Washington by
annually holding National Negro Health Week around his birthday, April 5.

The committee wrote an annual health week bulletin to guide the effort at the
community level and to announce the year’s theme. For example, the theme for 1928
was “Concentrated Attack on the Negro Health Hazards in Every Community,” and
for the following year it was “A Complete Health Examination for Everybody”
(Brown, 1937, p. 557). The bulletin also offered suggestions for organizing the health
week activities. Monday, for example, was “Home Health Day,” and the day’s activi-
ties focused on improving personal and social hygiene. Friday was designated “School
Health Day,” at which time children were to be examined and immunized. The bulletin
also included recommendations for the effective organization of local health commit-
tees. Suggested health week activities included lectures, films, newspaper articles,
health clinics, vaccinations, insect and rodent extermination, and street cleaning. The
African American community enthusiastically embraced health week. Monroe Work
estimated that by 1930 at least 2,500 communities in thirty-two states held health week
activities (Smith, 1995).

The National Negro Health Week Committee recognized the limitations of an
annual one-week event and wanted to expand it to a year-round activity. However,
Tuskegee Institute lacked the funds and personnel to support and coordinate an
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expansion. Committee members brought the problem of African American health care
to the attention of officials from the United States Public Health Service (USPHS) and
began to lobby them to assume responsibility for health week in order to give it finan-
cial stability, additional resources, and the imprimatur of the federal government. In
1921, Moton persuaded Surgeon General Hugh S. Cummings to endorse health week
and to agree to publish the health week bulletin under the auspices of the Public Health
Service (Brown, 1937). In 1932, the Public Health Service made an even larger com-
mitment. It established the Office of Negro Health Work, under the direction of
Dr. Roscoe C. Brown, an African American dentist. The office served as the center
of the federal government’s African American health efforts and as the headquarters
for National Negro Health Week, which became a year-round activity called the
National Negro Health Movement. Its activities included coordinating health week,
developing educational materials, and publishing National Negro Health News, a quar-
terly journal on African American health issues. Under Brown’s direction, health week
activities expanded. In 1948, 12,000 communities participated. Organizers conducted
3,000 clinics, gave 12,000 health lectures, and cleaned up 200,000 homes and lots
(Brown, 1949). The creation of the office was a significant accomplishment. It marked
the first time since the demise of the medical department of the Freedmen’s Bureau
that the federal government indicated that it had a responsibility to improve the health
of its African American citizens. Historian Susan L. Smith (1995) has concluded,
“African American health activists turned National Negro Health Week into a vehicle
for social welfare organizing and political activity in a period when the vast majority
of African Americans were without formal political and economic power” (p. 34).

African American Women'’s Health Activism, 1908-1942

African American women played critical roles in efforts to improve the health of
the African American community. African American nurses provided health education,
promoted health week activities, and facilitated collaborations between women’s orga-
nizations. The efforts of African American women’s organizations in Chicago contrib-
uted to the success of the city’s 1929 Negro Health Week activities. The women gave
health talks, coordinated meetings, recruited volunteers, and served on one of the
twelve planning committees. One member of the planning committee, Chicago physi-
cian Mary Fitzbutler Waring, served as head of the Department of Health and Hygiene
of the National Association of Colored Women’s Clubs and fervently urged African
American clubwomen to organize health week activities in their communities (Smith,
1995). In Atlanta, the Neighborhood Union, a settlement house established by African
American women in 1908, emerged as the focal point for several health efforts, includ-
ing National Negro Health Week. Under the shrewd and forceful leadership of Lugenia
Burns Hope, the wife of the president of Morehouse College, the Neighborhood Union
operated a health center; offered classes in nursing, hygiene, and prenatal care; pro-
vided health education; sponsored cleanup campaigns; supported local antituberculosis
efforts; and investigated local health conditions. It also developed an intricate organi-
zational structure to facilitate community input into its health activities (Rouse, 1989).
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African American women associated with the Alpha Kappa Alpha (AKA) sorority
conducted what Surgeon General Thomas Parran described as “one of the best jobs of
volunteer public health work he [had] ever seen” (Ratcliff, 1940, p. 466). For seven
summers, from 1935 to 1942, members of the sorority conducted and financed the
Mississippi Health Project to bring much-needed health care to poor African American
communities in the state. AKA president Ida L. Jackson, a school teacher from
Oakland, California, initiated the project. She had originally planned an educational
program in Holmes County, Mississippi, but decided that the population’s poor health
would impede the success of any education initiatives. In December 1934, Jackson
appointed Washington physician Dorothy Boulding Ferebee chairperson of the sorori-
ty’s health committee and medical director of the Mississippi Health Project.

By spring 1935, AKA members had donated $2,500 for the project, and Ferebee
had successfully recruited twelve volunteers from around the nation, including physi-
cians, public health workers, and clerical assistants and had secured the support of the
local health officer. However, as the project’s July start date approached, a major prob-
lem emerged. The women had planned on traveling to Mississippi by train, but a rail-
road agent, whom Ferebee characterized as ‘“red-necked, caustic, and racially
insulting,” refused to sell them tickets because he needed them for the “nay-grus” who
regularly rode his train (Ferebee, n.d., p. 2). Ferebee decided that they would drive.
Such a plan was not without its own difficulties, because, as she later recalled, it
involved transporting volunteers and supplies “on a 2,000 mile run over unknown
roads, many without restroom facilities or over night [sic] accommodations, or even
gas stations willing to serve African American travelers” (Ferebee, n.d., p. 3). It was
also dangerous. If they had an accident, they might be denied care because of hospital
segregation and the paucity of hospitals for African American patients in the South.

The volunteers found additional challenges when they arrived in Mississippi.
Employers refused to allow their African American employees to attend a clinic run by
“outside agitators.” The plantation owners relented only after Ferebee agreed to con-
duct the clinics on the plantations under the watchful eyes of the foremen, armed with
guns and whipping prods (Ratcliff, 1940). Ferebee creatively used the automobiles as
a mobile health clinic. Every morning for six weeks the volunteers set out, and they
often covered a hundred miles a day over dirt roads under the hot Mississippi sun as
they traveled from plantation to plantation to conduct their “cotton field clinic” in
makeshift facilities. In six weeks, Ferebee and her associates had inoculated over 2,600
children and had performed over 200 physical examinations—and put over 5,300
miles on the cars in their medical caravan (Ratcliff, 1940).

For seven summers, Ferebee led a group of AKA volunteers to Holmes and Bolivar
counties. After the success of the first clinic, the sorority added additional services,
including nutrition and hygiene lectures, syphilis screening, and dental care. By 1940,
they had immunized about 14,500 children against diphtheria and smallpox, had
treated thousands of adults, had provided venereal disease screening, and had given
nutrition and education classes (Ratcliff, 1940). The sorority unsuccessfully lobbied
state and federal public health officials to take over the project, which ended in 1942
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because of the gas rationing brought on by World War II. Ferebee contended that the
Mississippi Health Project had demonstrated that any efforts to improve the health of
African American people had to address broader social and economic factors. In 1940,
she became president of AKA; during her presidency she increased the organization’s
lobbying efforts for progressive legislation in the areas of health, child welfare, racial
discrimination, and economic security (Smith, 1995).

CONCLUSION: FROM THE MEDICAL CIVIL RIGHTS MOVEMENT
TO THE HECKLER REPORT

After World War II, a vigorous medical civil rights movement emerged in the African
American community that sought to desegregate medical facilities and associations.
Medical civil rights activists accurately charged that a segregated health care system
had led to inferior medical care for African Americans and that it could never ade-
quately meet the health and professional needs of African Americans. A casualty of the
growing medical civil rights movement, and with it the rejection of separate programs
and facilities for African Americans, was the Office of Negro Health Work. Physician-
activist W. Montague Cobb (1950) criticized “the idea of a special ‘Negro Health
Week’” as “outmoded” because it smacked of segregationism (p. 8). In 1950, the
Public Health Service closed the office because it was moving toward integration in all
its programs. Roscoe C. Brown (1950) declared the National Negro Health Movement
so successful that “there is not the same urgency to emphasize separate needs. Rather
the trend now is for all groups to work together for mutual welfare” (p. 2). He noted,
for example, that the African American infant mortality rate had declined from 180 per
1,000 live births in 1915, to 48 in 1947. Yet, he cautioned that this rate was 60 percent
higher than the rate for whites. Brown urged local communities to continue to work to
improve the health of African Americans.

Grassroots activism, judicial decisions, and laws such as the 1964 Civil Rights
Act and the 1965 Medicare and Medicaid legislation led to the desegregation of
American medicine. Yet, during the 1970s and 1980s it became increasingly clear that
despite the significant impact of the medical civil rights movement in securing access
of African Americans to the nation’s medical institutions, disparities continued to per-
sist between the health of white and minority Americans. In January 1984, DHHS sec-
retary Margaret M. Heckler sent Health, United States, 1983 to the U.S. Congress.
This annual report card on the health status of Americans documented significant
gains. But Heckler pointed out that it also “signaled a sad and significant fact; there
was a continuing disparity in the burden of death and illness experienced by African
Americans and other minority Americans as compared with our nation’s population as
a whole” (Heckler’s emphasis) (U.S. Department of Health and Human Services,
1985, p. ix). She noted that although there had been steady gains in the health status of
minority Americans, “the stubborn disparity remained an affront both to our ideals and
to the ongoing genius of American medicine” (p. ix). In response, Heckler established
the previously mentioned Secretary’s Task Force on Black and Minority Health. To be
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sure, the task force’s final report placed the issue of racial and ethnic disparities in
health and health care on a broader national platform and heralded the advent of recent
initiatives to address disparities. However, it should not be forgotten that these con-
temporary activities are built upon a foundation first constructed by African Americans
at the turn of the twentieth century, when they not only recognized the poor health sta-
tus of their community but took the lead in developing programs and activities to
improve health and save lives.
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THE HEALTH STATUS
OF CHILDREN AND
ADOLESCENTS

DESIREE A. H. OLIVER
GENE H. BRODY

The children are our future. That is a phrase that has been used time and again. If the
future does lie in the hands of our children, then it is important to continually assess
our ability to keep them healthy and safe from harm. We must recognize the dangers
and determine ways to avoid them. The African American community is riddled with
health disparities compared to the population as a whole. It is impossible to ignore the
term disproportionate as it relates to race and ethnic background when describing
multiple risk factors and their negative health outcomes. This of course includes the
health outcomes of African American children and adolescents. In many areas, the
disparities are still quite evident, while in others the gaps have narrowed. This chapter
will provide epidemiological statistics specific to the child and adolescent population,
and it will detail some of the more common contributing factors and the methods by
which some of the negative outcomes can be surmounted. Knowing the problems is
only half of the battle. By making a commitment to instill change, we can change the
future of the African American community rather than staying the course.
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INFANT MORTALITY

Working chronologically through the life of a child, the first obstacle one faces is surviv-
ing birth and infancy. Even in the dawn of the twenty-first century, nations measure the
health of their people by the mortality rates of their infants. The United States currently
ranks twenty-ninth lowest in the world in infant mortality rates. This
ranking is due largely to disparities among racial and ethnic groups,
particularly African Americans (Martin et al., 2007). Since the year
2000, infant mortality among African Americans has occurred at
nearly twice the rate of the national average (Minifio, Arias,
Kochanek, Murphy, & Smith, 2002). In 2005 there were 633,134
births to African Americans; 13.6 percent classified as low birth-
weight. Low birthweight babies are often born premature (before 37
weeks) and generally weigh less than 5.5 1bs. (Martin et al., 2007).
Infant mortality and low birthweight can be attributed to certain lifestyles, behav-
iors, and conditions that have an effect on birth outcome. Those include smoking, sub-
stance use, poor nutrition, lack of prenatal care, medical problems or infections (like
STIs), and chronic illnesses such as diabetes and high blood pressure (Office of
Minority Health & Health Disparities [OMHD], 2007). While these factors are not
solely related to the black or African American race, there are racial disparities among
these behaviors and conditions. In order to eliminate disparities in infant mortality, a
network between health care experts and minority communities must be formed to
encourage healthy behaviors by pregnant women and by parents of infants. Also, more
research must be conducted on effective strategies to identify at-risk infants and effec-
tive interventions for high-risk infants (OMHD, 2007).

CHILD IMMUNIZATIONS

During infancy and early childhood, immunizations are necessary to prevent illness or
early death. The National Immunization Survey demonstrates that vaccination of U.S.
preschoolers in 2001 remained near the all-time highs achieved in 2000. However, the
results do not imply that coverage is uniformly high in all areas (Rosenthal et al.,
2004). In 2000, children living below the poverty level had a lower immunization cov-
erage rate than those not living in poverty (OMHD, 2007). Traditionally, poor immu-
nization coverage among children in low-income families has affected many racial,
ethnic, and underserved child populations (OMHD, 2007). However, by the 2007
National Immunization Survey there were no significant differences between ethnic/
racial groups when controlled for income level (Centers for Disease Control and
Prevention [CDC], 2008c¢). Although incidence of vaccine-preventable disease is low,
identifying any areas with low childhood-vaccination coverage remains important.
This is particularly true in urban areas, because such areas have the highest risk of
transmission if disease is introduced (Rosenthal et al., 2004).
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UNINTENTIONAL INJURIES

Injury and violence are serious threats to the health and well-being of children and
adolescents in the United States. Children and adolescents are among the highest at
risk for many injuries that can lead to death or disability (CDC, 2008b). Young African
Americans have statistically equal risks for some types of injuries compared to other
races, but elevated risks for other types of unintentional injuries.

Vehicular Accidents

As of 2007, the playing field became equal among racial/ethnic groups regarding
vehicular accidents and injuries, although this was not always the case. During the
year 2005 in the United States, 4,544 teens ages 16—19 died of injuries caused by
motor vehicle crashes. In the same year, nearly 400,000 motor vehicle occupants in
this age group sustained nonfatal injuries that required treatment in an emergency
department (CDC, 2008d). In 2005, teenagers accounted for 10 percent of the U.S.
population and 12 percent of motor vehicle crash deaths (Finkelstein, Corso, Miller, &
Associates, 2006). In the same year, African American (13.4%) and Hispanic students
(10.6%) were more likely than white students (9.4%) to rarely or never wear seat belts,
which placed them at an increased risk of sustaining injury or death during a vehicular
accident (CDC, 2006a). However, according to the 2007 Youth Risk Behavior Survey
(YRBS), the disparity in this risk factor has narrowed; the number of African
Americans, whites, and Hispanics that rarely or never wear seatbelts is now statisti-
cally equal (12.4%, 10.1%, and 12.9%, respectively) (CDC, 2008a).

Fire- and Water-Related Deaths

Some groups are at an increased risk of fire-related injuries and deaths. These include
children age 4 and under (CDC, 1998), African Americans, Native Americans (CDC,
1998), and low-income Americans (Istre, McCoy, Osborn, Barnard, & Bolton, 2001).
Along with death by fire, the rates of fatal drowning are notably higher among certain
racial and ethnic minority populations in certain age groups (CDC, 2008d). Factors
such as physical environment (such as access to swimming pools) and a combination
of social and cultural issues (like valuing swimming skills and choosing water-related
recreation) may contribute to the racial differences in drowning rates. If minorities
participate less in water-related activities than whites, their drowning rates (per expo-
sure) may be higher than currently reported (Branche, Dellinger, Sleet, Gilchrist, &
Olson, 2004). Between 2000 and 2005, the fatal unintentional drowning rate for
African Americans across all ages was 1.3 times that of whites, and the fatal drowning
rate of African American children ages 5-14 was 3.2 times that of whites in the same
age range (CDC, 2008d).
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Lead Poisoning

Even today, lead exposure continues to affect young children in the United States.
Disparities in risk exposure by income and race are well documented and continue to
persist (CDC, 2004). A national survey found that children at highest risk for having
an elevated blood lead level are those living in metropolitan areas in housing built
before 1946, and who are in low-income families of African American and Hispanic
origin (CDC, 2004). Because lead exposure disproportionately affects children in low-
income families living in older housing, it represents a significant, preventable con-
tributor to social disparities in health, educational achievement, and overall quality of
life. Treatment after exposure to lead poisoning is limited. This has caused the Centers
for Disease Control and Prevention (CDC) to focus on programs for primary preven-
tion to eliminate sources of lead in children’s environments (CDC, 2004).

Unintentional Poisoning

While environmental poisioning affects African Americans more than other populations,
unintentional poisioning does not. The CDC reports that among those who died from
unintentional poisoning in 2005, whites and African Americans had comparable rates. In
fact, even among those who committed suicide by poisoning in 2005, African Americans
were 3.6 times less likely than whites to have died by poisioning (CDC, 2008d).

Suicide and Homicide

African Americans have lower risks of suicide. The 2007 YRBS found that while hav-
ing a slightly higher rate than that of whites, African Americans were not as likely to
have attempted suicide as Hispanics (7.7% African American, 10.2% Hispanic, and
5.6% white). They were the least likely to have “made a plan about how to attempt sui-
cide” (9.5% African American, 12.8% Hispanic, 10.8% white), though African
Americans were statistically equal in their likelihood to have “seriously considered a
suicide attempt” (13.2% African American, 15.9% Hispanic, 14.0% white) (CDC,
2008a). Undoubtedly, among ten-to-twenty-four-year-olds, homicide is the leading
cause of death for African Americans (CDC, 2006a).

OVERWEIGHT AND OBESITY

Pediatric overweight and obesity is a major health concern for African American chil-
dren and adolescents. It is well known that obese children are more likely to become
obese adults, and some of the health consequences associated with pediatric over-
weight and obesity, such as early development of coronary heart disease, high blood
cholesterol levels, high blood pressure, gallbladder disease, and type-2 diabetes, are
well documented (Urrutia-Rojas & Menchaca, 2006). With the television and fast-
food culture that children are part of, it comes as no surprise that the prevalence of
overweight and obesity in children and adolescents is higher than it was twenty years
ago in all racial and ethnic groups. The rate of childhood overweight and obesity is
increasing on a yearly basis, particularly among low-income and minority children
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(Urrutia-Rojas & Menchaca, 2006). Of the African American teens surveyed in the
2007 YRBS, 18.3 percent were obese (CDC, 2008a).

African American teens have more risk factors for overweight and obesity than
other racial groups (CDC, 2008a). Similar to adults, children’s inactivity increases
their chances of becoming overweight or obese. A sedentary practice such as watching
television or sitting in front of a computer screen for more than two hours a day is
associated with being overweight. Each hourly increment of television viewing has
been shown to be associated with a 1-2 percent increase in the prevalence of obesity
(Urrutia-Rojas & Menchaca, 2006). African American adolescents were more likely
than white or Hispanic teens to have used computers or to have watched television
three or more hours per day. While all races were equal in their likelihood to not attend
physical education classes daily, 68.9 percent of African Americans did not meet rec-
ommended levels of physical activity (CDC, 2008a). But inactivity is not the only ele-
vated risk factor. Poor nutrition is also a concern. African American teens are more
likely to have drunk fewer than three glasses of milk per day and to have eaten fruits
and vegetables fewer than the recommended five times per day (CDC, 2008a).

CHRONIC DISEASES

Diabetes

Parallel to the surge of overweight and obesity in the past ten to fifteen years is the
increase in the onset of type-2 diabetes mellitus (T2DM), often referred to as adult-
onset diabetes, occurring among children and adolescents (Urrutia-Rojas & Menchaca,
2006). According to the Centers for Disease Control and Prevention, one in three chil-
dren born in 2000 in the United States will become diabetic (Urrutia-Rojas &
Menchaca, 2006). In children, being overweight is the risk factor most strongly asso-
ciated with the disease. Approximately 85 percent of children diagnosed with diabetes
are either overweight or obese at the time of diagnosis. Along with being overweight
there are several other factors related to the onset of T2DM in children, including
female gender, puberty status, and minority race (Urrutia-Rojas & Menchaca, 2006).
While females are nearly twice as likely to develop T2DM than boys, overall T2DM
disproportionately affects African American, Native American, and Hispanic children.
Alarmingly, it is predicted that nearly half of all African American and Hispanic chil-
dren will develop diabetes (Urrutia-Rojas & Menchaca, 2006).

Pediatric Hypertension

With the prevalence of childhood overweight over the past two decades, anecdotal
evidence suggests that pediatric hypertension may also have become more prevalent
than previously reported (Sorof, Lai, Turner, Poffenbarger, & Portman, 2004). The
association between being overweight and hypertension in children has been reported
in a variety of ethnic and racial groups, with virtually all studies finding higher blood
pressure and/or higher prevalence of hypertension in overweight versus lean children
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(Sorof et al., 2004). Given the rate of overweight occurring among African American
children and adolescents, pediatric hypertension may soon join the list of diseases dis-
proportionately afflicting this population.

Asthma

According to the 2007 Youth Risk Behavioral Survey, African American teens were
more likely than their white and Hispanic counterparts to have had asthma in their life-
time (24.0% African American, 18.5% Hispanic, and 19.6% white). African Americans
were also more likely to have had asthma at the time of the survey (14.7% African
American, 9.5% Hispanic, and 10.5% white) (CDC, 2008a).

UNINTENDED PREGNANCY, STis, AND HIV/AIDS

Unintended pregnancy, sexually transmitted infections (STIs), and HIV/AIDS are dis-
proportionately high among youth of color, especially African American and Hispanic
youth (Augustine, Alford, & Deas, 2004). The birth rate among fifteen-to-nineteen-
year-olds has steadily declined since 1991. And while the rate among African American
teens has had the sharpest decline, 37 percent, the rates of pregnancies among African
American and Hispanic teens still remain the highest in comparison to all other ethnic
and racial minorities (Augustine et al., 2004). Along with pregnancies, sexually trans-
mitted infections also afflict minorities at disproportionate rates. In 2001, chlamydia
rates among females ages 15-19 years were seven times higher in African Americans
(8,483 per 100,000) than in whites, and in males the rate was twelve times higher in
African Americans (1,500 per 100,000) than in whites. Also, 75 percent of all gonor-
rhea cases occur among African Americans (Augustine et al., 2004). The disparities
with African American teens are far more damaging than just an increased number of
curable infections. HIV/AIDS is growing at a disproportional rate among African
American adolescents (Glenn & Wilson, 2008). Among pediatric AIDS cases,
African American and Hispanic children made up more than 80 percent of all cases
reported in 2000 (National Center for Health Statistics, 2002). Furthermore, females
again are most at risk. In 2001, African Americans and Hispanics made up 84 percent
of all AIDS cases among females ages 13—19 years and 62 percent of all male AIDS
cases within the same age group (Augustine et al., 2004).

These trends are clearly a reflection of more risky behaviors among this popula-
tion combined with sexual networks consisting of high prevalence rates. The 2007
YRBS found that African American teens were more likely than Hispanics and whites
to have ever had sex, to be currently sexually active, to have had their first sexual
encounter before age 13, and to have had four or more sexual partners (see Table 3.1)
(CDC, 2008a). These behaviors persist, even though the risk of contracting HIV/AIDS
is a cause of concern for African American teens. The risk is not invisible to this popu-
lation. Urban adolescent minorities, for example, worry about HIV but have equal or
greater concerns about money, health, school, pregnancy, and getting into a fight
(Augustine et al., 2004). While African American teens are more likely than whites or
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Black Students Were More Likely to Have . ..

Black (%) Hispanic (%) White (%)
Ever had sex 66.5 52.0 43.7
First sex before age 13 16.3 8.2 4.4
Four or more partners 27.6 17.3 11.5
Sex in last 3 months 46.0 37.4 32.9

Source: CDC, 2008a.

Hispanics to have been tested for HIV (CDC, 2008a), their efforts to protect them-
selves are lower. Discussing sexual risks with a partner appears to occur only rarely;
66 percent of African American females felt their partners would feel hurt or be suspi-
cious of them if they asked about HIV risk factors (Augustine et al., 2004). Unplanned
sex acts without prior discussion and negotiation lead to infrequent condom use and
risk for HIV/AIDS. Of African American females ages 13—19, 26 percent felt they had
little control over condom usage, and 75 percent said their partner would not use a
condom if he knew she took oral contraceptives (Augustine et al., 2004).

This uprising trend in HIV infection among young African Americans continues
despite the fact that 89 percent of schools have educational programs on HIV/AIDS
(Glenn & Wilson, 2008). These programs may be put in schools to appease govern-
mentally enforced educational standards; however, it appears that social, economic,
and cultural barriers limit the ability of many youth of color to receive accurate and
adequate information on preventing unintended pregnancy, STIs, and HIV/AIDS
(Augustine et al., 2004). African American youth were more likely than Hispanics and
whites to have never been taught in school about AIDS or HIV (CDC, 2008a).
Furthermore, the programs that exist do not appear to be efficacious. There is a distinct
need for comprehensive and accurate information and for culturally competent, confi-
dential, and affordable services (Augustine et al., 2004). Programs have failed to
develop a curriculum based on the cultural competencies of vulnerable populations
such as adolescents at risk for HIV (Glenn & Wilson, 2008). Curriculums for youth of
color should be based on longitudinal epidemiological research with African American
youth that identifies processes which protect youth from engaging in risky behaviors.
This is the approach prescribed by the Institute of Medicine (1994).

SUBSTANCE USE

Substance use increases rapidly during early adolescence, and rates of conduct prob-
lems such as delinquent and disruptive behavior almost double between ages 9 and 15.
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Onset of these behaviors in early adolescence can be significant predictors of school
failure, criminal justice system involvement, and drug abuse (Brody, Kogan, Chen, &
McBride Murry, 2008). In addition, intoxication can increase the likelihood of teen
pregnancy and the contraction of HIV or STIs, among other risks (CDC, 2006b). African
American adolescents are less likely to use alcohol, tobacco, and marijuana than are
white or Hispanic adolescents. There are few efficacious prevention programs designed
to deter substance use for African American youth. One notable exception is the Strong
African American Families program, which has been shown to enhance a protective
factor that deters both substance use and conduct problems (Brody et al., 2008).

DELINQUENCY AND CRIMINALITY

The same disproportionate representation of racial and ethnic minorities found in U.S.
prisons is also apparent in all stages of the juvenile justice system (National Council
on Crime and Delinquency [NCCD], 2007). While the last ten years showed a decline
in the custody rates for youth in the United States (Davis, Tsukida, Marchionna, &
Krisberg, 2008) and among custody populations of most racial and ethnic groups, the
biggest decline occurred among whites (18%), with African Americans and Hispanics
experiencing smaller declines (11% and 2%, respectively). Consequently, these
declines did not affect the overall disproportion among youth of color in custody
(Sickmund, Sladky, & Kang, 2008). Despite being less than 15 percent of the total
youth population, African Americans represented 58 percent of youth admitted to state
adult prison (NCCD, 2007), account for almost 40 percent of the placement population,
and have consistently had the highest rates of placement of all groups (see Figure 3.1)
(U.S. Census Bureau, 2006). Nationwide, in every offense category, including person,
property, drug, and public order, African American youth were disproportionately
detained; and in comparison to white youth, African American youth were

Black Youth as Proportion of Total Youth . ..
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Arrested
Referred to Juvenile Court
Adjudicated
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Source: NCCD, 2007.
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overrepresented in the detained population in forty-five states (NCCD, 2007). It is not
clear whether this overrepresentation is the result of differential police policies and
practices (targeting patrols in certain low-income neighborhoods, policies requiring
immediate release to biological parents, and group arrest procedures); location of
offenses (African American youth use or sell drugs on street corners, while white
youth use or sell drugs in homes); different behavior by youth of color (whether they
commit more crimes than white youth); different reactions of victims to offenses com-
mitted by white youth versus youth of color (whether white victims of crimes dispro-
portionately perceive the offenders to be youth of color); or racial bias within the
justice system (NCCD, 2007).

While public attention has tended to focus on the disproportionate number of
youth of color in confinement, this overrepresentation is often a product of actions that
occur at earlier points in the juvenile justice system, such as the decision to make the
initial arrest, the decision to hold a youth in detention pending investigation, the deci-
sion to refer a case to juvenile court, the decision to waive a case to adult court, the
prosecutor’s decision to petition a case, and the judicial decision and subsequent sanc-
tion (NCCD, 2007). In 2003, although white youth made up 67 percent of the juvenile
court referral population, they made up 60 percent of the detained population. In con-
trast, African American youth made up 30 percent of the referral population and 37
percent of the detained population (Figure 3.1) (NCCD, 2007). Furthermore, in 2004,
the majority of juvenile arrests were white youth; however, African American youth
were disproportionately arrested in twenty-six of twenty-nine offense categories docu-
mented by the FBI (NCCD, 2007).

EDUCATIONAL DEFICIT AND TRUANCY

There is a well-documented achievement gap in educational performance between
African Americans and whites that affects every economic level. Not enough African
Americans at any socioeconomic level are faring as well in school as they should
(Swain, 2006). Despite more than thirty years of attention and debate on the topic, evi-
dence suggests that disproportionate representation of minorities in special education
remains as well (Skiba, Knesting, & Bush, 2002). The debate about minority dispro-
portionality in special education is often framed in terms of test bias. Critics question
whether aptitude and achievement tests are constructed in such a way as to be inher-
ently biased against certain groups, yielding inaccurate scores or inaccurate predic-
tions. The administration and interpretation of tests without bias is also of concern
(Skiba et al., 2002). But this is far from just a special education issue. Even in top
school districts, African American students lag behind. By senior year, the average
African American high school student functions at a skill level four years behind the
skill levels of white and Asian students (Swain, 2006).

One contributing factor is the social environment in schools. The nature of the
schools in which minority students find themselves has a greater influence on sustain-
ing or dissuading students’ commitment to education than do their cultural backgrounds
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(Mateu-Gelabert & Lune, 2007). Schools can often feel unsafe in minority neighbor-
hoods. Minority students were more likely than white students to have been threatened
or injured with a weapon on school property or to have not gone to school because
they felt unsafe at school or on the way to and from school (CDC, 2008a). In order to
succeed, these students have to develop strategies to remain committed to education
while surviving day to day in an unsafe, academically limited school environment
characterized by ineffective control and nonengaging classes (Mateu-Gelabert &
Lune, 2007). For decades, society has signaled to African Americans that it is okay for
them to be less competitive than other groups. These cultural norms and lowered
expectations are partially responsible for the fact that African Americans lag behind
other racial and ethnic groups in academic achievement (Swain, 2006).

This trend continues even in college. It has been found that African American stu-
dents exhibit considerably lower performance in college than white students (Swain,
2006). There are a number of possible factors that contribute to this disparity. One
study showed that African American students who took the SAT had not followed the
same academic track as white students, taking fewer literature and honors writing
courses. The white test-takers were far more likely to have completed courses in geom-
etry and higher-level mathematics such as trigonometry and calculus. Racism and the
difficulty of adjusting to the social environment are common explanations for the dis-
crepancy among college students. Misinformation about affirmative action can lead
some to genuinely believe that traditionally white professional schools are obligated to
take them, regardless of their less-than-stellar performance. This perception affects
how hard students train. Some have internalized white racist notions of African
American inferiority, but something other than white racism and subpar schools must
be contributing to African American underachievement (Swain, 2006).

Not all smart students are college bound. When the children of more-affluent
African Americans fail to reach their potential, it may be for reasons that cannot be
easily dismissed as racism. A part of the problem must lie in parental expectations and
societal messages that reinforce the negative stereotypes that African Americans are
less capable and less likely to benefit from the application of higher standards imposed
by teachers and institutions (Swain, 2006). Teachers, guidance counselors, and con-
cerned adults need to encourage students to stay in school, work hard, and avail them-
selves of resources to improve their life chances. Having just one adult in the life of a
child who genuinely cares can make a dramatic difference in the student’s likelihood
of success. Words of encouragement, when offered sincerely, are priceless. Teachers
and counselors often unintentionally reinforce African American students’ affirma-
tions that they are not able to make it academically, and when difficulties do arise, par-
ents are quick to blame teachers and the educational system rather than properly
attributing lapses to what is not being said and done at home. Middle-class parents can
hire private tutors; they can restrict the amount of time their children watch television
and play sports; they can monitor peer-group associations; and they can make sure that
their offspring take full advantage of enrichment opportunities offered by schools and
other institutions (Swain, 2006).
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Parental support and the home environment have just as much influence as the
school environment. One study of 374 African American students attending a rural
public school addressed future education orientation. Gender and current level of
achievement distinguished adolescents with differing levels of future education orien-
tation, but the study found the strongest predictors of future education orientation to
be self-efficacy, ethnic identity, and maternal support (Kerpelman, Eryigit, & Stephens,
2008). Longitudinal studies and research that integrates quantitative and qualitative
methods are needed to further clarify the nature and importance of future education
orientation for African American youth (Kerpelman et al., 2008).

FOSTER CARE

The foster care and juvenile justice systems are populated largely by the same types of
children, with minorities, especially African Americans, and low-income youth repre-
sented disproportionately to the general population (see Figure 3.2) (Goldstrom,
Jaiquan, Henderson, & Male, 2000). The admission of these children into care often
comes about because of a breakdown in parenting or because of neglect, abuse, and
family discord (Rutter, 2000), or because of poverty-stricken or otherwise unsuitable
home environments. While children of all races and ethnicities have been equally
likely to be abused or neglected since the early 1980s, African American children, and
to some extent other minority children, have been significantly more likely to be repre-
sented in foster care (Government Accountability Office [GAQO)], 2007). Nationally,
African American children made up less than 15 percent of the overall child popula-
tion in the 2000 U.S. Census, but they represented 27 percent of the children who
entered foster care during fiscal year 2004, and they represented 34 percent of the chil-
dren remaining in foster care at the end of that year (GAO, 2007). The growing num-
ber of African American children in foster care may be a reflection of the simultaneous
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impact of parental substance use, poverty and homelessness, family violence, and
AIDS on at-risk families (Leslie et al., 2000).

Foster care and juvenile justice youth often have histories of prenatal exposure to
drugs and alcohol (Hartney, Wordes, & Krisberg, 2002). Studies of children exposed
to cocaine during pregnancy indicate certain behavioral and developmental differ-
ences during early infancy and childhood. These differences can evolve into parenting
challenges which increase the risk of maltreatment (Bartholet, 1999). Therefore, it is
no surprise that parental drug abuse and alcohol addiction have especially triggered an
explosion in child abuse and neglect. Children whose parents abuse drugs and alcohol
are almost three times more likely to be abused and more than four times more likely
to be neglected than children of parents who do not abuse alcohol and other drugs
(Children’s Defense Fund, 2005). Many alcoholics and addicts neglect their children
because they can think of only one goal, getting their next high. It is common for chil-
dren to end up “parenting” their own parents, taking care of them and running the
household (Bartholet, 1999).

By the very nature of their involvement with CPS (Child Protective Services),
these youth are at an increased risk for many negative health outcomes and behaviors.
The children of drug-abusing parents are at greater risk than their peers for engaging
in alcohol and drug use, delinquency, and having poor school performance, as well as
depression and other psychiatric disorders (Bartholet, 1999). Having a history of mal-
treatment was found to be a precursor to excessive drinking, drug use, and a wide
range of problems and disorders in adolescence and adulthood (Bensley, Van
Eenwyk, & Simmons, 2000; Bissada & Briere, 2002). Youths who have been abused
or neglected and in out-of-home care are among those at highest risk for not only HIV
but STDs and pregnancy as well (Auslander, Slonim-Nevo, Elze, & Sherraden, 1998;
Becker & Barth, 2000). Youth in foster care and the juvenile justice system are already
likely to be suffering from inadequate health care (GAINS Center, 1999), significantly
more medical problems (Goldstrom et al., 2000), and high prevalence of co-occurrence
of two or more mental health problems, often including substance abuse (Hartney
et al., 2002), compared to demographically similar youth outside of the systems.

Poverty can also play a role, considering that children who live in families with
annual incomes less than $15,000 are twenty-two times more likely to be abused or
neglected than children living in families earning $30,000 or more (Children’s Defense
Fund, 2005). A higher rate of poverty, challenges in accessing support services, and
racial bias were identified as factors contributing to the higher proportion of African
American children entering foster care. Thirty-three states surveyed cited high rates of
poverty among African Americans as a factor influencing children’s entry into foster
care (GAO, 2007). Studies have shown that families living in poverty have difficulty
accessing needed services that can help support families and keep children who may be
vulnerable to abuse and neglect safely at home. However, research suggests that pov-
erty does not fully account for differing rates of entry into foster care. Bias or cultural
misunderstanding, and distrust between child welfare decision makers and the families
they serve, also contribute to the removal of children from their homes (GAO, 2007).
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Another dilemma is that once African American children are removed from their
homes, they tend to stay in foster care longer. Their lengths of stay in foster care aver-
age nine months longer than those of white children; this may be due to the challenges
in accessing services such as substance abuse treatment and subsidized housing (GAO,
2007). Other contributing factors include difficulties finding appropriate permanent
homes, in part because of the challenges in recruiting adoptive parents, especially for
youth who are older or have special needs, and because African Americans are more
likely to rely on relatives to provide foster care. Although this type of foster care
placement, known as kinship care, can be less traumatic for children and reduce the
number of placements and chance of their reentry into foster care, it is also associated
with longer lengths of stay. These relatives may be less willing to terminate the paren-
tal rights of the child’s parents, or to proceed with adoption, or they may need the
financial subsidy they receive while the child is in foster care (GAO, 2007).

Researchers and officials stress that there is no single strategy to fully address the
issue but that strategies to increase access to support services, reduce bias, and increase
the availability of permanent homes all hold some promise for reducing disproportion-
ality (GAO, 2007). Reportedly, federal policies that provide for family support services
and promote adoption were generally considered helpful in reducing the proportion of
African Americans in foster care. These policies, such as the requirement to recruit
minority adoptive parents and providing subsidies to families adopting children that
states have identified as having special needs, affect a state’s ability to find permanent
homes for children. Policies that limit the use of foster care funding for family support
services and legal guardianship were reported to have a negative effect (GAO, 2007).

POVERTY AND ACCESS TO CARE

One of the most important factors that contribute to the health status of African
American children and adolescents is low income. Nationally, African Americans are
nearly four times more likely than others to live in poverty (GAO, 2007). As alluded
to in the previous sections, poverty can affect the health and well-being of African
Americans in multiple ways. Income level has been associated with infant mortality.
The rate of sudden infant death syndrome (SIDS) may be higher among those at pov-
erty level; and income may contribute to preterm and low birthweight (OMHD, 2007).
Mothers lacking much-needed prenatal care can also contribute to infant mortality.
Continuing medical care and necessary vaccinations for growing children require
some form of health insurance to be affordable. Healthier, more nutritious food choices
come with a steep price tag. Poverty status can affect the performance of students from
poor families; few will have parents able and willing to work in the schools and partic-
ipate in parent-teacher conferences; and what most people take for granted is often not
available to the poor, such as having proper clothes for the weather, hygiene products,
or alternative forms of transportation to school (Swain, 2006). Families living in pov-
erty have greater difficulty accessing housing, mental health, and other services needed
to keep families stable and children safely at home (GAO, 2007).
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The inflated costs of health care have made nongroup coverage unaffordable for
most low-income families, leaving more than nine million children uninsured in the
United States (National Conference of State Legislatures [NCSL], 2008). This is of
particular importance to the African American community since the U.S. surgeon gen-
eral reports that low-income people of color have more illness and less access to ade-
quate health care than the rest of the U.S. population (U.S. Department of Health and
Human Services [DHHS], 2001). Youth of color as well as young people in foster care
and the juvenile justice system especially have higher rates of medical indigence and
confront even more financial, cultural, and institutional barriers to obtaining healt care
(Hartney et al., 2002). Need-based health care programs, such as Medicaid and the
State Children’s Health Insurance Program (SCHIP), help to provide coverage for mil-
lions, especially children. SCHIP, a state-federal partnership, was created to bridge the
safety-net gap for low-income children who do not qualify for Medicaid but remain in
families that cannot afford insurance. Enrollment in these programs provides simple
preventative care such as immunizations and regular check-ups to ensure proper
growth and development (NCSL, 2008). These services are centered on a child’s health
care needs; however, they also provide limited access to comprehensive and adolescent-
appropriate health services. Adolescence is a particularly difficult developmental
stage, which requires special emphasis on health care provision and intervention
(Hartney et al., 2002). Research shows that early intervention makes a measurable
improvement in the future health of these children (NCSL, 2008). Furthermore, the
lack of adequate early intervention contributes to longer stays in foster care and deeper
involvement in the juvenile justice system (Hartney et al., 2002).

Despite the availability of such programs, six and a half million children living in
families with household incomes below 200 percent of the federal poverty level, which
makes them eligible for Medicaid or SCHIP, are not enrolled. As of 2008, declining
state budgets and a lack of federal action to reauthorize SCHIP have diminished the
capacity for states to pass large health reform and to offer coverage to additional chil-
dren. In addition, a directive issued by the Centers for Medicare and Medicaid Services
(CMS) on August 17, 2007, made it more challenging for states to raise the eligibility
levels of their programs (to include families with incomes above 250% of the federal
poverty guidelines) without meeting several additional criteria (NCSL, 2008).

When additional health care services are needed, use of public emergency medical
services (EMS) is a way to obtain guaranteed medical services with little or no money. The
available literature suggests that children account for approximately 4—10 percent of all
EMS use, relying on EMS as a mode of transport to emergency departments 5—7 percent
of the time (Shah et al., 2008). Furthermore, study results show that demographic charac-
teristics associated with EMS use include African American race and urban residence
(Shah et al., 2008). Despite previous studies indicating higher EMS use rates by African
Americans under the age of twenty-four years, no similar studies have been performed for
the pediatric populations (Shah et al., 2008). Future study is required to examine the demo-
graphic, socioeconomic, and health care factors behind the increased EMS utilization rate
observed among the African American pediatric population (Shah et al., 2008).
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PROTECTIVE FACTORS

The needs and concerns of minority children often seem insurmountable. Environmental
conditions, such as living in noisy, high crime areas in overcrowded homes with
depressed parents can affect a child’s ability to function and even the decision of
whether to stay in school. There is often a need for children to escape these bad home
situations. They may seek work outside the home as soon as they reach a certain age,
or they may turn to teenage marriage, childbirth, and eventually the responsibilities of
being a single parent (Swain, 2006). Researchers continue to identify ways to mini-
mize or counteract the negative effects of adverse experiences that may manifest as
health and behavioral problems (Masten & Reed, 2002; Scales & Leffert, 1999).
Exposure to protective factors can decrease the odds of participating in risky behav-
iors; lessen the chances of experiencing negative outcomes from participation in risky
behaviors; or buffer against being exposed to risk factors or exhibiting risky behaviors
(Jessor, Turbin, & Costa, 1998). Protective factors have not been studied as exten-
sively or rigorously as risk factors; however, identifying and understanding protective
factors are equally as important as researching risk factors (DHHS, 2001; Resnick,
Ireland, & Borowsky, 2004).

It is important to recognize that protective factors can stem from multiple levels of
influence (Mancini & Huebner, 2004). The Search Institute has worked to define pro-
tective factors from multiple sources, including relationships, opportunities, skills,
and other strengths that can promote young people’s healthy development (Benson,
Roehlkepartain, & Sesma, 2004). Some protective factors that have been especially
effective for African American youth to possess include having hope for the future,
high self-esteem, parental relationships, and adult mentors. During adolescence, indi-
viduals make their first choices in pursuit of a purpose. Having a sense of purpose is
related to being future oriented or having hope for the future, and in turn, hope for the
future has been associated with improved parent-child relationships; increased self-
esteem; decreased emotional or behavioral problems, such as depression and sexual
risk taking; and reduced violence (Scales & Leffert, 1999). Higher self-esteem in early
adolescence was found to decrease the likelihood of pregnancy among African
American and Hispanic teen females (Berry, Shillington, Peaks, & Hohman, 2000)
and was positively related to safe sex attitudes among incarcerated youth, along with
greater hopefulness (Chang, Bendel, Koopman, McGarvey, & Canterbury, 2003).

The support of family and adult mentors are other protective factors for African
American youth. Having a natural mentor has been associated with lower levels of
problem behaviors (Zimmerman, Bingenheimer, & Notaro, 2002) and is a predictor of
having fewer sexual partners among African American males in particular (Reininger
et al., 2005). In addition to having positive role models, the family environment can
also promote successful child outcomes through closeness, communication, and the
ability to adapt to change (Johnson-Garner & Meyers, 2003; Werner, 1995). Every
child needs love, affirmation, and acceptance. Provision of these needs is what is
meant by the term “support” (Scales & Leffert, 1999). Being supported addresses the
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need for young people to experience care and love from their families, neighbors, and
many others (Search Institute, 1997). Researchers have consistently found that an
individual’s feelings of being supported, connected, and cared about by someone in
his or her life are strongly related to a variety of positive outcomes: lower substance
use; higher self-esteem, self-concept, and perceived competence; less anxiety and
depression; less delinquency and school misconduct; less casual, unprotected sexual
intercourse; and higher school engagement, academic achievement, and aspirations
(Scales & Leffert, 1999; St. Lawrence, Brasfield, Jefferson, Alleyne, & Shirley, 1994;
Willis, Resko, Ainette, & Mendoza, 2004).

The adolescent’s perception of the parent as the provider of support, in particular,
facilitates the adolescent’s ability to grow into a healthy, independent adult (Parker &
Benson, 2004). Most parents are able to provide some type of protection to offset the
biological, behavioral, and environmental risks that their children face. However,
some parents are unable to give their children the opportunities or settings needed for
successful development (Jenson & Fraser, 2006). If they are not receiving the proper
support and reinforcements during development, they may be more susceptible to
engaging in risky health behaviors that can have life-altering consequences. Research
has concentrated heavily on the family environment as the primary influence on the
health and well-being of children, along with other environments such as peer influ-
ences and school context (Earls & Carlson, 2001). Studies suggest that the family, and
more specifically the parent, plays an important role in helping adolescents avoid
many risk behaviors (Cohen, Richardson, & LaBree, 1994; Dishon, Reid, & Patterson,
1988; Jaccard & Dittus, 1991; Metzler, Noell, Biglan, Ary, & Smolkowski, 1994;
Miller, Levin, Whitaker, & Xiaohe, 1998; Patterson, DeBaryshe, & Ramsey, 1989).

Given the home environments of many African American youth, a major step
toward bettering the health status of these children and adolescents is to strengthen the
African American family. The historical African tradition of the village raising a child
has all but vanished. African American children are often being raised by a matriarchal
head of household, who is often a grandmother instead of the biological mother, with no
male role model in the home. The problem is cyclical in nature. The plight of the single
African American mother, the incarceration rates of the African American male, the epi-
demic of substance abuse, poor education, low income, and many other conditions cre-
ate cycles that are hard to disrupt. The cycle must be broken through a combination of
behavioral, environmental, and political interventions. By saving the parents and sup-
porting the African American family, we can protect our African American children.
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THE HEALTH STATUS OF
BLACK WOMEN

SANDRA E. TAYLOR
KISHA BRAITHWAITE HOLDEN

A synthesis of selected publications on the health of black women demonstrates the
lack of positive change for this group over the past decade. While the status of black
women’s health has been examined through a host of conditions and recommendations
for reversing trends, there has been virtually no significant improvement in key indica-
tors for this vulnerable group. Additionally, critical health issues continue to affect
black women at a magnitude that renders this group at crisis levels compared to other
racial/gender categories. Alongside this is the plethora of chronic as well as acute ill-
nesses affecting black women disproportionately. The various health conditions dis-
cussed in the chapter on black women in this book’s second edition (Taylor, 2001) still
remain and in some instances have worsened. The gender gap is especially apparent
when considering specific health outcomes. The health of black women has been found
to be poorer than that of white women as well as white and black men for certain
health measures after controlling for socioeconomic and background factors (Read &
Gorman, 20006).

Black women’s health lags behind that of white women despite some narrowing
of this gap over the years. Still, the overall gap is approximately five years between
these two groups, and the mortality rate of white women continues to surpass that of
black women. For example, life expectancy in 2001 was 79.9 years for white women
and 74.7 years for black women (CDC, 2007b).
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Correlates of the health status of black women, specifically socioeconomic status,
including income and occupation, help place this group’s status in context. The fact
that a disproportionate number of black women, compared to white women, have lower
income and education levels presents a barrier to health. Black women’s health has
been discussed in various contexts but often within that of self-empowerment. Studies
show that vulnerable populations can benefit from measures that promote health
improvement from within, thereby emphasizing the role of individual behaviors. Other
contexts important to the health of black women include the cultural environment and
psychosocial factors. The sparseness of empirical literature directly related to black
women’s health (despite repeated recommendations for such by researchers and practi-
tioners alike) prohibits a fuller understanding of ways to improve health outcomes for
this group that encompass the myriad of factors affecting health. Consequently, dispar-
ities are not diminished, and the desired progress has been elusive.

While this chapter discusses some of the health disparities that most prominently
affect black women, it only begins to sketch the many conditions faced by this popula-
tion. And though the chapter briefly reviews data on the causes of death for black
women, it does so only for the four leading causes: heart disease, cancer, stroke, and
diabetes. The data in Table 4.1 show ranked causes of death for the year 2004.

DISEASE, HYPERTENSION, AND STROKE

Heart disease (or cardiovascular disease) claims more American lives than any other
disease. Heart disease mortality differs substantially among women of different racial
and ethnic groups, and studies show that black women bear a particular burden in
dealing with cardiovascular disease.

Research consistently shows that black women are less likely than other groups of
women or men to be referred for diagnostic procedures or to have access to lifesaving
therapies for heart attack. Of the four race/gender groups, black women are least likely
to receive reperfusion or therapy to restore blood flow to the artery (either thrombolytic
drugs or primary angioplasty), followed by black men. White men are most likely to be
recipients of this lifesaving therapy, just ahead of white women (Canto et al., 2000).

Because heart disease poses a particular risk to black women, several national
organizations have taken the lead in improving health outcomes related to cardiovas-
cular diseases. As would be expected, the American Heart Association and the National
Heart, Lung, and Blood Institute have launched specifically tailored initiatives to
address women and heart disease. Other organizations are banding together in a coali-
tion to promote the passage of a bill to improve the prevention, diagnosis, and treat-
ment of heart disease, stroke, and other cardiovascular diseases through education for
women and their health care providers.

Hypertension (or high blood pressure) is a grave risk factor for heart disease and
stroke. Black women have higher rates of hypertension, tend to develop it at an earlier
age, and are less likely than either white women or males to receive treatment to con-
trol it. Research shows that management of chest pain in patients with hypertension
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Ranked Cause of Death for U.S. Black and White Females,

Rank

All Females
(All Ages)
Cause of
Death Percentage

Heart disease 27.2
Cancer 22.0
Stroke 7.5
Chronic lower 5.2
respiratory
diseases
Alzheimer's 3.9
disease
Unintentional 3.3
injuries
Diabetes 3.1
Influenza and 2.7
pneumonia
Kidney disease 1.8
Septicemia 1.5

Source: CDC, 2007b.

White Females

(All Ages)
Cause of
Death Percentage

Heart disease 27.3
Cancer 22.0
Stroke 7.5
Chronic lower 5.7
respiratory
diseases
Alzheimer’s 4.1
disease
Unintentional 3.3
injuries
Diabetes 2.8
Influenza and 2.8
pneumonia
Kidney disease 1.7
Septicemia 1.4

Black Females

(All Ages)
Cause of
Death Percentage

Heart disease 26.9
Cancer 21.3
Stroke 7.4
Diabetes 5.1
Kidney disease 3.0
Unintentional 2.9
injuries
Chronic lower 2.4
respiratory
diseases
Septicemia 2.3
Alzheimer's 2.2
disease
Influenza and 2.1

pneumonia

varies by gender, race, and ethnicity. As with heart disease, women and blacks have
been found to receive fewer medications to treat hypertension than their counterparts.
Additionally, it has been found that men’s diagnoses of cardiovascular conditions are
more definitively categorized (such as “angina’), while women receive a vaguer diag-

nosis (such as “chest pain”) (Hendrix, Mayhan, Lackland, & Egan, 2005).
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While some studies have concluded that there may be an increase in hypertension
among black women which is associated with experiences of racism in certain sub-
groups, others point to more definitive evidence of this relationship. Cozier and others
(2007) sought to assess whether racism is associated with hypertension through an
analysis of data from the Black Women’s Health Study. An analysis of personally
mediated racism and institutionalized racism resulted in 2,316 incident cases of hyper-
tension reported during 104,574 person-years of observation from 1997 to 2001, with
a majority of the women reporting experiences of racism.

Also using data from the Black Women’s Health Study, Cozier and others (2007)
found a significant inverse association between median housing values and hyperten-
sion. This finding is not surprising given that a lowered socioeconomic status can be a
stressor. This study corroborates the expectation and shows that the reported associa-
tion was evident even at higher individual levels of income and education.

The inverse relationship that would be expected between measures of socioeco-
nomic status and prevalence of health problems is clearly evidenced in a condition
highly related to heart disease and hypertension: stroke. As the third leading cause of
death for all women as well as the third leading cause for black women, stroke tends to
be more severe in black women than for white women. This is partially explained by
black women’s overrepresentation in lower socioeconomic categories. Hence, inter-
ventions that target the behaviors and overall cultural context of low-income women
separate from those of higher-income categories are increasingly viewed as critical in
improving health outcomes related to stroke.

A recent cross-sectional study analyzing data from the Behavioral Risk Factor
Surveillance Survey (BRFSS) found that knowledge of heart attack and stroke symp-
toms varies significantly among black women, depending on socioeconomic variables
(Lutfiyya, Cumba, McCullough, Barlow, & Lipsky, 2008). These investigators showed
that, consistent with previous literature, black women scoring low on questions about
heart attack and stroke knowledge were more likely to be uninsured and to be in lower-
income categories. By increasing knowledge about these conditions through tailoring
interventions that meet black women where they are, one might expect to see enhanced
outcomes for this group. Some studies show limited success with community and busi-
ness venues in increasing knowledge about stroke warning signs, risk factors, and
related health; for example, with an intervention done in a beauty salon (Kleindorfer
et al., 2008). This stroke education project was designed to introduce an innovative
intervention to black women by working through parlors; the intervention improved
the women’s knowledge on certain variables (including stroke warning) but not on
others (such as risk factors).

CANCER

Cancer is the second leading cause of death among black women and is the most com-
monly diagnosed. Although more white women than black are diagnosed with breast
cancer, black women are more likely to die from the disease. Cervical cancer, however,
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occurs most often among women of color, and these women continue to die at rates
higher than whites. Black women are more likely to die from all cancers as a factor of
late diagnosis, often given that the disease has done irreparable damage at the time
of detection. In other cases, delays in follow-up tests and incomplete follow-up
accounted for the disparity. More than one-fourth of black women who have abnormal
results from mammography or clinical breast exams have not resolved the diagnosis
with follow-up six months later, and black women with prior breast abnormalities
were about half as likely to follow up on the abnormal results within the recommended
time (three to six months).

Breast Cancer

Breast cancer is the second leading cause of cancer death among black women. Breast
cancer survival rates continue to be lower for black women than for white women
despite efforts to close this gap. A recent study using data from the National Cancer
Institute (NCI) Surveillance, Epidemiology, and End Results (SEER) program for
1995-2004 (Baquet, Mishra, Commiskey, Ellison, & DeShields, 2008) found that the
invasive breast cancer age-adjusted incidence for black women was significantly
higher than for whites and that the age-adjusted mortality rate for black women was
twice that of white women. Moreover, the study found that black women were more
likely to be diagnosed with regional or distant disease, have a lower relative five-year
survival rate, and have a higher likelihood of being diagnosed with tumors carrying a
poorer prognosis. Studies also show that black women are also more likely than white
women to receive mastectomy versus breast-conserving surgery and radiation
(Mandelblatt et al., 2002).

Cancer screening is important for early detection, and mammography is credited
for saving lives, albeit fewer black women have benefited. Early detection programs
are particularly important, and those that attempt to reach underserved and low-income
women are crucial in closing the black-white gap. The creation of the Centers for
Disease Control and Prevention’s National Breast and Cervical Cancer Early Detection
Program, started in 1990, substantially increased the percentage of women in low-
income households who reported having had a recent mammogram (Centers for
Disease Control and Prevention [CDC], 2005).

High-fat and high-caloric diets and a sedentary lifestyle increase risk for breast
cancer recurrence, comorbid conditions, and premature death. Studies show that as
much as 82 percent of black women are overweight, making them more vulnerable
than their white counterparts, particularly relative to survival (from National Health
and Nutrition Examination Survey [NHANES]). And when black women do survive,
their quality of life tends to be less robust than that of white women. Some studies
have suggested that black women gain more weight than white women after a breast
cancer diagnosis. Health promotion initiatives (especially weight loss programs) for
women with breast cancer have been around for years; however, few are targeted
expressly to black women. One intervention designed to promote the health of black
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breast cancer survivors targets weight loss as critically important in combating recur-
rence and proposes a culturally tailored weight loss program to address needs. The
study describing the program’s overall purpose and design points to the importance of
lifestyle interventions and concludes, through feasibility and impact data, that the pos-
itive results of the tested weight loss intervention may well be viable for black women
(Stolley, Sharp, Oh, & Schiffer, 2009).

Psychosocial factors also play a role in the incidence and prevalence of breast can-
cer. For example, racism, whether perceived or real, has been shown to adversely affect
cancer survivors. Using data from the Black Women’s Health Study, one study found
that perceived experiences of racism are associated with increased incidence of breast
cancer among black women and that the association is more substantial among younger
women (Taylor et al., 2007). These investigators examined a total of 593 incident cases
of breast cancer and found positive relationships (albeit weak) between “everyday dis-
crimination” (operationalized in terms of how one is treated or regarded) and “major
discrimination” (a more institutionalized or structural construct). The higher risk for
younger women could well be a factor of greater consciousness of insidious racism on
the part of this group (Taylor et al., 2007; Williams, 2002).

Although breast cancer survivors of diverse racial and ethnic groups tend to have
similar general stories of survivorship, their specific experiences can be delineated.
Some investigators posit that the “illness experience” may be different in light of unin-
tentional racism encountered in treatment, care, support, or the work environment.
Coggin and Shaw-Perry (2006) suggest that socioeconomic status does not protect black
women from the burden of racial inequity, thereby presenting an additional stressor as
this group of women navigates the lack of parity relative to affordable housing, educa-
tional and income opportunities, quality medical care, and adequate health insurance.

High levels of stress from perceived or actual racism, as well as stress from any
event, are related to an overall diminished health status. In evaluating the associations
among health status, well-being, and perceived stress in a sample of urban black women,
Young and others (2004) showed that the perceived-stress scores of the women nega-
tively correlated with health status dimensions and well-being. This finding, consistent
with the literature on the impact of stress on well-being, points to the far-reaching
potential of health promotion strategies that emphasize stress reduction. Because cul-
tural beliefs and attitudes including spirituality and religiosity affect health outcomes
generally and those of cancer survivors in particular, interventions targeting faith
become especially important toward meeting the needs of black cancer survivors.

MATERNAL AND REPRODUCTIVE HEALTH

Women of color face several maternal and reproductive health issues; some of the
more common and selected concerns are cervical cancer and uterine fibroids.
Understanding maternal and reproductive issues among black women is particularly
significant since black infants born in America are twice as likely as white infants to
die before they reach their first birthday (Children’s Defense Fund, 2004); it is of
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paramount importance that research and clinical work be conducted if we are to deter
the host of issues that contribute to infant mortality. In 2004, the lowest infant mortal-
ity rate observed in the United States was among Asians and Pacific Islanders, who
had a rate of 4.67 per 1,000 live births, which pales in comparison to the infant mortal-
ity rate of 13.60 per 1,000 live births for blacks (Matthews & MacDorman, 2007).
Just as breast cancer affects black and other ethnic women disproportionately, so too
does cervical cancer. There is higher incidence, higher mortality, and poorer survival rates
compared to whites. Disparities related to cervical cancer are evident by the following
examples highlighted by the Centers for Disease Control and Prevention (CDC, 2005):

In 2001, black women had the highest age-adjusted mortality rate from cervical
cancer (4.8 per 100,000), followed by Hispanic women (3.4 per 100,000).

From 1992 to 2000, black women were less likely to survive cervical cancer five
years after diagnosis compared with white women (blacks 62.6%; whites 73.3%).

In 2001, cervical cancer incidence was highest among black women (11.9 per
100,000) and Hispanic women (11.8 per 100,000).

Uterine fibroids are the most common pelvic tumor in women and are approxi-
mately three times more common in black women than white women. Research on
fibroid tumors (or uterine leiomyoma) has not provided consistent explanations as to
why the black-white disparity is so large. Risk factors include African ancestry, family
history, obesity, and hypertension, among others. The incidence of uterine fibroid
tumors increases as women age and may occur in more than 30 percent of women ages
40-60 (Evans & Brunsell, 2007). Symptoms of fibroids include heavy bleeding or
painful periods; bleeding between periods; feeling of fullness in the pelvic area (lower
abdomen); urinating often; pain during sexual intercourse; lower back pain; and repro-
ductive problems such as infertility, having more than one miscarriage, or having early
onset of labor during pregnancy. There are several pharmacological and surgery
options available for the treatment of fibroids.

OBESITY AND DIABETES

Black women compose the highest risk category in the United States for being over-
weight or obese. Obesity is a risk factor for a number of diseases, including the top
critical health conditions affecting this population. It has risen to epidemic proportions
in this country and is strongly associated with diabetes in black women. The relation-
ship between overall obesity and a host of health conditions is consistently documented
by empirical studies. Research on specific types of obesity (such as abdominal obesity
or areas of fat distribution) corroborates the strong association between obesity, regard-
less of type, and health threats. Krishnan, Rosenberg, Kjousse, Cupples, and Palmer
(2007) examined the association of body mass index (BMI), abdominal obesity, and
weight gain with the risk of type-2 diabetes, observing at every level of BMI an
increased risk relative to higher waist-to-hip ratios. Central obesity, like overall obesity,
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is thus a strong risk factor and should be recognized as such. Data from NHANES
show that approximately 82 percent of black women are overweight or obese com-
pared with 58 percent of white women.

Countless weight loss programs have been developed in response to the high rates
of overweight and obese black women. In comparison to white women, black women
are less likely to participate in weight loss programs, are more likely to drop out after
participation in a structured program, and lose less weight than white women. The lit-
erature discusses biological, environmental, and cultural factors in its discussion of
these occurrences. Kumanyika and others (2007) appropriately argue the importance
of creative interventions on overweight or obesity that directly consider the specific
needs and perspectives of black women. Espousing a paradigm that reaches beyond
the general population, they demonstrate the impracticability of designing interven-
tions that are incongruent with these specific needs. Instead, interventions addressing
alternative ways to meet needs and expanded perspectives on food and its symbolism,
on activity, and on weight issues are suggested.

Black women are disproportionately affected by diabetes (both type-1 and type-2, the
most common type), and the prevalence of this disease continues to be high. It is the fourth
leading cause of death among this group and tends to be at least twice as high among black
and other ethnic women than white women (CDC, 2007a). According to recent data, of the
sixteen million Americans with diabetes, more than half are women. Data from 1980 to
2006 show that age-adjusted prevalence of diagnosed diabetes increased among all racial/
gender groups examined, and that prevalence of diagnosed diabetes was highest among
black females (Agency for Healthcare Research and Quality [AHRQ], 2008).

Efforts to promote enhanced care for black women with diabetes, including
improvements to insulin and glucose therapies and improvements in glycemic control,
have been intensified toward reducing some of the complications accompanying the
disease (AHRQ, 2008). It has long been recognized that black women with diabetes
could benefit from self-management of the disease that takes into account their multi-
faceted existence. Studies point to the importance of interventions that recognize the
influences of spirituality, general life stress, multi-caregiving responsibilities, and
the psychological impact of diabetes in providing a heightened quality of life for this
group (Samuel-Hodge et al., 2000).

LUPUS

Lupus is an autoimmune disease that can affect various parts of the body, including the
skin, joints, heart, lungs, blood, kidneys, and brain. Normally the body’s immune sys-
tem makes proteins, called antibodies, to protect the body against viruses, bacteria, and
other foreign materials (called antigens). In an autoimmune disorder like lupus, the
immune system cannot tell the difference between foreign substances and the person’s
own cells and tissues. The immune system then makes antibodies directed against cells
and tissues, which cause inflammation, pain, and damage in various parts of the body.
Approximately 1.5-2 million Americans have a form of lupus, but the actual number
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may be higher. More than 90 percent of people with lupus are women. Symptoms and
diagnosis occur most often when women are in their child-bearing years, between the
ages of fifteen and forty-five years (Lupus Foundation of America, 2009).

Lupus is three times more common in black women than in white women.
Compared to white women, it is also more common in women of Hispanic, Asian, and
Native American descent. For reasons that are not fully understood, black and Hispanic
women tend to develop symptoms at an earlier age than other groups. Data show that
death rates are more than five times higher for women than for men and more than
three times higher for blacks than for whites.

There are four types of lupus: discoid, systemic, drug-induced, and neonatal lupus.
Discoid (cutaneous) lupus is always limited to the skin. It is identified by a rash that
may appear on the face, neck, and scalp. Discoid lupus is diagnosed by examining a
biopsy of the rash. In discoid lupus the biopsy will show abnormalities that are not
found in skin without the rash. Discoid lupus does not generally involve the body’s
internal organs. Systemic lupus is usually more severe than discoid lupus and can affect
almost any organ or organ system of the body. For some people, only the skin and joints
will be involved; in others, the joints, lungs, kidneys, blood, or other organs or tissues
may be affected. Drug-induced lupus occurs after the use of certain prescribed drugs.
The symptoms of drug-induced lupus are similar to those of systemic lupus. The drugs
most commonly connected with drug-induced lupus are hydralazine (used to treat high
blood pressure, or hypertension) and procainamide (used to treat irregular heart
rhythms). Drug-induced lupus is more common in men, who are given these drugs more
often. However, not everyone who takes these drugs will develop drug-induced lupus;
only about 4 percent of the people who take these drugs will develop the antibodies sug-
gestive of lupus. Of those 4 percent, only an extremely small number will develop overt
drug-induced lupus. The symptoms usually fade when the medications are discontin-
ued. Neonatal lupus is a rare condition acquired from the passage of maternal autoanti-
bodies, specifically anti-Ro/SSA or anti-La/SSB, which can affect the skin, heart, and
blood of the fetus and newborn. It is associated with a rash that appears within the first
several weeks of life and may persist for about six months before disappearing.

Physicians use a variety of medicines to treat their patients who have lupus, which
can be complicated due to the complex nature of the disease. Some of the medications
reduce inflammation, which causes pain, fever, and swelling, while others suppress the
overactive immune system. They range in strength from mild to extremely potent, and
often several of these medicines are used in combination to control the disease.
Utilizing a holistic approach that includes physical, spiritual, and emotional compo-
nents may be a viable adjunct to traditional pharmacological methodologies.

HIV/AIDS

Black women bear an alarmingly disproportionate burden of HIV/AIDS. It is the sixth
leading cause of death among American women ages 25-34 but the leading cause of
death for black women in this same age group. In 2004, HIV/AIDS was the third leading
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cause of death for black women ages 35-44; for women ages 45-54, it was the fourth.
(CDC, 2006). For women of all races and ethnicities, the largest number of HIV/AIDS
diagnoses was for women ages 15-39. The rate of AIDS diagnosis for black women in
2005 was approximately twenty-three times the rate for white women and four times the
rate for Hispanic women (CDC, 2007a). CDC data further show that a direct relation-
ship exists between poverty and HIV/AIDS, and that black women are disproportion-
ately represented among categories of absolute poverty. The socioeconomic problems
associated with poverty exacerbate the condition of black women living with HIV/AIDS.
These problems, including limited or no access to quality health care, a heightened level
of substance abuse, and the exchange of sex for drugs and other needs, create situations
leading to additional health conditions, many of which are related to mental functioning.
As such, black women often reach out to religion or other faith-based mechanisms for
solace. The role of spirituality in coping with HIV/AIDS has been explored through an
array of methods and findings and tends to point to faith as a buffer in dealing with the
virus (Braxton, Lang, Sales, Wingood, & DiClemente, 2007).

DOMESTIC AND INTIMATE PARTNER VIOLENCE

Women who are victims of intimate partner violence have been found to exhibit higher
levels of anxiety and depression than women not suffering from abuse (Ramos,
Carlson, & McNutt, 2004). In a study of black and white women in a primary health
care setting, these investigators found that both groups of women showed more simi-
larities than differences in the associations between most abuse experiences, but black
women reported more excessive jealousy by partners. Jealousy in relationships has
been linked to power and manipulation, and the perpetuation of violence toward a part-
ner has been discussed in relation to deriving a sense of personal control. Based on a
national sample including black and white women, a related study shows that having
a violent partner undermines personal control for women but not for men (Umberson,
Anderson, Glick, & Shapiro, 1998). The authors found that men scored higher on per-
sonal control scores than women, and that blacks scored lower than whites. Hence, black
women are found to be more vulnerable, with abuse adversely impacting them more.

Further, the role of perceived racism has been linked to intimate partner violence.
Some evidence has been established to demonstrate a relationship between perceived
racial discrimination and intimate partner violence and how these exposures interact to
affect the mental and physical health of black women. Waltermaurer, Watson, and
McNutt (2006) found these exposures to be strongly related to women who both
reported and showed higher prevalences of anxiety and nonspecific health symptoms
compared with women who reported either or neither exposure.

MENTAL HEALTH

Black women are not frequently confronted with isolated stressors but with a constella-
tion of issues that can engender anxiety, such as balancing work and home life demands,
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healing from adverse life events, managing personal relationships, nurturing identity
development, and creating a purpose in life that motivates them toward positive goals
and an orientation for achievement and success. Consequently, it is crucial to heighten
the awareness of prevalence and predictors of mental health and substance abuse disor-
ders among black women—and the myriad of social determinants that relate to black
women’s access to and utilization of behavioral health services. Additionally, it is
essential that culturally relevant strategies and models for the prevention of mental ill-
nesses and for the promotion of overall wellness among black women from diverse
sectors of the community—including underserved, underrepresented, and uninsured
populations—receive adequate consideration on a national level.

Stress, an experience resulting from a process or transaction between person and
environment in which the stimulus (event or condition) demands adjustment and may
cause physical, mental, or emotional strain, contributes to one’s mental health and
general health. Stress can be viewed as a stimulus, a response, or an interaction of the
two, and as a combination of psychological, physiological, and social components.
For women in general, and black women in particular, stress can have a deleterious
effect on health. Stress may be associated with the following issues:

Health concerns and chronic diseases

Individual or personal concerns (such as negative cognitions, identity, self-
perception, body image)

Interpersonal and intimate relationships (issues of commitment, intimacy, trust,
communication, fidelity)

Family relationships and daily demands
Unresolved pain and trauma (such as sexual, emotional, and physical abuse)

Negative life events (such as the death of a loved one or being the victim of
crime)

Confronting historical negative stereotypes and media images about black
women

Sociopolitical stressors, including racism and sexism
Economic and financial concerns
Community concerns (such as poor environmental conditions)

Handling multiple expectations of others

Chronic stress can contribute to depression, one of the most prevalent mental
health problems in the United States, and is associated with considerable impairment
in functioning. Depression among black women is underrecognized and undertreated
(Levin, 2008). Furthermore, although blacks are less likely than whites to have a major
depressive disorder, when they do, it tends to be more chronic and severe, and they are
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much less likely to undergo treatment (Williams et al., 2007). This may be due to
stigma and less trust within the medical community, poor or no insurance coverage for
mental health services, problems accessing culturally responsive mental health profes-
sionals, and overreliance on family, friends, or religious communities for support.
Nevertheless, there is a dearth of research concerning depression among diverse black
women. Women are twice as likely as men to suffer from depression; one of four
women is likely to suffer from a serious depressive episode at some time in her life
(Peden et al., 2000). According to the U.S. Department of Health and Human Services,
Office on Women’s Health (2007), black women tend to have lower rates of major
depression than white women, and higher rates of phobias. Research and clinical pro-
grams have not consistently nor systematically examined the epidemiology of depres-
sion in a comprehensive context that evaluates the interaction that may exist between
psychological, interpersonal, and sociocultural variables specific to the experiences of
diverse (low-, middle-, and upper-income) black women—variables that can influence
their mental health, emotional conditions, and overall well-being.

The reported incidence of mental illnesses among black women is unclear. This
may be due to a variety of reasons, including controversy regarding misdiagnosis; the
lack of clinical research within this population; limited knowledge of the epidemiol-
ogy of mental illnesses relative to black women; published statistics that combine the
incidence of depression for both sexes within the black population; and the general
underrepresentation of reporting mental illnesses due to the low number of blacks who
seek formal treatment for mental health problems. Depression often coexists with eat-
ing disorders (Bulk, 2005), anxiety disorders (Devanem, Chiao, Franklin, & Kruep,
2005), and substance abuse or dependency (Kessler et al., 2003). Depression also often
coexists with other serious medical illnesses, such as heart disease, stroke, cancer,
HIV/AIDS, diabetes, Parkinson’s disease, thyroid problems, and multiple sclerosis,
and may even make symptoms of the illness worse (Cassano & Fava, 2002). Research
has shown that treating depression along with the coexisting illness helps to ease both
conditions (Katon & Ciechanowski, 2002).

VULNERABLE POPULATIONS

Older Women

Triple jeopardy has been used to describe low-income black women at retirement age.
These women are especially vulnerable to a larger set of health disparities. Apart
from the fact that advanced age carries a unique set of health challenges for all racial/
gender groups, black women continue to be most vulnerable. For example, older black
women (ages 65 and older) have been found to underestimate their risk of getting breast
cancer and tend to be the least likely to have had a recent mammogram or breast exam
in comparison to their younger counterparts (Jones et al., 2003). Moreover, older black
women tend not to receive preferred breast cancer treatment (Mandelblatt et al., 2002).

A recent investigation using data from the Health and Retirement Study under-
scores the role of gender relative to the dispensation of retirement. Hogan and Perrucci
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(2007) show that both black and white women, in comparison to their male counter-
parts, are less likely to retire (after controlling for employment, age, insurance, assets,
and spousal employment or retirement status). They further show that after controlling
for gender differences in employment earnings and in retirement decisions, white
women actually receive more total income (including Social Security, pension, and
asset) than white men. While black men showed no significant net effect compared to
white men, black women were found to receive the least, a finding consistent with how
they have fared on other measures. While persons generally tend to covet the retire-
ment years and look forward to a period of rest beyond protracted work in relative
financial security, black women continue to struggle with burdens that block their
chances of attaining a heightened quality of life, even during their “golden years.”

Included among the major factors leading to more deleterious health outcomes for
older black women is the experience of widowhood. In an investigation of mental and
physical health decline among older adults, Kelley-Moore and Ferraro (2005) discuss
various domains of health over time and their multidimensional and complex relation-
ships; they conclude that widowhood accelerates health decline for older black adults
but not for whites. Given that more women are widowed than men, black women are
once again disadvantaged with respect to health outcomes. Research pointing to the
disproportion in the number of other conditions affecting older women also includes a
condition that has not been given adequate attention: chronic pain.

While chronic pain does not single out any one group, it does disproportionately
affect older adults and places a particular burden on persons who do not have resources
to alleviate the condition. The socioeconomic status of older black women can posi-
tion this group as especially vulnerable. Baker, Buchanan, and Corson (2008) discuss
the importance of understanding disease processes as well as physical and mental
health outcomes of older black women who experience chronic pain; they underscore
the value of research that focuses on within-group factors impacting a single popula-
tion. Just as a complex set of factors has been shown to account for many of the health
conditions facing black women, chronic pain should be conceptualized along these
lines. Chronic pain can lead to or worsen depression, another condition that plagues
this group. The research of Black, White, and Hannum (2007) aptly captures depres-
sion in a group of older black women as a cultural phenomenon within a framework of
meaning constructed by black women from cultural systems rooted in North American
society and black tradition. In this context, and consistent with a cross-section of the
more generalizable literature, depression was found to be linked with diminishment of
personal strength, related to sadness and suffering, and was believed to be preventable
or resolvable through personal responsibility.

Homeless Women

A growing number of black women contribute to the population of Americans who
lack living quarters. These women often have children, which places them at an even
greater need. Shelters and other resources serving this population have not been able
to keep pace with the need. While the data on homelessness for black women are
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unclear, it would appear that structural circumstances, including an inadequate public
welfare system, are related more to homelessness in this group than in other groups.

Imprisoned Women

The multiple health issues of incarcerated women, including addictive behaviors and
sexual and reproductive health as well as serious and chronic mental and physical con-
ditions, cannot be omitted from any discussion of prison life. For black women, who
constitute a disproportionate number of women behind bars, this situation is exacer-
bated by perceptions of unequal treatment by prison staff. In light of the dramatic rate
of increase of women inmates over the past decade compared to men, and in view of
the special needs of women (such as reproductive health), there is a dire need for the
health care system to assess current policy in rendering services.

The disproportion of incarcerated black women is reflected in statistics that show
black women to be seven times more likely to be incarcerated in their lifetime than
white women and two times more likely than Hispanic women (Braithwaite, Arriola, &
Newkirk, 2006). The health of this population differs significantly from women in the
general population and is a price paid not only by the inmates themselves but also by
the inmates’ children, who are often left with a plethora of complexities with which
to deal.

SUMMARY

While the overall health of Americans is improving and life expectancy is increasing,
blacks face significant health challenges and disparities relative to other ethnic groups;
limited access to health care places an immense burden on the social and economic
realities that are central to existence and the ability to thrive. The overwhelming inci-
dence among blacks of preventable chronic diseases, such as diabetes, stroke, heart
disease, and cancer, not only contributes to high morbidity and mortality rates but also
threatens the health and survival of families. In nearly all measures and indicators of
health, blacks lag behind their white counterparts.

Women of color, and black women in particular, are faced with many challenges
throughout their lives—during adolescence, adulthood, and senior years. Individual,
familial, and community responsibilities and other stressors heighten this population’s
risk and vulnerability for health problems. Physiological, psychological, sociocultural,
interpersonal, and spiritual discord also contribute to black women’s challenges. There
is a need to carefully scrutinize health issues from a holistic and contextual perspec-
tive; the goal should be to significantly improve awareness and understanding of the
complexities behind optimal health for black women and building stronger and health-
ier black families.

A number of promising strategies have been launched throughout the literature on
enhancing outcomes for black women’s health. Needed, however, are approaches that
systematically and methodically detail paths to enhanced health. If we assume that such
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approaches promote an increased understanding of disparities between black and
white women, then perhaps we will be on the right path to actually closing the gap.
This is appropriately argued by Hogue (2002) in a call for the ultimate elimination of
black women’s health disparities. The Centers for Disease Control and Prevention’s
Healthy People 2010 initiative is designed to achieve two overarching goals: (1)
increase quality and years of healthy life, and (2) eliminate health disparities. In order
to achieve these targets, addressing the multifaceted issues that relate to black wom-
en’s health from research, clinical, programmatic, and policy perspectives must be pri-
oritized, and intensified, on national and international levels.
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THE HEALTH STATUS OF
BLACK MEN

JEAN J. E. BONHOMME
APRIL M. W. YOUNG

In the United States, African American men are clearly in the midst of a health crisis.
The health status of African American men is compromised by broad social policy
phenomena such as exceptional rates of incarceration, lack of access to primary and
preventive health care, adverse neighborhood conditions, unfavorable socioeconomic
experiences, and maladaptive behavioral and attitudinal factors. In addition, multiple
studies have established that the experience of race has very real and measurable health
implications that doubtlessly contribute to elevated morbidity and mortality among
black men.

AFRICAN AMERICAN MEN’S HEALTH STATUS

In the 1980s, the average life expectancy for African American males was under sixty-
five years, too low to collect Social Security or Medicare. While overall mortality and
morbidity rates have since improved in the United States, black men are still more
likely to die of common diseases such as cardiovascular disease, diabetes, and major
cancers than their white counterparts. In 2004, life expectancy for African American
men was 69.5 years, substantially lower than the 75.7-year life span a white man in the
United States can anticipate (National Center for Health Statistics, 2009). In particular
geographic regions, African American men’s lives remain significantly shorter than
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the national average. For instance, the Fulton County Department of Health and
Wellness stated that in 2007 the average life expectancy of an African American male
in Fulton County (which comprises most of the city of Atlanta, Georgia) remained
only about sixty-four years.

Why Men'’s Health Matters

The health status of African American males has received surprisingly little attention
given that in many respects it is the poorest of any large population group in the United
States. African American men’s health status is often dismissed inappropriately as
irrelevant to the well-being of other demographic groups in America. Many people
seem concerned that addressing the health of men might take away from efforts to
address the health challenges facing women and children. Seeing the health of the gen-
ders like opposite ends of a seesaw, they appear to believe that for one to rise, the other
must fall. However, the genders are so highly interrelated and interact on so many lev-
els that the overall health of any community or ethnic group depends upon a positive
balance between the genders. The health challenges of African American men affect
African American women in so many ways that achieving optimal overall health in
African American communities is not a matter of either one gender or the other; it is
both or neither. Overall, the complex nature of the African American men’s health cri-
sis calls for a multi-dimensional approach in which broadened, inclusive notions of
health are embraced by health practitioners, policy analysts, community redevelop-
ment advocates, neighborhood-based service providers, and men themselves.

Gender Disparities in Morbidity and Mortality

Men’s health and longevity outcomes are noticeably poorer than women’s. According
to the Centers for Disease Control and Prevention (CDC), the all-causes male-to-
female mortality ratio is 1.6 to 1 (Bonhomme, 2007). All ten leading causes of death,
as defined by the CDC, affect men more than women. Death rates are conspicuously
higher in men for heart disease (1.8 to 1), accidents and adverse events (2.4 to 1), and
chronic liver disease and cirrhosis (2.3 to 1). The single greatest ratio disparity is sui-
cide (4.3 to 1). The all-causes mortality ratio for African Americans to whites is 1.5 to 1.
Furthermore, eight of the ten leading causes of death afflict African Americans more
than whites. Notable racial disparities include heart disease (1.5 to 1), stroke (1.8 to 1),
diabetes (2.4 to 1), and kidney disease (2.5 to 1). Two major causes of death that affect
African Americans less than whites are chronic obstructive pulmonary disease (0.8 to
1) and suicide (0.5 to 1). Though suicide is less common overall among blacks, the
rate among African American males is much more polarized toward youth than it is for
other demographic groups. Overall, homicide ranks thirteenth among causes of death
in the United States. Yet, for African American males, homicide ranks fifth and is the
second leading cause of death between the ages of fifteen and twenty-four years.

In 1920 there was only one year’s difference between the genders in average life
expectancy in the United States (Bonhomme, 2007). Today, the average difference
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overall is between five and six years, and about seven or eight years for African
Americans. This raises the question of whether we are viewing inherent life expec-
tancy differences between the races and genders or instead different rates of increase
in life expectancy over the course of the twentieth century. This in turn raises another
question: how did the interventions that led to the overall increase in population life
expectancy differ between the genders?

Effects of Poor Health Among Males on Their Community

The impaired health status of African American men has demonstrable negative effects
on the health of African American women and children. Following widowhood, a
woman typically suffers considerable bereavement, often involving the loss of a long-
term companion. The surviving spouse faces an increased risk of dying over the
months that follow, and older women typically face limited prospects for remarriage.
In the event of preventable disability or chronic illness, a considerable burden of care
usually falls to the woman. In disability or chronic illness limiting the ability to work,
a family may face increased health care expenses in the face of diminished earnings.

There are demonstrable economic effects on the African American community
and the whole of society owing to preventable illness and death among African
American men. These include lost time from work, reduced work productivity, and
disability. Men who were formerly actively providing for their families may become
financially dependent on them instead. Men who were formerly taxpayers may be
reduced to financial dependency on other taxpayers. Chronic illnesses short of outright
disability may interfere with the ability to maintain gainful employment; for example,
excessive absence or lateness due to episodic pain. Poverty is strongly associated with
widowhood, and the financial repercussions of unnecessary and preventable morbidity
and mortality among African American males are faced by children as well. Just as
one cannot effectively weed half a garden, if we fail to contend with the health chal-
lenges facing both genders, we cannot do a thorough job of addressing the health
needs of either gender. Though it is frequently overlooked, African American men’s
health must be considered a vital aspect of the health of the African American commu-
nity as a whole.

Financial hardship among women resulting from widowhood may exceed that
caused by divorce. Termination of marriage is correlated with higher poverty rates as
shown by both cross-sectional and longitudinal data (Morgan, 1989). Forty percent of
widows, as opposed to just over 25 percent of divorced women, fall into poverty for at
least some time during the first five years after the end of marriage (Morgan, 1989).
Over half of the elderly widows currently living in poverty were not poor before the
deaths of their husbands (U.S. Administration on Aging, 2001). Fiscal implications for
society include health care and other social programs, such as housing assistance (U.S.
Administration on Aging, 2001). Women’s all-causes death rates increase in widow-
hood. A twofold increase in mortality has been observed in the first month after wid-
owhood (Jones, 1987).
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Healthy Fatherhood and the Health of Children

The health status of fathers has long been dismissed as irrelevant to the well-being of
children. Maternal and child health is the accepted catchphrase, as opposed to the
more inclusive concept parental and child health. However, paternal health likely
impacts the type and frequency of birth defects in offspring. Advanced paternal age
has been associated statistically with greater rates of preauricular cyst, nasal aplasia,
cleft palate, hydrocephalus, pulmonic stenosis, urethral stenosis, and hemangioma
among offspring (Savitz, Schwingl, & Keels, 1991). Smoking among fathers is simi-
larly associated with cleft lip (with or without cleft palate), hydrocephalus, ventricular
septal defect, and urethral stenosis among offspring (Savitz et al., 1991). Paternal alco-
hol use is associated with increased risk of ventricular septal defect among offspring
(Savitz et al., 1991). Women have usually been well informed that advanced age is
associated with specific risks of health problems among their offspring. However,
more recent research has demonstrated a statistically significant monotonic associa-
tion between advancing paternal age and risk of adult schizophrenia and schizophrenia
spectrum disorders among offspring. This analysis controlled for maternal age and
other potential confounders (Brown et al., 2002). Paternal exposures clearly may
impact the health of children adversely. Offspring of military fathers who served in
Vietnam and Cambodia were found to be at increased risk of childhood leukemia (Wen
et al., 2000). Data from three case-control studies conducted by the Children’s Cancer
Group were analyzed. Cases of acute myelogenous leukemia (AML) and acute lym-
phocytic leukemia (ALL) were compared with 1:1 matched controls. Statistically sig-
nificant associations with AML were demonstrated, which were especially strong
among children under two years of age (Wen et al., 2000).

Sexually Transmitted Infections and HIV

Direct implications of men’s health problems are clearly evident in areas of reproduc-
tive and sexual health. A significant proportion of human immunodeficiency virus (HIV)
cases among African American women is linked to heterosexual transmission. The
CDC estimates that 1 in 50 African American men in the United States is HIV-positive,
placing African American women at considerable risk. As a result, 1 out of 160 African
American women is believed to be HIV-positive. Other sexually transmitted infections
may lead to serious obstetrical and gynecological complications for women. Human
papilloma virus (HPV) infection is the principal cause of cervical cancer. Herpes sim-
plex virus (HSV) infection may lead to major obstetrical hazards. Chlamydia may
cause pelvic inflammatory disease and possible infertility among women. These and
other sexually transmitted infections cannot be prevented from adversely affecting
women and children if they are not controlled effectively among men.

Depression and Men’s Mental Health

Twice as many women as men in the United States are diagnosed with major depres-
sion, but the suicide rate among men is four times greater than for women (Kilmartin,
2005). Among African Americans, suicide appears to be less frequent overall but with
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a major caveat. In most demographic groups, the typical suicide victim is a middle-
aged or elderly male. Among African Americans, however, suicide is centered among
youth. It is likely that depression in men is greatly underrecognized (Kilmartin, 2005).
Substance abuse is a well-known association of mood disorders, and men are believed
to abuse alcohol and drugs at least twice as often as women. Depression in male sub-
jects may be missed because interviewers are not attuned to male-specific styles of
expression. Typical male socialization stresses avoidance of introspection and denial
of awareness of helpless feelings. For this reason, many men may not recognize that
they may have a mental health problem requiring intervention. A man reporting diffi-
culty concentrating, diminished motivation, distractibility, and sleep disturbance might
not even be subjectively aware of underlying feelings of sadness. Culturally, socializa-
tion in men demands banning thoughts about emotional problems from consciousness
and expects stoicism and dissociation from emotions. A phenomenon known as the
“male emotional funnel” may convert many men’s vulnerable feelings (such as fear
and powerlessness) into anger, and men may act out in response to these feelings. This
acting out may take the form of chronic anger, self-destructive behavior, alcohol and
drug use, gambling, womanizing, and overworking, all of which may actually be
behavioral expressions of underlying depression (Kilmartin, 2005) .

Disparities in Health Care Access

Men participate in preventive health care notably less often than women. Even exclud-
ing pregnancy-related visits, the rate of doctor visits for such reasons as annual exami-
nations and preventive services was twice as high for women than for men (Brett &
Burt, 2001). Thirty-three percent of men (compared with only 19 percent of women)
do not have a regular physician (Sandman, Simantov, & An, 2000). Twenty-four per-
cent of men (compared with only 8 percent of women) have not seen a physician in the
past year (Sandman et al., 2000). These gender disparities become increasingly pro-
nounced as age groups become progressively younger (Sandman et al., 2000). African-
American and Latino men in the United States, in all income brackets (poor, near-poor,
middle, and high income), are only half as likely to have had physician contacts in the
past year (U.S. Department of Health and Human Services, 1998) and are appreciably
less likely to carry health insurance compared with their respective African American
female and Latina counterparts (Kass, Weinick, & Monbheit, 1999).

IMPACT OF SOCIAL POLICIES ON BLACK MEN’S HEALTH

The Increasing Significance of Incarceration

U.S. Department of Justice figures for 2006 indicate that one in nine African American
men is incarcerated. African American men are jailed at a rate that far exceeds their
representation in the population (Justice Policy Institute, 2007). A study of men in one
distressed urban neighborhood found that a vast majority of adult men—two in three—
reported having been incarcerated (Young, 2006). With figures as startling as these, it
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is important to consider the impact of imprisonment on the health and well-being of
African American men. In correctional settings, men’s well-being is jeopardized by
exposure to a range of physiological and psychological risks that increase the likeli-
hood of poor health outcomes. Those detained in correctional facilities are frequently
subject to communicable infections, injury by violence, sexual trauma, and to under-
regulated clinical trials (Young, Meryn, & Treadwell, 2008). Facilities” adherence to
correctional health care standards is a matter of ongoing uncertainty and controversy
(Gallagher & Dobrin, 2007). Additionally, psychological torment is a pervasive health
risk inmates face. They may be subjected to extreme custodial interventions such as
“close management” (solitary confinement); injurious chemical, electrical, and manual
control techniques; strip searches and invasive body cavity searches; and documented
physical torture in some instances. The capacity and opportunity for ex-offenders to
address the health implications of prison are hindered by marginal access to primary
care and counseling. Chronic conditions that develop while incarcerated, disabilities
due to injury sustained in detention, substance dependency, and the psychological
effects of confinement pose ongoing health challenges for many men following release.
At the same time, their ability to work is severely limited in many states (Collins Center
for Public Policy, 2006; New York City Bar . . . , 2008), separating them from the
resources they need to improve or manage their health conditions (Western, 2002;
Pettit & Western, 2004). Evidence supports that the jeopardy resulting from the expe-
rience of incarceration is indeed lasting, extending well beyond the period of confine-
ment. Regarding the immediate postrelease term, a Washington State study found that
newly released prisoners were 12.7 times more likely to die in the two weeks follow-
ing release compared to other state residents in the same demographic groups
(Binswanger et al., 2007). Other findings confirm contentions that incarceration has an
independent negative effect on health status (Massoglia, 2005; Freudenberg, Moseley,
Labriola, Daniels, & Murrill, 2007).

Lack of a National Provision for Access to Health Care for Men

As others have discussed compellingly in this volume, access to health care or the lack
thereof figures prominently in the health profiles of demographic groups in the United
States. However, that African American men fall into a category of persons—men—
for whom there is no national program providing access to primary and preventive
health care (Treadwell & Ro, 2003) warrants mention as a factor in the health crisis
among African American men. The extent to which lack of access to health care com-
promises the well-being of African American men is difficult to quantify precisely.
Somewhat paradoxically, the lack of access to health care can lead to reduced surveil-
lance capability resulting in a disturbing underdiagnosis of chronic and dangerous
conditions. The dearth of data means there are gaps in the health profile for African
American men, precluding a full and accurate description of their predicament. For
instance, among men in a poor Miami, Florida, neighborhood living largely without
routine health care, reported rates of several disorders were significantly lower than
national rates for African Americans (Young, 2006). It is reasonable to assume that the
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sample population, composed 95 percent of African American men, is in no better
health than blacks generally in the United States. Given characteristics such as low
income, low educational attainment, and low rates of employment—all risk factors for
poor health—it is likely that the men from the distressed neighborhood suffer unde-
tected conditions (Young et al., 2007).

War Exposures and the Relevance of Veteran Status

The toll taken by war on African American men’s health is an oft-neglected issue.
African American males have been overrepresented relative to their numbers in the
population in several recent wars. Veterans must first be identified within patient popu-
lations in order to receive appropriate assistance (Bonhomme, 2006); however, men
who are of age to have been involved in specific wars are rarely asked by medical prac-
titioners if they served in the military or were involved in combat. Outside veterans’
health care systems, medical histories usually do not include questions regarding mili-
tary service or combat experience, although these factors may impact physical and psy-
chological health significantly. For this reason, the medical and psychological issues
facing veterans may go completely unrecognized and untreated. Veterans may appear
hard to reach, as many perceive themselves as having been let down by government
programs supposedly instituted to help them. In dealing with combat veterans, trust
can be a major issue. Often, war veterans have lost close friends suddenly and traumat-
ically, and they may fear that in getting close to people again they risk further pain and
loss. Some African American veterans have had experiences of discrimination based
not only on race but also on their status as veterans; so, not being open about their mili-
tary history may have worked to their advantage. War veterans often need to discuss
their experiences openly in order to overcome psychological trauma, but such experi-
ences may be extremely painful to think about, let alone discuss (Bonhomme, 2006).

NEIGHBORHOOD CONDITIONS AND HEALTH

Exposures in Resource-Strained Settings

Frequently, the communities in which African American men reside are characterized
by limited civic, economic, and social resources (Menchik, 1993). Though the major-
ity of African American men live in major metropolitan areas, the districts of the cities
in which they are concentrated are more likely to be resource-poor (U.S. Census
Bureau; http://www.census.gov/apsd/www/statbrief/sb95_5.pdf). Many indicators can
qualify an urban setting as blighted or distressed: the income level of its residents, the
condition of its housing stock, the types of available services and businesses, crime
rates, and the state of its civic infrastructure. Recognizing that urban distress not only
describes a condition of place but also names an experience in which residents abide
day to day (Young, 2006), its health implications beg attention. Also, given the known
obstacles to accessing health care among low-income groups and among men, we can
expect that in distressed urban settings men will face particular jeopardy due to unmet



80 The Health Status of Black Men

health needs. Common features of poor urban settings are likely to register particularly
strongly on African American men’s mental health. Income shortfalls and unreliable
employment along with tenuous lodging terms or substandard housing conditions can
make utter financial ruin and homelessness imminent and constant threats in the lives
of men and their families. Proximity to illicit activity—whether one is a participant or
bystander—can mean heightened risk of violence and exposure to the criminal justice
apparatus (U.S. Department of Housing and Urban Development, 2001).

While social networks in distressed settings are often of necessity strong and
extensive, the nature of contemporary urban life, especially where poverty is present,
can fracture central household structures, isolating men from their primary family
units for long periods. In addition to facing their own difficulties, men may routinely
witness the subjection and hopelessness of others around them. The results can be psy-
chological and physiological stress; physical injury; self-medication with tobacco,
alcohol, or illegal drugs; sexual risk taking; and various forms of abusive or self-
endangering acting out. It is important that health practitioners and others in positions
to be of assistance to African American men are aware of economic and social data on
the areas in which their patients or clients live.

Life Expectancy and Lowered Expectations

African American men’s lower life expectancy may have a sinister effect on the gen-
eral consciousness and expectations in communities. The relative rarity of the elderly
African American man as a presence in the social environment may lead people
(including African American men themselves) to expect these men to live shorter lives
than other demographic groups. In settings in which early death is common due to vio-
lence or illness, a sense of the imminence of demise may be magnified and quite
explicit. In such contexts, one would anticipate that self-caretaking behaviors would
be compromised. Indeed, risky behaviors and clearly self-destructive activity may
occur more frequently. Much of the analysis of this issue is based on powerful anec-
dotal accounts from urban core neighborhoods (Stewart, Schreck, & Simmons, 2006).

The literature on civilian lives and consciousness in theaters of war is probably
relevant to invoke as well (Krippner & Mclntyre, 2003). The answer to this complex
predicament is multilayered. Reducing racial health disparities and disproportionate
mortality among African American men; raising the visibility of mature, healthy
African American men; addressing violent, crime-ridden communities; and cultivating
a deeper love of self are steps to establishing longevity as both a value and a virtue that
African American men can see as realistically within their reach.

THE REALITY OF RACE: STRESS AND HEALTH

Evidence

Since 2000, findings from more than one hundred studies documenting the damaging
effects of racism on the body have supported recasting racism as a public health
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problem (Drexler, 2007). Most of the studies regard racism as a stressor whose impact
is chronic and pervasive, elevating blood pressure (Brondolo et al., 2008), heart rate,
and cortisol levels; suppressing immune system response; and inspiring health-averse
behaviors like overeating and smoking. Though the studies center explicitly on physi-
ological phenomena, mental health is critical to the discussion of racism’s consequences.
Psychological mechanisms and processes line the pathways by which experiences of
discrimination inscribe their deleterious effects on the body. The stress, fear, depres-
sion, rage, and frustration that are the response to racism all have psychological dimen-
sions that we understand to then manifest physiologically as the fight-or-flight
hormonal cascade and elevated cardiovascular values. These data suggest the need to
further examine responses to racial discrimination. Developing positive mental health
strategies to cope with or counter the psychological and physiological assault of rac-
ism is crucial to addressing the health crisis among African American men.

Commonalities Across Social Class

The most affluent African Americans in the United States are sicker than the poorest
whites (Drexler, 2007). This enduring fact was evidence for researchers in the period
approaching the new millennium that racism had discrete influence on health out-
comes, even across socioeconomic class lines. The work of social psychologist Claude
Steele on the phenomenon he has named “stereotype threat” (Steele, 1999) has shown
that social class does not insulate privileged African Americans from the physiologi-
cal response to experiences of race. African American college students taking a chal-
lenging exam who believed their performance might comment negatively on their
capabilities, thereby possibly confirming stereotypes of lesser competence, experi-
enced elevated blood pressure and heart rate. When their race was not made salient,
they not only scored better on the exam but also did not have the physiological anxiety
response. Given the well-developed body of evidence confirming racism’s ill effects
on health, the contribution of discrimination to the African American men’s health cri-
sis should be a matter of priority in policy reform efforts and health advocacy.

DEFINING BARRIERS TO MEN’S PARTICIPATION IN HEALTH CARE

As we describe the various indicators that make up the dimensions of the health crisis
among African American men, it is important to also consider men’s consciousness and
their capacity to exercise agency in matters of health. Obstacles men face to accessing
needed care are not only structural. Behaviors and attitudes about health, health care
institutions, and beliefs about the nature of masculinity can create barriers that con-
tribute to poor health outcomes. Addressing these behavioral and attitudinal barriers
will be key to improving the health and well-being of African American men.

Behavioral Barriers

African American men are less likely than white men, white women, or African
American women to make use of health services. The reasons, like many behavioral
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dynamics, are complex and challenging to tease apart. For example, many men in the
Overtown neighborhood of Miami, Florida, tend to use hospital emergency rooms for
health concerns that likely would be more appropriately addressed in a primary care
setting. Nearly two in three reported the emergency room as their sole health care facil-
ity (Young et al., 2007). Inadequate access to care is certainly a causal factor, though
lack of familiarity with more appropriate alternatives, a preference for the treatment
interventions likely to be pursued in an emergency setting, and habit also contribute to
Overtown men’s reliance on the emergency room. Findings that men tend not to seek
medical care in response to pain or feeling ill are especially striking. Only 18 percent of
males stated that they would seek help promptly if they were in pain or feeling ill.
Surprisingly, 24 percent stated that they would delay seeking health care as long as pos-
sible, with 17 percent stating that they would wait for a week or more (Sandman et al.,
2000). Men’s demonstrably low rate of involvement in preventive health care is likely
related to traditional male gender role socialization. Characteristics inherent in tradi-
tional male socialization which appear to be related to lower rates of utilization of ther-
apeutic counseling services include achievement orientation, restricted emotional
expression, instrumental nature, self-reliance, and poorer tolerance for same-sex affec-
tion (Campbell, 1996). Gender role training encourages males to develop stoic attitudes
toward pain and fear. Attitudes and behaviors such as not running from danger, not rest-
ing when fatigued, and not “giving in” to pain are often culturally prized among males.
As aresult, many boys have been habituated from childhood to disregard and minimize
the signals of their own bodies, including those signals that result from illness.

When a boy skins his knee at age 8, he typically gets told, “brave boys don’t cry.”
If he gets hurt playing high school football, he may be told to “take one for the team.”
By the time he is fifty and having chest pain, he may say, “it’s just indigestion.” Many
males have been socialized during childhood to expect that if pain is ignored, it will
simply go away with time, a view that is often confirmed by the rapid resolution of
childhood’s minor ailments and injuries. However, in middle age, the rules of the game
change, with mild symptoms possibly indicating early progressive disease that may
quickly go from manageable to incurable. Many men believe that “a man takes care of
his own problems,” and through maladaptive self-reliance they may fail to seek outside
help even when a problem is recognized. This excessive, pathological, unhealthy sto-
icism may well affect African American men out of proportion to the general male pop-
ulation owing to their tragic history of deep involvement in painful, arduous types of
heavy labor. Male socialization may reduce adaptive responses to pain, injury, and fear,
including seeking health care when ill, in turn leading to poorer health outcomes. Many
men reported that they would not respond to pain by seeking health care (Sandman
et al., 2000). Men’s general inattention to their own pain and illness understandably
perplexes women, but in some respects it is a logical extension of men’s cultural gender
role expectations. Fatalistic attitudes are yet another attitudinal barrier, as many African
American men believe that “when it’s your time to go, it’s your time to go.” Many indi-
viduals who have had unfavorable life experiences, such as persons of low socioeco-
nomic status, tend to feel that nothing they can do will make any difference in their
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fate. A study found that subjects who considered heart disease, arthritis, or difficulty
sleeping to be a normal part of aging (“fatalistic’’) were found in multivariate analyses
to be less likely to have received preventive medical services in the previous year.
Those who felt nothing could be done to improve those conditions (“nihilistic””) were
less likely to have a regular physician (Goodwin, Black, & Satish, 1999). Albert
Bandura (1977) introduced the concept of self-efficacy, defining the barrier posed by
individuals not believing that they can actually perform a health-promoting behavior
such as diet change, smoking cessation, abstinence from drugs or alcohol, and so on.

Health Care System Structural Barriers

Barriers to men’s participation in health care are interwoven in the structure of the
health care system itself. For instance, work hours for men often eclipse the hours
when health care is available, leading to scheduling conflicts in pursuing health care.
Men are less likely than women to carry health insurance and are often less eligible for
social programs that subsidize health care, creating substantial economic barriers. In
contrast to the health care structure for women, there are no targeted health specialties
for men comparable to obstetrics and gynecology and women’s health. When a girl
reaches the threshold of womanhood, the pediatrician typically hands off her care to
the obstetrician-gynecologist, maintaining a beneficial continuity of care. Gender-
targeted medical specialties may help habituate women into regular physician contact
early in life. By contrast, the pediatrician has no corresponding specialist for males to
hand the young male off to, and his contact with the health care system is often lost.
The comparative lack of male-targeted specialties and health care programs may ham-
per men’s ability to identify as participants in health care, seeing nothing in the health
care system with a male face on it. Men’s health problems are often fragmented across
different specialties, rendering cohesive interventions unnecessarily difficult. When a
man recognizes a problem, he may be confused as to where to take it.

SOCIOECONOMIC EXPERIENCES: EMPLOYMENT

Men’s relationships to employment and the conditions under which they often must
labor can play an important role in their health and psychological well-being (Doyal,
2001). Lack of job security, low wages, and dangerous working conditions often char-
acterize the employment to which many African American men have access. Men are
disproportionately represented in manual labor jobs, in which workplace conditions
by their very nature may reinforce men’s stoic acculturation. Lifting heavy loads or
working in the burning heat or the freezing cold necessitates high tolerance for dis-
comfort, forcing men to detach from their feelings just to get through the workday. In
turn, these men may ignore pain and discomfort caused by illness as well. Over 90
percent of workplace fatalities occur among men, and African American men are dis-
proportionately represented in manual labor jobs that are physically painful and haz-
ardous. Traditionally, some dirty, dangerous jobs were actually referred to as “negro
work” (Braithwaite, 2001).
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Work undoubtedly has a great influence on mental health and a man’s sense
of well-being. Unfortunately, the influence can be negative quite frequently. A lack of
esteem, authority, or control on the job can lead to anxiety or depression. Humiliating
circumstances at work or demeaning hierarchies can erode a man’s sense of self-worth,
diminish his social esteem as a breadwinner and provider, and thwart his ambitions for
himself and his family. Employment is also a critical determinant of health care access
for men, more so perhaps than for other groups. Because there is no national provi-
sion for primary and preventive health care for men in the United States, one of the
only sources of health coverage for men is employer-based private insurance plans.
A small proportion of the jobs available to entry-level and lower-wage earners offer
affordable health insurance plans to employees (Maxwell & Paringer, 2004). African
American men tend to be concentrated at the lower end of the labor market spectrum,
so their access to employer-provided health plans is more constrained.

DISCRIMINATION IN HEALTH PRACTICES

African American males frequently express considerable distrust of the health care
system. Such distrust has been engendered and exacerbated by misguided medical
experimentation and substandard treatment by the health care system. Many scholars
trace current-day misgivings about medicine among African Americans to the infa-
mous Tuskegee Syphilis Trials. (See, for instance, information in the U.S. National
Archives and at http://www.archives.gov/southeast/exhibit/6.php.) However, contem-
porary examples suggest that it is unnecessary to go so far back in the history of medi-
cine for instances of discriminatory practices. U.S. researchers found that Hispanic
men were less likely to receive colorectal cancer screening, cardiovascular risk-factor
screening, and vaccinations. African American men consistently received worse care
for end-stage renal disease (Felix-Aaron et al., 2005). Examining a number of studies
and findings, a researcher has recently concluded that controlling for prognostic fac-
tors, there are no racial differences in treatment response to traditional lung cancer
chemotherapy, radiation therapy, and surgery. However, compared to whites, a remark-
able proportion of African Americans with lung cancer do not receive potential curative
treatments and optimal therapies (Brawley, 2006). Evidence of medical discrimination
based on race and socioeconomic status has emerged in other nations as well. Swedish
researchers found that socioeconomic disadvantage and the perception of discrimina-
tion relate independently to the likelihood of refraining from seeking medical services
(Wamala, Merlo, Bostrom, & Hogstedt, 2007).

Regardless of its origin, distrust of the health care system often becomes a self-
fulfilling prophecy by promoting delay in seeking health care. As a result, the individual
becomes more likely to present in an advanced state of disease, with a higher likeli-
hood of an unfavorable outcome. African American men can and should be enlisted in
projects to make medical institutions and health practitioners more responsive to their
needs. By participating in movements to develop cultural competence among health
providers, making use of community-based health facilities for a range of community
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activities, and getting involved in health-related outreach efforts, African American
men can help to break down barriers between themselves and medical institutions.

KNOWLEDGE AND AWARENESS OF HEALTH CHALLENGES

Informational barriers have been a substantial impediment to better health outcomes
for African American men. There is a pervasive lack of awareness concerning men’s
health challenges. For instance, many people say “prostrate” cancer, even though
prostate cancer is the most diagnosed cancer among African American men and men’s
second leading cancer killer. In a convenience street sampling, about 50 percent of
men could not say what the prostate gland does or where it is located. Considerable
public ignorance on the health challenges facing African American men exists, and this
lack of awareness crosses the gender divide. Interestingly, we have encountered women
who actually come to prostate cancer screenings asking for prostate exams.

EDUCATIONAL ATTAINMENT

Much evidence substantiates that health outcomes tend to improve as education levels
rise in populations. Among African American men, educational attainment lags behind
that of many other demographic groups (educational attainment available at http://
www.census.gov/prod/2003pubs/c2kbr-24.pdf). The gap likely accounts in part for the
health disparities that disfavor African American males. Educational settings, as well
as the home, are locations in which we form central notions of health and amass much
of the baseline health information that will guide conscious decisions about our health.
The fact that African American males separate sooner from educational institutions
than other groups (Sum, Khatiwada, McLaughlin, & Tobar, 2007) argues for enhanc-
ing the health components of school curricula in the earlier grade levels to reach boys.
It also makes the case for designing creative outreach programs that can deliver critical
health information about men’s health in a variety of settings in communities.

INCOME

Like education, income is positively correlated with better health outcomes (College
Board, 2005; Menchik, 1993). The fact that African American men abide at the lower
end of the income continuum in the United States may also account in part for their
poorer health relative to other demographic groups. Lack of financial resources
has pervasive and ominous practical effects in men’s lives. Economic want can pre-
clude access to health care specifically, and can also hinder health-promoting behav-
iors on a daily basis. With limited resources, the capacity to make beneficial food
choices, to maintain a safe and secure living environment, and to undertake restorative
leisure activities is diminished. The impact of such day-to-day constraints may com-
promise well-being and contribute significantly to poor health outcomes among
African American men.
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RECOMMENDATIONS AND POTENTIAL SOLUTIONS

It is important to cultivate prevention and health-promoting behaviors among African
American men. Approaches to community planning and redevelopment that encour-
age active living and that make available fresh, nutritious food are critical to improv-
ing African American men’s health. Recreational opportunities should be available
across the life span from youth through the senior years. Organized occasions for men
to socialize safely and soberly, particularly in the senior years, can reduce isolation
and diminish detrimental, health-compromising behaviors like drinking and smoking.

In addition, African American men should be encouraged to make use of primary
care where possible. Regular thorough physical examinations, age-appropriate screen-
ings, and diligent monitoring of health indicators are critical. Men should also pay
close attention to oral health (Meurman, Sanz, & Janket, 2004). They should be famil-
iar with mental health services and should confidently avail themselves of them when
necessary. Where primary care, dental services, and mental health support are not cur-
rently accessible to African American men, vigorous advocacy is warranted to achieve
availability. To accomplish these ideals is a complicated undertaking requiring com-
prehensive planning and programming, and innovative collaborative efforts across a
range of organizations. Given the magnitude of the challenge, the African American
men’s health crisis calls for ambitious and visionary approaches.

HEALTH AS A CIVIL RIGHTS ISSUE

To speak of health as a civil right is transformative. In the contemporary U.S. context
in which health is arguably a commodity, access to which is determined by socioeco-
nomic standing and purchasing power, the notion of reimagining and re-presenting
health as an entitlement to which all Americans should be able to lay equal claim is
eminently political. The re-presentation of health as a civil right has been a compelling
development in health advocacy and policy reform efforts.

The same approach may hold great promise as a grassroots strategy to involve
African American men in seeking better health outcomes for themselves. Routine
physical examinations, age-appropriate yet uncomfortable screenings, and health-
promoting behavior modification may be a “tough sell” to African American men who
live pressured lives and manage many competing priorities. However, if African
American men are able to envision themselves as engaged in a struggle of broader
relevance with wider implications—a struggle for the right to live longer and live
healthier—health may then assume the position of a moral imperative in their lives.
An understanding of how their health prospects are determined in large measure by
their racial group affiliation can make poor health outcomes a black man’s issue, so to
speak. Representing health as a civil rights issue has resonance with powerful social
movements of the 1960s and taps a collective memory of the mythic leaders with
whom many African American men readily identify.

Using the approach at a grassroots level, health policy advocates organized men in
the distressed neighborhood of Overtown in Miami, Florida. The men responded well
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to a quote by sixteenth U.S. Surgeon General David Satcher: “Health is a civil rights
issue. We need a movement if we are to eliminate disparities.” The men incorporated
these words into their mission, accompanied by a photograph of Dr. Satcher, a distin-
guished fellow African American with whom they identified. They formed the
Overtown Grassroots Men’s Health Team to advocate for access to health care for
poor and working poor men.

Approaching health as a civil right has not been systematically tested as a strategy
to enlist African American men in the project to achieve better health outcomes for
themselves. However, because of its promise, it warrants consideration by those in
positions to influence thinking by and about African American men concerning their
health and well-being.

THE GLOBAL CAUSE

To advance men’s health as a global priority entails proliferation of male-focused
approaches in clinical care, expansion of research on men’s health and well-being, and
development of a consciously international discourse within the field of men’s health.
An influential men’s health movement with worldwide relevance will be made up of
strong, successful local efforts to improve awareness, advocacy, and outcomes. These
efforts must be clearly recognizable as consistent with global men’s health priorities
and must be deliberately drawn into a global discussion.

Garnering political will within nation-states to provide access to care for poor
men in particular is a daunting undertaking. However, a globally collaborative approach
to policy reform may hold promise. For instance, working with other national, regional,
and international organizations, Community Voices: Healthcare for the Underserved
has argued for recognition of underserved men throughout the world as an important
untapped “resource.” With appropriate support, many socially marginalized men can
realize their potential as valuable members of their communities. Providing systematic
access to primary and preventive health care, mental and oral health services, and where
appropriate, drug therapies, will enable employment, support of families, and relief of
the burden on states of male morbidity and early mortality.

Similarities in the predicament across contexts should encourage global collabo-
ration and the wide dissemination of lessons from efforts to cultivate better health out-
comes among men in localities around the world. Inadequate health-seeking behaviors
are typical of men in general worldwide, and correlate with poorer health outcomes.
For instance, Aboriginal and Torres Strait Islander men in Australia have a lower aver-
age life expectancy than Australian men overall—fifty-nine years compared to seventy-
six years (Australian Government, Department of Health and Ageing, 2008).
Predictably, men in Australia underutilize health services (Australian Indigenous
HealthInfoNet, 2009). The Vienna Declaration on the Health of Men and Boys in
Europe (available at http://www.emhf.org/resource_images/viennapush.pdf), a docu-
ment ratified in 2005 that states the principles and conditions necessary to improve
male health outcomes, has been introduced to men in distressed urban neighborhoods
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in the United States. It has functioned as a tool to organize local men’s advocacy for
access to health care and male-appropriate approaches to outreach and provision. The
Vienna Declaration insists upon men’s health as a priority but at the same time situates
it within the context of family and community well-being.

RACISM: SOCIAL REALITY AS HEALTH RISK

Health advocates, researchers, and practitioners working with or treating African
American men should be aware of the health risks that racism poses. The evidence is
clear and compelling that dangerous cardiovascular dynamics result from experiences
of racism. Elevated heart rate, cortisol levels, and blood pressure occur when African
Americans are exposed to explicitly racist events, and cardiovascular stress has been
observed in some situations in which race is more subtly salient. Given the reality of
racism in African American men’s lives, health practitioners should be extra vigilant
for the indicators of cardiovascular health, monitoring them with increased frequency.
Health practitioners working with African American men may also make their patients
aware of findings about the health implications of racism, encouraging the men to be
especially mindful of their own apparent stress responses. It is important that stress
management be a cornerstone of each black man’s health maintenance plan, which he
develops with his health provider. This calls on providers to acknowledge racism as a
health risk and to perhaps include behavioral guidance—such as encouraging restor-
ative leisure activity, positive social networks, or mental health intervention if
necessary—in their consultations with their African American male patients.

More work is required to develop, test, and disseminate specific strategies for
individuals coping with racism. It would appear from the evidence of racism’s health
implications that improving health outcomes among African American men depends in
part upon men’s capacity to recognize—and find ways to effectively counteract—the
adverse effects of discrimination at the personal level. Individually oriented self-help
discourses; movements that galvanize group identity and promote positive personal
consciousness about race and masculinity; and other approaches should be tested sys-
tematically and rigorously to determine whether they can enhance African American
men’s psychological and physiological resistance to racism.

RELEVANCE OF SOCIAL HISTORIES AND SOCIAL CONTEXT

Health practitioners and others in positions to be of assistance to men must be aware of
economic and social data on the areas where their patients or clients live. Beyond health
history and strictly defined physiological risk factors, social background and context
can yield information critical to a man’s health management plan. For instance, know-
ing that 47.6 percent of men in central Harlem smoke offers insight into a man’s asthma
risk beyond what his own personal health history might suggest. Likewise, the fact that
a study in which two-thirds of adult men in Overtown (Miami) reported having been
incarcerated (Young et al., 2007) would suggest to a health practitioner—particularly a
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mental health provider—that a man from this neighborhood is likely to have psycho-
logical issues associated with extended confinement and the traumatic experiences typ-
ical in detention facilities.

CHARACTERISTICS OF SUCCESSFUL OUTREACH TO AFRICAN
AMERICAN MALES

Increasing men’s participation in preventive health care is possible. In Atlanta, Georgia,
eight public health screenings held between 1999 and 2008 evinced extensive partici-
pation of African American men. These include Men’s Health Day (in 1999), the Health
Initiative for Men (HIM) (in 2002), and the Community Health and Men’s Promotion
Summit (CHAMPS) (annually from 2003 to 2008). Screenings included prostate and
colorectal cancer, blood pressure, diabetes, dental health, cholesterol, HIV/AIDS
and STDs, body mass index (BMI) readings, disease counseling, health exhibits, semi-
nars, and instruction on healthy lifestyles. Factors contributing to the substantial turnouts
of men at these screenings included engaging entire families to bring men in and help
them understand health regimens (such as taking medications properly); taking time to
explain and promote understanding of disease processes and management; the use of
multiple media formats to publicize the event (television, radio, newspapers, posters,
and so on); and treating the male individual as a whole person, “not just a prostate.”

The Washington, D.C.—based Men’s Health Network has pioneered the innovative
approach of bringing health screenings to the workplace as a solution to the conflict
between work hours and the times that health care is usually offered. Many employers
have actually embraced these efforts, perceiving current and future financial benefits
from decreases in absenteeism and employee turnover as well as from increases in
work productivity.

It is important to recognize that men’s inattention to health matters in no way
reflects a lack of intelligence. Health care providers and health educators must be care-
ful not to belittle men in attempting to get them to be more active in health care. Men
often take meticulous care of their cars (Schardt, 1995). If an engine makes odd noises
or burns oil, men are usually right on it. Even well-educated and accomplished men
may work long hours, fail to rest, and eat junk food while on the road as part of their
drive for achievement, while neglecting their health and ignoring signs of illness. The
real issue is cultural role expectations. What have men been taught to consider more
important, their work performance or the maintenance of their bodies?

IDENTIFYING AND COMBATING “JOHN HENRYISM”

Health practitioners should be vigilant for signs of high-stress coping among African
American men at all socioeconomic levels. “John Henryism,” as epidemiologist
Sherman James dubbed the phenomenon in the early 1990s, fuels performance under
extraordinary conditions. Recognizing analogous circumstances for African American
men in the current day, James entered a strong caution in identifying John Henryism
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(James, 1994). However, just as the legendary railroad worker fell dead after his suc-
cessful race against the steam engine, abiding pressures on contemporary black men
can be extreme and clearly pose very real threats to physical health.

HOLISTIC NOTIONS OF HEALTH

Arguably, men in general have perceptions of health that are largely condition-oriented
and driven by ideas about distinct systems within the body. Instead of holistic and inte-
grated notions of what constitutes health, men may focus on the specific health con-
cerns for which they are typically screened or the conditions publicized in commercial
advertising media. A man may generalize the condition of the prostate, blood pressure,
or sexual functioning, for instance, to his overall health standing. Because notions of
health play a critical role in shaping health-related behaviors, African American men
should develop an integrated sensibility about health. This involves understanding the
interrelationships among oral health, the wide-ranging aspects of physical, sexual, and
reproductive health, mental health, and the various activities, attitudes, and choices
that produce or compromise well-being. Accomplishing such an essential shift in
thinking requires that practitioners, health policy advocates, coaches, teachers, and
others promote well-rounded and holistic ideas about manhood itself and what defines
a healthy man.

ENLISTING FAMILY AND COMMUNITY

Women often serve as the “health police” in the family (Feeny, 2002). Having a moti-
vated partner may be central in increasing a man’s participation in preventive health
care, as women are usually more experienced and knowledgeable in health matters.
The best approaches to motivating a man are tactful, nonblaming, and tailored to his
individual personality. For example, if he is vain, commenting on his “spare tire” may
motivate him to diet, but if he is depressed, any criticism may discourage him and he
might start eating more. Appeals to responsibility may be valuable, such as, “It is very
important to me that you exercise, eat right, and take care of this health problem.
Please make an appointment so I don’t have to worry.” If he is afraid of receiving bad
news if he goes to the doctor, aim to shift his fear from going to not going—speak
about how early diagnosis and treatment is the best and only way to avoid a bad out-
come. If he likes to be in charge, challenge him to take control; for example, “Your
blood pressure was high. What are you going to do about it?”

REDEFINING HEALTH AS A MASCULINE IDEAL

Typically, a great deal of emphasis is placed on male achievement and productivity.
For this reason, men’s interest in health matters may be stimulated by speaking to their
desire for better performance. Consider also the success of Viagra and Propecia, as
well as steroid use to build muscle and enhance performance among professional
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athletes. Most men want to be “better men,” and the health care system can use the
aspiration for optimal performance to build a bridge to men currently not being served.
Fortunately, the relatively new erectile dysfunction drugs have brought to the doctor
men who would not otherwise have gone. However, the need for these drugs usually
arises late in life, when lifestyle factors like smoking, diet, and exercise are already
established. For this reason, sports medicine is being considered as a way to establish
a connection between the health care system and younger males as well.

At present, many men see being sick or going to the doctor somehow as a shame-
ful personal failure or a sign of weakness. This paradigm can be reversed by portray-
ing health care as a staunch ally of masculinity while instead portraying illness and
infirmity as the true enemy of manliness. Appeals to men to “take charge” of their
health as a means to attain, maintain, or regain their maximum productivity, vitality,
strength, speed, endurance, virility, stamina, concentration, attractiveness, and all the
things that make men “feel like men” are likely to enhance male participation in pre-
ventive health care.

As a culture, we need to stop shaming boys and men into the belief that feeling
pain or fear is always weak or cowardly if we are to prevent attitudinal barriers to par-
ticipation in health care among males. These feelings are healthy tools of survival.
Nature put pain in place to warn that something is wrong that requires attention. Fear
alerts us that something is dangerous and is better avoided. A far better approach to
children of both sexes would be to teach that there are times when pain may be safely
ignored (such as monitored athletic competition) and specific times when pain urgently
needs to be addressed.

ADDRESSING DISTRUST OF THE HEALTH CARE SYSTEM

The health care provider can play an important role in facilitating African American
men’s success in health matters. Distrust of the health care system can be reduced by
the peer-to-peer approach, using male African American health care providers to
deliver treatment and African American male public figures to do public service
announcements and other forms of outreach. Health care providers must be careful to
listen when a man expresses concern or pain, or the man may learn that it doesn’t help
to seek aid. In many respects, provider deafness promotes patient muteness. Providers
must strive to recognize the unique cultural hurdles African American men must
overcome in the act of seeking health care. Caregivers should be receptive and non-
judgmental toward a patient’s attempts to communicate, even if they are clumsy and
inexperienced at first.

THE COST-EFFECTIVENESS BENEFIT TO SOCIETY

The benefits of improving African American men’s health to communities and the
nation are manifold. Rising health care costs can be reduced or controlled through pre-
venting costly, advanced disease. Economic costs of preventable male illness, including
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lost time from work, disability, and diminished income, can be reduced, while work
productivity can be increased. African American longevity figures and health care out-
comes compared with other ethnicities may be improved.

Increased attention to African American men’s health ultimately holds the potential
to bolster and uplift the health status of the African American community as a whole. A
tetrad approach is essential to achieve optimal community health, including children’s
health, women’s health, men’s health, and minority health as coequal partners. While
African American men’s health currently receives the least attention of any other major
population group, failure to address the health needs of any of these groups impairs the
ability to fully address the needs of the others. Increased attention to African American
men’s health is in no way antagonistic to meeting the health needs of other groups.
Addressing the compelling, unmet health needs of African American men should be
welcomed as a logical complement to African American women’s and children’s health,
a vital step towards building a complete and inclusive health care system, and an essen-
tial means of achieving optimal overall health in African American communities.
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OLDER ADULTS

SHERRILL L. SELLERS
ISHTAR O. GOVIA
JAMES S. JACKSON

For the most part, black people living in the United States have been portrayed in the
scientific literature in a simplistic and undifferentiated manner. An underlying assump-
tion of prior research has been that there is extensive homogeneity in values, motives,
social and psychological statuses, and behaviors among black persons living in the
United States (Jackson, 1991). Though categorical treatment based on race may pro-
duce some group uniformity in attitudes and behaviors, a rich heterogeneity exists
among blacks in these same status, attitudinal, and behavioral dimensions, as well as
in their national and ethnic groups of origin (Jackson, 2000; Jackson et al., 2004).
Recent studies show that older black Americans are a diverse and heterogeneous pop-
ulation possessing a wide array of group and personal resources (Chatters, Taylor,
Bullard, & Jackson, 2008; Chatters, Taylor, Jackson, & Lincoln, 2008; Farley, 2000;
Jackson, Forsythe-Brown, & Govia, 2007).

Older black Americans are one of the fastest growing segments of the population
and, along with elders of other ethnic minority populations, in three decades will
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constitute a fifth of the over-65-year-old group (Siegel, 1999). Projections indicate
that the number of black persons aged 65 and older in the United States will increase
from 8 to 14 percent by the year 2050 (Angel & Hogan, 2004; Federal Interagency
Forum on Aging-Related Statistics [FIFARS] 2008). A large proportion of the future
older black Americans of the twenty-first century have already been born. The tail of
the baby boom cohort will reach age 65 in fewer than twenty years; a child born in
1998 will reach 65 in 2063.

Human development, aging, and the life course are the central concerns in an
approach to understanding ostensible health-race effects. Ethnic and racial groups
have divergent life experiences in part because of differences in sociostructural, socio-
economic, and cultural conditions (Dressler & Bindon, 2000; Jackson & Antonucci,
2005). These different experiences have significant influences, both positive and nega-
tive, on individual, family, and group well-being and health at all stages of the life
course, ultimately influencing the adjustment to major life transitions (such as loss of
spouse, retirement, and disability) in older ages.

A life-course framework is needed to explore how social, historical, and cultural
context influences and interacts with individual and group resources to both impede
and facilitate the quality of life and health of successive cohorts of black Americans
over the group life course, and in the nature of their individual human development
and aging experiences (Baltes, 1987; Burton, Dilworth-Anderson, & Bengtson, 1991;
Smith & Kington, 1997a).

HEALTH STATUS OF BLACK OLDER ADULTS'

By the year 2050 an unprecedented proportion of the total U.S. population will be over
the age of 65 (FIFARS, 2008; United Nations, 2007). The 2006 estimate of persons 65
and older was 12 percent, but by the year 2020, it is expected to increase to over 16
percent, and to experience a further 4 percent increase by the year 2050. This increase
is largely due to a decline in mortality rates among large birth cohorts born immedi-
ately after World War 11, and declines in fertility rates among the general American
population.

Although non-Hispanic whites 65 and over are expected to remain the largest
group of elderly by the year 2050, their proportion within the total U.S. aged popula-
tion is anticipated to decrease from almost 81 percent today to 61 percent, whereas all
other ethnic groups are anticipated to demonstrate large increases in their numbers of
adults 65 and older. Specifically, the proportion of black elderly is expected to increase
from 8 percent to 12 percent (FIFARS, 2008). Though some of this increase can be

! This chapter focuses on physical health. See Mills and Edwards (2002) for a review of research on mental
health and older black Americans. Other important studies in this area include, but are not limited to,
Brown, Milburn, & Gary, 1992; Cook, Black, Rabins, & German, 2000; and Turnbull & Mui, 1995.
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attributed to changes in general population fertility, the increases for black elderly are
also thought to be rooted in their relatively better material and social advantages in
comparison to past birth cohorts.

Nonetheless, comparative mortality statistics suggest that blacks encounter disad-
vantages over the life course. The infant mortality rate for blacks is 13.6 deaths per
1,000 live births, the highest of any census-defined race/ethnic group (National Center
for Health Statistics [NCHS] 2007). Although the average life expectancy at birth
increased more for blacks than whites in the United States between 1990 and 2004,
national data from 2005 indicate that the average life expectancy for blacks is still sig-
nificantly lower than for whites—approximately 78.3 years for whites, compared to
73.2 years for blacks, with an almost five-year difference between white men (75.7)
and black men (69.5), and a four-year difference between white women (80.8) and
black women (76.5) (NCHS, 2007).

Acrossthe life span, blacks in the United States face numerous health disadvantages.
For example, hypertension disproportionately affects them. According to 2001-2004
age-adjusted estimates of the population of persons 20 years and over, 41.5 percent of
the black male population suffered from hypertension, compared to 29.3 percent of the
white male population. Similarly, 44.3 percent of the black female population suffered
from hypertension, compared to 29 percent of the white female population (NCHS,
2007, Table 70). These health outcome differentials that disadvantage blacks through-
out their lives are also seen in cancer rates. Age-adjusted estimates from 2004 high-
light that, among men, blacks have 71.4 more deaths per 100,000 than whites; among
women, blacks have 24.4 more deaths per 100,000 (NCHS, 2007, Table 38). Perhaps
most alarming is the disproportionate risk that blacks in the United States have for
HIV when compared with whites. In 2005, the age-adjusted death rate per 100,000
from HIV was 2.2 for whites, while it was 19.4 for blacks (NCHS, 2007, Table 29).

Investigations of causes of death among older blacks in the United States high-
light great within-group heterogeneity. As indicated in Table 6.1, heart disease, cancer,
and cerebrovascular disease are the top three causes of death among blacks, regardless
of age or gender. These findings are similar to those for other racial/ethnic groups in
the United States. However, the impact of Alzheimer’s disease, diabetes mellitus, and
chronic lower respiratory disease as main causes of death is highly associated with age
and gender among older blacks.

For Alzheimer’s disease, although women and men are at equal risk for develop-
ing the disease, female tendencies to have greater longevity than men result in a higher
prevalence of the disease among aging women (Alzheimer’s Association, 2008).
Furthermore, women bear a double burden with Alzheimer’s because they are more
likely to provide informal caregiving for partners, aging parents, and relatives afflicted
with the disease (Alzheimer’s Association, 2008). These roles are often associated
with role strain and stress (Cannuscio et al., 2002; Cannuscio et al., 2004). Further,
recent research highlights the links between depression over the life course and various
stages of Alzheimer’s disease, suggesting possible differences between women and
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United States Ages 65 and Older and 85 and Older, by Sex.

Top 10 Leading Causes of Death Among Blacks in the

10.

Ages 65 and older

Men
Diseases of heart

Malignant
neoplasms

Cerebrovascular
diseases

Diabetes mellitus

Chronic lower
respiratory disease

Nephritis
Influenza and
pneumonia
Septicemia
Unintentional
injuries

Hypertension

Women
Diseases of heart

Malignant
neoplasms

Cerebrovascular
diseases

Diabetes mellitus

Nephritis

Alzheimer’s disease

Chronic lower

respiratory disease

Influenza and
pneumonia

Septicemia

Hypertension

Ages 85 and older

Men
Diseases of heart

Malignant
neoplasms

Cerebrovascular
diseases

Influenza and
pneumonia

Chronic lower

respiratory disease

Nephritis

Diabetes mellitus

Alzheimer’s disease

Septicemia

Hypertension

Women
Diseases of heart

Malignant
neoplasms

Cerebrovascular

diseases

Alzheimer’s disease

Diabetes mellitus

Influenza and

pneumonia

Nephritis

Hypertension

Septicemia

Chronic lower
respiratory disease

Source: Federal Interagency Forum on Aging-Related Statistics. (2008). Older Americans 2008: Key
indicators of well-being. Washington, DC: Government Printing Office. Derived from data presented in
Tables 15b and 15c.

men in mechanisms involved in the disease (Geerling, den Heijer, Koudstaal, Hofman,
& Breteler, 2008; Wilson, Arnold, Beck, Bienias, & Bennett, 2008).

Chronic respiratory disease is higher on the list of leading causes of death for men
than for women, both in the 65-and-older age group and in the 85-and-older age group.



Health Status of Black Older Adults 99

Smoking, a major risk factor in chronic respiratory disease, is more prevalent among
men than among women. In addition, more men than women tend to work in occupa-
tional contexts in which fuel and other toxic substances are present. These factors likely
place black men at greater risks for these diseases when compared to black women.

Table 6.2 draws attention to within-group heterogeneity in the prevalence of
chronic health conditions. As would be expected, the prevalence for many chronic
health conditions increases with age, such that the prevalence for many diseases is
lower in the 65-74 age group and higher in the 85-and-older age group. What is per-
haps most striking about the data, however, is the extent to which the prevalence of
these diseases is dissimilar within age group by gender. Black men and women clearly
demonstrate significant differences in the diseases with which they are afflicted and
the increasing or decreasing prevalence of these diseases as they age.

Across the age groups, the prevalence of arthritis and diabetes is higher for women
than for men, between 20 to 30 percent higher in the case of arthritis. There have been
speculations that the higher prevalence rates of arthritis in women might be due to pro-
cesses related to levels of estrogen as well as to environmental conditions (Theis,
Helmick, & Hootman, 2007). The disadvantage that women face in the prevalence
rates of diabetes has been linked to their higher prevalence of obesity, among other
factors (Williams, 2002).

Yet, older black men also demonstrate health disadvantages when compared to
older black women. Specifically, the prevalence of cancer as a chronic health condi-
tion for men far outweighs the prevalence for women within each of the age groups
(65 to 74, 75 to 84, and 85 and over), by anywhere between 3 and 24 percent.

The story of sex and age differences in chronic disease among aging blacks is not
clear-cut, however. The data in Table 6.2 highlight the complexity of the age—sex inter-
action among blacks in the United States. For example, both heart disease and coro-
nary heart disease are more prevalent in men ages 65 to 74 and 85 and over, but greater
in women ages 75 to 84. A similar pattern is seen in the prevalence of heart attacks,
which are more prevalent for men ages 65 to 74 but greater in women ages 75 to 84.

Overall, data suggest that blacks in the United States, especially older blacks, are
at disproportionate risk for negative health outcomes when compared to whites
(Adelman, 2008; NCHS, 2007; Office of Minority Health and Health Disparities
[OMHHD] 2008). A number of factors may contribute to this disparity. A great deal
of recent research suggests that discrimination, cultural barriers, and inadequate
access to health care are some of the principal factors contributing to ethnic health
disparities (Adelman, 2008; OMHHD, 2008). Additional perspectives highlight the
role of biological dispositions (Baquet & Ringen, 1987), health behaviors such as
dietary habits (Winkleby & Cubbin, 2004), and a failure to receive adequate health
care (Williams & Rucker, 2000). The specific mechanisms that produce these distinct
outcomes are less clear (Adler & Rehkopf, 2008; LaVeist, 2000; Williams, 1999).
Given the complex sociohistorical context of blacks in the United States, and the
increasing focus on differential exposure to chronic stress as a key mechanism via
which these disparities manifest (Adler & Rehkopf, 2008), it may be less useful in
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determining exact mechanisms to compare between racial and ethnic group outcomes
than within groups. For example, black—white comparisons may be less illuminating
than the examination of various intra-group social and cultural factors as possible
sources of risk and resilience for black men, women, and children (Dressler
& Bindon, 2000; Jackson & Antonucci, 2005; Jackson & Sellers, 1996; McEwen &
Seeman, 1999).

LIFE-COURSE CONSIDERATIONS

Significant improvements in the life situations of blacks (Farley, 1987, 2000), particu-
larly health, have occurred over the last forty years (Jackson, 1981, 1993, 2000).
However, recent literature (see, for example, Farley, 2000) documents the negative life
events and structural barriers, particularly for poor blacks, that still exist. These prob-
lems include the difficulties of single-parent households, high infant morbidity and
mortality, childhood diseases, poor nutrition, lack of preventive health care, deteriorat-
ing neighborhoods, poverty, adolescent violence, un- and underemployment, teen
pregnancy, and drug and alcohol abuse. Though the exact causal relationships are not
known (Williams, 1990, 1999; Williams & Collins, 1995), it is clear that these are pre-
disposing factors for high morbidity and mortality across the entire life span (for
example, Berkman & Mullen, 1997; Dressler, 1991).

It is important to develop a life-course framework within which the nature of the
economic, social, and health status of black Americans can be explained and under-
stood (Jackson, 1991; Jackson, Antonucci, & Gibson, 1990a, 1990b). A life-course per-
spective illuminates how current and aging cohorts of blacks have been exposed to
conditions that will influence profoundly their social, psychological, and health sta-
tuses as they reach older ages in the years and decades to come (Baltes, 1987; Barresi,
1987; Jackson & Sellers, 1996). Three themes within a life-course framework are espe-
cially relevant for understanding the health and well-being of aging blacks in the United
States—period and cohort, socioeconomic status, and race-relevant risk and coping
mechanisms (Berkman & Mullen, 1997; LaVeist, 2000; Miles, 1999; Tucker, 2000).

Period and Cohort Influences on the Health of Aging Blacks

A main theoretical focus of a life-course perspective is to explore the intersection of
age, period, and cohort-related phenomena as they influence the black American fam-
ily and individual experience. These studies address how the age cohort into which
blacks are born, the social, political, and economic events that occur to blacks born
together, and the individual aging process at different points in a person’s life course,
influence the adaptation and quality of life of individuals, families, and larger groups
of black Americans. For example, blacks born before the 1940s faced very different
environmental constraints and have experienced a very different set of life tasks,
events, opportunities, and disappointments than those born in the 1970s (Smith &
Kington, 1997a). Those born in the twenty-first century will experience a new set of
challenges and opportunities.
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In addition to significant changes in the legal structure, health care advances and
delivery, family changes, urban migration, and macroeconomic influences all differed
dramatically across birth cohorts, as they will for future cohorts of blacks (Richardson,
1996). For example, blacks born since the struggles of the Civil Rights Movement
(CRM) have a very different set of expectations of what life should offer than those
who came of age before this point. Although there is overlap across the generations
within families, and across birth cohorts, the fact is that the CRM and its corollary
events changed irrevocably the level of aspirations and expectations of African
Americans, especially those who came of age during and following this period (Jackson
& Sellers, 1996). After the CRM, a substantial number of blacks were able to improve
their social status through occupational achievement, educational advancement, and
home ownership in better neighborhoods. In the past thirty years, relative to whites,
blacks have experienced substantial occupational upward mobility (Levy, 1998).

The United States recently witnessed another historic shift, with the election of the
nation’s first black president. Perhaps the most visible reflection of the changing nature
of blacks in the United States is the presidency of Barack Obama, a son of an African
father and white mother who identifies with African-American culture but also views
himself as a “mutt.” The Obama presidency suggests that, as a matter of politics and
public policy at least, race is not nearly the defining issue it was a generation ago. It is
not clear how these events will impact the health and well-being of blacks in the
United States. Early data suggest a renewed sense of pride and optimism. It is quite
possible that President Obama’s election will have paradoxical consequences similar
to the CRM.

The CRM was conducive to upward mobility but constrained by persistent racial
prejudices. Thus, the group that came of age after the CRM has been caught in a his-
torical bind. On one hand, the expectation was for continued upward social mobility;
on the other, it became clear that the full promise of the CRM was not to be realized.
Further, a changing economy not only dampened prospects for upward mobility but
also threatened past gains (Hochschild, 1995; Massey, 2007). In parallel, the current
economic recession has been especially difficult for black Americans (Austin, 2008b;
Rivera, Cotto-Escalera, Desai, Huezo, & Muhammed, 2008). Already-tenuous
middle-class status has been strained nearly to the breaking point because of the dis-
proportionate number of blacks who have been adversely affected by the mortgage
crisis and other financial catastrophes (Austin, 2008a; Rivera et al., 2008).

In essence, the post-CRM birth cohorts constitute a “disappointment” generation
(Jackson, 1993). Not only have their legitimate aspirations not been fulfilled, but the
nature of racial oppression has changed dramatically from the pre-CRM period.
The struggle for equal opportunity is a very different and more difficult one than
the struggle for equal rights under the law (Jackson, 2000). How this may affect the
“disappointment” generation as they age is unknown. It may be that the adaptive
mechanisms of system-blame, or religious orientations, may not be as effective for a
more cynical, though no less disadvantaged, group of blacks in the United States as
they grow older. On the other hand, somewhat greater access to health care (through
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Medicare, Medicaid, and so on) may eventually offset some of the negative conse-
quences of continued structural barriers to individual and group mobility and
achievement.

In a more pessimistic vein, it may be that blacks in the United States who were mid-
dle-aged at the time of the CRM have benefited the most from what now appears to be the
“radical” changes that occurred during the mid-1960s and 1970s. New cohorts of middle-
aged and elderly blacks may exist in an environment of fewer tangible goods and services
as well as a more pessimistic and worsening social and psychological atmosphere.

Though several authors have indicated the necessity of considering history and
cohort and period effects in the nature of black status (see, for example, Barresi, 1987;
Manton & Soldo, 1985), few have actually collected the type of data or conducted
the analyses that would shed any light on these processes. For example, in reviewing the
material on health, mortality, morbidity, and risk factors, it appears that the examina-
tion of black health status has been conducted in a relative vacuum. This has been as
much the fault of a lack of good conceptual models of black health status as it has been
the lack of quality trend data on sizable numbers of representative samples of black
Americans. Nevertheless, models of age-period-cohort effects have recently been
developed and applied to aging groups in general (see, for example, Yang, 2007; Yang,
Schulhofer-Wohl, Fu, & Land, 2008). One promising direction for future research on
the heterogeneity of aging blacks in the United States is to apply these models to
blacks, particularly because cohort effects for blacks native to the United States would
probably differ from cohort effects of blacks who immigrated to the United States.

Older blacks often arrive in adulthood and older ages with extensive histories of
disease, ill health, and varied individual adaptive reactions to their poor health (Smith &
Kington, 1997b). The available cohort data for cause-specific mortality and morbidity
across the life course over the last few decades indicate that there are accumulated
deficits that perhaps place black middle-aged and older people at greater risk than
whites of comparable ages (Jackson, 1991). Similarly, the fact that blacks actually
outlive their white counterparts in the very older ages suggests possible selection factors
at work that may result in hardier older blacks (Gibson & Jackson, 1987, 1992;
Manton & Stallard, 1997). These selection factors may act on successive cohorts of
blacks in a “sandwich-like” manner, leaving alternate cohorts of middle-aged and older
blacks of relative wellness and good functional ability. The cohort experiences of blacks
undoubtedly play a major role in the nature of their health experiences over the life
course in terms of the quality of health care from birth, exposure to risk factors, and the
presence of exogenous environmental factors. Another contributing factor is the stressor
role of prejudice and discrimination across the life course, even though it may differ in
form and intensity as a function of birth cohort, period, and age (Bulatao & Anderson,
2004, especially Chapter 7; Cooper, Steinhauer, Miller, David, & Schatzkin, 1981;
Dressler, 1991; Williams & Williams-Morris, 2000). Further study of age-period-cohort
effects is needed. Particularly in light of the increasing differences within aging blacks
in the United States, future research needs to disentangle, with the help of longitudinal
data, the contributions of each of these components to health outcomes.
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Socioeconomic Status and the Health of Blacks over the Life Course

Studies indicate that blacks in the United States are most likely to spend the majority
of their childhoods in low-income, single female—-headed households (Tucker &
Mitchell-Kernan, 1995; Johnson & Staples, 2005). Poverty in turn places black
Americans at risk for inadequate diets, fewer educational opportunities, greater expo-
sure to crime, and limited opportunities for occupational advancement (Smith, 2004;
Massey, 2007; Thorpe et al., 2008; Wight et al., 2008). Job prospects will be poor in
young adulthood and a large proportion of blacks will die or suffer chronic disease
prior to reaching middle adulthood. Only a comparative few will have the advantage
of intergenerational economic transfers from parental sources (Darity, Dietrich, &
Guilkey, 2001). Even for those born into contemporary middle-class homes (an often
fragile situation for most blacks), providing a tangible legacy for children, even col-
lege funding, is problematic (Darity et al., 2001). Dental visits, preventive health
maintenance, well-baby checks, hearing and vision screenings, and the like will go
undone. Other “luxuries” of life are difficult to afford (Jackson, 1993), which may
translate into adverse health trajectories.

Blacks at every family income level have lower wealth than comparable whites
(Darity et al., 2001; Darity, 2005). At the lowest income quintile, whites have ten thou-
sand dollars in wealth whereas comparable black families have one dollar. In every
new generation of blacks in the United States, wealth is thus re-created and consumed.
This results in structural disadvantage that increases risk for poor health over the life
course (Shuey & Willson, 2008).

Data on the statuses of middle-aged and younger minority groups, especially blacks,
relative to whites, in housing, income, occupation, health, and education suggest that
only small gains can be expected as new cohorts enter older ages (Anderson, Bulatao, &
Cohen, 2004; Muhammad, Muhammad, Davis, Lui, & Leondar-Wright, 2004). Further,
recent data indicates that the disadvantage of elderly minorities in America, relative to
whites, increases when assets and wealth resources are examined. Specifically, this
research demonstrated that blacks were about six times more likely than whites to be
poor (Butrica, 2008). Racial differences in social and economic status create disparities
that affect the health and well-being of aging populations in the United States.

The role of socioeconomic status (SES) has been touted as a major risk factor and
implicated in the effects of other risk factors in mortality and morbidity (Williams, 1999;
Smith & Kington, 1997a, 1997b). Impressive evidence exists that SES plays a major
role in a wide variety of diseases such that increasing SES is associated with better
health and lowered morbidity, and vice versa (Adler & Rehkopf, 2008). This effect has
been shown at both the individual and ecological levels on blood pressure, general mor-
tality, cancer, coronary heart diseases, cerebrovascular disease, diabetes, obesity, quality
of life, and general self-reported health (Hayward, Crimmins, Miles, & Yang, 2000;
Huguet, Kaplan, & Feeny, 2008; Shuey & Willson, 2008). What has been examined to a
lesser extent is how SES status from conception, birth, or early in the life course affects
these health outcomes in adulthood and older ages (Kahn & Fazio, 2005). Perhaps, over
the full life course, advantaged blacks would be considerably more similar to their
white counterparts than less advantaged blacks to theirs (Jackson, 1993); but current
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middle-to-high SES blacks would be at an intermediate position, and the full life-course
disadvantaged blacks would continue to show worse health status conditions than their
comparable low-SES white counterparts (Crimmins, Hayward, & Seeman, 2004).
Research (Skarupski et al., 2005; Williams & Collins, 1995) suggests that this
complex effect of SES on health, in which its effects on health disparities cannot be con-
fined to examinations of income and education alone, is one that must be attended to in
studies of aging ethnic minorities in the United States. Thus, an emerging theme in some
of the empirical literature is that similarity in income and education may serve to equate
upper-income race groups, but may have fewer effects on certain health outcomes
among lower-income groups (see, for example, Kessler & Neighbors, 1986). Income
and other socioeconomic control variables may serve to underequate different race
groups at lower income levels and overequate at upper income levels. The causes of
these observed effects are not known and may be due to several factors (Williams, 1999).
In a racially divided society in which blacks have had to struggle to be successful, per-
haps harder than whites in comparable income (or education and occupation) positions,
blacks at these upper levels may in fact have more of the underlying factors that are cor-
related with education, income, or occupation levels than do comparable whites, thus
countering the effects of discrimination. Thus, blacks at these upper socioeconomic
positions may show equal or superior health outcomes to whites at comparable levels.
Lower socioeconomic status blacks, however, are not as well off as comparable low-
income whites, perhaps due to discrimination and lack of resources (Williams & Rucker,
2000; Williams & Williams-Morris, 2000). It is probable that whites at these levels would
still maintain an advantage over blacks, with blacks showing decidedly poorer health out-
comes. It may also be true that different health outcomes may show differential effects of
the interaction between race and SES. On one hand, it may be that SES is less effective in
reducing health outcome differentials between blacks and whites in which stress plays a
major etiological role (McEwen & Seeman, 1999). On the other hand, health outcomes in
which social and economic resources may play a major role (like infectious diseases,
HIV/AIDS) may show marked differences between blacks and whites (LaVeist, 2000).
We suggest that controls for socioeconomic status should be progressively more
effective in younger age cohorts. Current older blacks, of both upper and lower socio-
economic status, have had longer to suffer the difficulties associated with racial group
membership. The older blacks from upper socioeconomic status groups will show
continued health deficits and older blacks in lower socioeconomic positions will show
continued poorer health outcomes. These differences should be much less prominent
in younger age groups which thus may show no appreciable differences when socio-
economic controls are applied at either upper or lower status levels. Geronimus (1991)
has proposed a related notion (weathering theory) to account for why younger teen
mothers among African Americans may have better birthing and post-partum health
experiences than relatively older teen mothers. In addition, the weathering perspective
may explain the differences in findings (Williams, 1999) in studies on socioeconomic
status and health (Kaplan, 1999). The use of younger age cohorts may have been more
likely to show a clear effect of socioeconomic status to eliminate health status differ-
entials; while for the reasons outlined above, the use of older age groups may have
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been much less effective. The impact of aging and socioeconomic status on the health
of black Americans raises a number of intriguing questions and requires additional
research (Adler & Ostrove, 1999).

Race-Relevant Risks and Coping Mechanisms and the Health
of Aging Blacks

A growing number of researchers have explored the nature of the reactions of blacks
to their unequal status in the United States (Brown, Sellers, & Gomez, 2002; Neighbors,
Njai, & Jackson, 2007; Sellers & Neighbors, 2008). Specifically, this research has
addressed the question of how structural disadvantages are translated at different
points in the individual and group life courses into physical and mental health out-
comes. This work has focused on such things as self-esteem, personal efficacy, close
personal and social relationships, neighborhood, church and family integration, politi-
cal participation, group solidarity, and physical and mental health (Gibson & Jackson
1992; Neighbors et al., 2007).

A unifying theme in this research is that contemporary cohorts of blacks being born
today are at considerable risk. There are economic, political, social, and psychological
costs of life among blacks in the United States—Iack of perceived control, discourage-
ment, and discrimination that sap energy and thwart aspirations and expectations of a
successful life (Sellers & Neighbors, 2008; Williams & Williams-Morris, 2000). When
the barriers to educational and occupational mobility and the high probability of expo-
sure to environmental risk factors are considered (Berkman & Mullen, 1997), the early
health morbidity, disability, and excess mortality of older black Americans become
understandable (LaVeist, 2000; Miles, 1999; Williams & Rucker, 2000).

Yet, older age among blacks does not have to be a time of inevitable poor health
(Jackson, 1993; Manton & Stallard, 1997; Rowe, 1985; Smith & Kington, 1997b).
Changes in lifestyle, environmental risk reduction, and medical interventions can have
positive influences on the quantity and quality of life among middle-aged and older
black adults (Williams & Rucker, 2000). Health care has improved significantly for
middle-aged and older black adults and consecutive cohorts are better educated and
better able to take advantage of available opportunities. Yet, without extensive envi-
ronmental intervention, it is highly likely that a significant proportion of older black
adults of the mid-twenty-first century, born in the mid- to late twentieth century, are at
severe risk for impoverished conditions, and poor social, physical, and psychological
health in older age. This poor prognosis is predicated less on biological dimensions of
racial differences (Neel, 1997) than on the physical, social, psychological, and envi-
ronmental risk factors correlated with racial and ethnic group membership in the
United States (Berkman & Mullen, 1997; Dressler & Bindon, 2000).

One wonders how, in the face of severe structural, social, and psychological con-
straints, older black Americans do as well as they do. Survey data (for example, Gibson
& Jackson, 1987, 1992; Manton & Stallard, 1997) show that many older blacks are
free from functional disability and limitations of activity due to chronic illness and
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disease. Studies that address the coping skills, capacity, and adaptability of blacks in
the United States at different points in the life course are particularly important
(Jackson, 1991). Over the individual life course blacks may utilize different mecha-
nisms from whites to maintain levels of productivity, physical and mental health, and
effective functioning (Williams & Williams-Morris, 2000).

One race-relevant adaptive mechanism may be the use of a system-blame psycho-
logical orientation. In the face of significant and severe structural barriers, a cognitive
orientation to life that stresses the existence of systematic, systemic blockages to
upward mobility may be very important among blacks in understanding why hard
work and prodigious individual efforts do not lead to positive outcomes (Sellers &
Neighbors, 2008). This perspective, sometimes labeled a fatalistic view, may be even
more important at the upper end of the individual life course as both blacks and whites
have to come to grips with the failures and missed opportunities of their lives. A cop-
ing orientation that employs reasonably accurate assessments of environmental con-
straints can lead to external attributions of failure and can protect blacks from some of
the life disappointments (Neighbors et al., 2007; Williams & Williams-Morris, 2000).
This coping strategy may be particularly effective for understanding failure due to rac-
ism and discrimination.

Another possible protective mechanism may be the sense of collectivity or group
identity and consciousness that places the good of the group on an equal or greater pri-
ority status than the good of the self. Thus, even though individual mobility and
achievement may not be great, concerns about the group may serve as an important fil-
ter for interpreting one’s own contributions.

Religious orientation and spirituality seems to serve a similar role for blacks.
Recent research suggests that African Americans and black Caribbeans, more than non-
Hispanic whites, report higher levels of spirituality (Taylor, Chatters, & Jackson, 2009).
Additional studies highlight that organizational, nonorganizational and subjective reli-
gious participation are all very high within the black community in the United States,
although the levels of such participation differ across gender, marital status, income
level, region of residence, and nativity (Taylor, Chatters, & Jackson, 2007a, 2007b).
Religion and spirituality might operate as part of a group “world view” that provides a
guiding set of values for life and a key coping strategy to deal with the many stresses
involved in day-to-day living (Chatters, Taylor, Bullard et al., 2008; Chatters, Taylor,
Jackson, et al., 2008). Future research on aging blacks would do well to investigate
race-specific coping mechanisms as strategies for maintaining health and well-being.

EMERGING ISSUES IN THE HEALTH OF AGING BLACKS

Four areas are of emerging importance in the study of health among aging blacks in
the United States: diversity, the changing context of health care, changes in family
structure, and the increasing role of genetics. We believe that one of the key areas
deserving increased research and intervention focus in the coming years is the diversity
within the population of aging blacks in the United States (Jackson & Antonucci,
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2005; Jackson et al., 2007). The increasing diversity along lines of nativity, immigrant
ancestry, sex, and age suggests that more nuanced investigation is needed to provide
appropriate and meaningful health research and service to the aging. This heterogene-
ity is intertwined with categorical group membership and experience of racial discrim-
ination. Blacks in the United States vary widely in the nature of their cultural beliefs
and health and family practices. However, we believe that there are common themes
(Jackson, 2000). These themes include widespread community respect for elders, cul-
tural concerns about family versus institutional sources of care, and an over riding set
of expectations regarding the need for respectful delivery of health care to elders.

Related to the burgeoning significance of diversity in research on the health of older
blacks, the shifting role of the concept of racial categorization in studying health dispari-
ties and inequalities needs more attention. There is a significant body of literature on the
use of race and ethnicity as variables in health research (see, for example, Dressler,
Oths, & Gravlee, 2005; LaVeist, 2002; Lillie-Blanton & Hudman, 2001). There is also
increasing research suggesting the complex ways in which ethnic minority status and
health disparities are associated in general, and specifically in the health of aging per-
sons (see, for example, Anderson et al., 2004; Thomas, 2002). Though some genetic and
biological factors may vary with the categorization of peoples of African descent (for
example, sickle cell anemia, hypertension, lupus), conditions that are largely associated
with, though not restricted to, being black in the United States (residential segregation,
concentrated poverty, racial discrimination, a lack of access to proper health care) are
intricately tied to health disparities that disadvantage blacks. The conditions under which
race, ethnicity, and socioeconomic factors may serve as important risk factors and
resources in the coping processes and adaptation of blacks in the United States to their
environmentally disadvantaged circumstances therefore need to be integrated into mod-
els of health and aging (Dressler, 1985, 1991; Wilkinson & King, 1987). Yet, it is also
important to examine the contributory role of sociocultural factors to health behaviors
within racial and ethnic groups. It is possible that the most important race effects, if they
do occur, are probably in the form of interactions with other ethnic, structural, or cul-
tural factors (for example, religion, socioeconomic status, and world views) (Jackson &
Antonucci, 2005; Jackson, 2000; Markides, Liang, & Jackson, 1990). Thus, we believe
that the development of more encompassing models of aging-related processes is best
accomplished by understanding the ways in which ethnicity, culture, and race may con-
tribute to the aging process and service delivery (e.g., Jackson et al., 2007).

Another emerging issue is the changing health care context. It appears that the
retirement process may be different for blacks than for whites (Brown, Jackson, &
Faison, 2006; Jackson & Sellers, 1996). In contrast to inadequate jobs in the regular
labor market, retirement for older blacks may provide a small but secure government
income, leading to increased material, psychological, and social well-being (Brown
et al., 2006; Chadiha, Brown, & Aranda, 2006). Older black adults are more dependent
than whites on government-provided health care resources because their lower earn-
ings and job instability have made many ineligible for private pension plans, made it
nearly impossible for them to accumulate personal savings, and made them eligible
only for reduced levels of government support. New cohorts of black older adults may
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find it increasingly difficult to meet rising health care costs due to greater restrictions
on public programs and the increased privatization of health care delivery systems.

Changing roles within families is a concern that will impact aging among blacks
in the United States in the coming decades. An increasing proportion of grandparents
are providing care for grandchildren (Fields, 2003; Harris & Skyles, 2008; Minkler &
Fuller-Thomson, 2001). These responsibilities impact the physical and mental health
of the caregivers (Hayslip, Shore, Henderson, & Lambert, 1998; Kelch-Oliver, 2008;
Leder, Grinstead, & Torres, 2007), often because of the stress involved in child care a
second time around (Blustein, Chan, & Guanais, 2004). Recent research suggests that
this phenomenon is disproportionately present in the black community in the United
States, with the responsibility often falling on the shoulders of aging black women to
provide custodial or informal care for grandchildren (Minkler & Fuller-Thomson,
2005). The potential reasons for these arrangements are numerous, ranging from the
inability of the parents to secure adequate child care from other avenues, to the high
levels of the incarceration of black men. Whatever the reason, the health of aging
blacks, especially aging black women, is often compromised (Blustein et al., 2004).
Although there are also potential positive health effects of these added responsibili-
ties, often the detrimental effects surpass any benefits for the caretakers. Future
research needs to examine the antecedents of this phenomenon and strategies that may
buffer the negative health outcomes associated with these scenarios.

Black families, like many other ethnic groups, are becoming increasingly diverse.
These changing family structures will undoubtedly impact the understanding of aging
with of blacks in the United States. For example, gay and lesbian aging persons are a
burgeoning area of study. There has been very limited focus on non-heterosexual aging
persons within the black community (Black, Gates, Sanders, & Taylor, 2000; Smith &
Gates, 2001; Allen, 2005). Because of the historical stigma attached to these identity
statuses within the black community, more attention will need to be paid to these pop-
ulations and to how discrimination from those both outside and within the ethnic com-
munity is associated with health outcomes.

Finally, there is emerging social and scientific research related to assessing the
complex relationships between race, ancestral origin, and the genetic components of
diseases. Though the application of genomic information to address common diseases
is still in its infancy, the use of race as a surrogate marker for describing human
genetic variation and to conduct gene expression analysis is becoming common
(Bamshad 2005; Carey et al., 2006; Reiner et al., 2005). This reemergence of race in
the biological conceptualization of health has been subject to considerable debate
(Krieger, 2005). The dangers of conflating race and genetic differences have con-
cerned sociologists, clinicians, and the lay public (Bonham et al., 2009; Frank, 2007).
We believe that though some genetic and biological factors may vary with the catego-
rization of peoples of African descent, the more fundamental nature of being black in
the United States derives from both self- and other-definitions and continuing dis-
crimination and maltreatment (Cooper, 1984; Dressler & Bindon, 2000; Neel, 1997).
Thus, although the genomic era may be a time of great promise for developing new
diagnostics tools and drug therapies, the challenge will be to ensure that these
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advances will be used to improve the health and well-being of all people, regardless
of their racial identity.

SUMMARY AND CONCLUSION

The life course of blacks in the United States, perhaps more so than in the majority popu-
lation, highlights the continuities and discontinuities of a life-span perspective on health.
From birth to death, blacks are at greater risk for debilitating social, psychological, and
physical conditions that negatively influence the quality of individual and family life and,
in many instances, result in “premature” death—greater fetal death rates, greater homi-
cide statistics in adolescence and midlife, and greater risk of death from chronic health
conditions early in old age (Miles, 1999; Smith & Kington, 1997b). However, all blacks
are not born into such circumstances. Though people argue over its relative proportions,
a black middle class exists and some blacks in the United States can look forward to rela-
tively comfortable styles of living over their life courses (Farley, 2000). It is likely that a
growing, but still small, group of older blacks will have adequate pensions and financial
resources in older age; it is just that this proportion, though larger than in prior years and
cohorts, still will be relatively small in comparison to the proportion of older whites in
the United States who enjoy these statuses (Friedland & Summer, 2005).

Even with economic and social resources, the pernicious nature of racial discrimi-
nation and other structural barriers can negatively influence the aspirations and expec-
tations of youth and young adults—aspirations and expectations that the majority
assume as a given right of citizenship (Jackson, 2000). The often-portrayed success
stories of black Americans in sports, the arts, and entertainment are exceptions to the
working-class, near poverty, and poverty existence of a large proportion of blacks
(Jackson, 2000), especially older blacks (Siegel, 1999). Numerous writers have theo-
rized about how responding to the stress of blocked opportunities can affect the well-
being of blacks in the United States and a few studies have found associations between
aspirations, achievements, and health (Guyll, Matthews, & Bromberger, 2001; Harrell,
Hall, & Taliaferro, 2003; Sellers & Neighbors, 2008). These studies hint at potential
cohort differences that have yet to be explored.

A life-course perspective suggests the need to consider human development, his-
torical context, and structural position as factors that influence the health of present
and future cohorts of aging blacks. Different birth cohorts, historical and current envi-
ronmental events, and individual differences in developmental and aging processes
interact with one another to affect physical and mental health. One of the ways in
which this intersectionality is most manifest in the health of aging blacks is in the dif-
ferences that men and women experience in health outcomes and in the pathways to
these outcomes. Racial group membership plays an important part in the health of these
elders; cultural resources provide important coping and adaptive mechanisms in alle-
viating the distinct socioeconomic and psychological disadvantages of categorical
racial membership (Jackson, 1993; Williams & Williams-Morris, 2000). The unique
social history and the nature of their group and individual developmental experiences
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all serve to place new elderly cohorts of black Americans from birth to death at dispro-
portionate risk for poor physical and mental health (LaVeist, 2000). Yet, older age
among both the general population and that of blacks in the United States is not a time
of inevitable and irreversible decline. Removal of known environmental risk factors,
and social and medical interventions, can improve the quality of life in the latter stages
of the life course (Riley & Riley, 1994; Rowe & Kahn, 1987).

The development of better national health policies—policies that are responsive
to life-course considerations and realities of family life in the United States—is essen-
tial if we are to improve the health of black American populations, especially older
black adults. Individual efforts are not enough to improve the health of aging blacks.
Unfortunately, we can predict what the most likely life experiences will be for a size-
able proportion of coming elderly blacks in the United States (Jackson, 2000). Without
significant intervention, the health future of older black Americans is clear and it is
dismal (Richardson, 1996). Thankfully, there currently exist several interventions,
such as the U.S. government’s Healthy People 2010 program, to increase quality and
years of life and eliminate health disparities, and the Racial and Ethnic Approaches to
Community Health program (REACH 2010), which focuses on community-based
coalitions to develop strategies that eliminate or reduce health disparities. As programs
such as Healthy People 2010 and REACH 2010 suggest, the urgent need to change
factors related to the health of future cohorts of black middle-aged and elderly persons
can be addressed when research and interventions move in tandem.
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Stigma is composed of unconstructive attitudes, beliefs, views, and behaviors that
affect the person or society, causing fear, rejection, avoidance, prejudice, and discrimi-
nation against individuals with mental disorders. Stigma is evident in language, disre-
gard in interpersonal relationships, and private and social behaviors (Gary, 2005).
Stigma is a process that involves negative beliefs (frequently based on erroneous or
incomplete knowledge), and underlies prejudice expressed as negative attitudes, which
ultimately affects the community through discrimination, poor behavioral outcomes,
and diminished human capital (Riisch et al., 2005). It is informative to use a social
cognitive model of stigma, as proposed by Riisch et al. (2005, Figure 7.1), as well as a
compilation of core features of Corrigan, Link, and colleagues (Corrigan et al., 2004;
Link et al., 2004). Stigma encompasses both public stigma and self-stigma and, when
institutionalized, stigma of mental health systems and providers per se (Corrigan,
2003; Corrigan et al., 2004).

Prejudice and stereotypes alone cannot account for stigma; it must be energized
by social, economical, and/or political power and policies (Riisch et al., 2005), denoted
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Underlying Components of Public and Self-Sigma.

Adapted from: Rusch et al.,
2005

Public Stigma

Self-stigma

Knowledge: negative
beliefs
incompetence
character weakness
dangerousness

J

Knowledge: negative

beliefs about self
incompetence
character weakness
dangerousness

Attitudes: Prejudice —
agreement with beliefs
and/or

Negative emotional
reactions, e.g., fear,

J

Attitudes: Prejudice —
agreement with beliefs

Negative emotional
reactions, low self-
esteem, and self-efficacy

anger

4

Behavior outcome:

Discrimination
Decreased opportunities
Withholding services

Behavioral outcome:

Failure to pursue
opportunities

Doesn't seek help

as the lightning bolt in Figure 7.1. Public and self-stigma include labeling, stereotyp-
ing, discrimination, cognitive and actual separation (e.g., “us” vs “them”), emotional
reactions, and loss of status (Link et al., 2004). Self-stigma can be a restraining influ-
ence that obstructs help-seeking behaviors (Corrigan, 2004); promotes avoidance of
employment out of fear of failure (Balsa and McGuire, 2003); negatively influence
one’s confidence and self-esteem (Link et al., 2001; Wahl & Harman, 1989); and
prompt withdrawal from interactions with the public for fear of denunciation, poten-
tially heightening social separation, which can impact productivity and quality of life
and result in diminished human capital for both consumers and their families (Bolden
& Wicks, 2005; Gary, 2005; Riisch et al., 2005; Wahl, 1999). By defining stigma by its
various components—knowledge, beliefs, and attitudes—specific targets for interven-
tions can be identified.

STIGMA AND MENTAL HEALTH

The stigmatization of mental illness is one of the chief reasons people in need of treat-
ment do not readily seek help, or choose to postpone treatment and assistance until an



Stigma and Mental Health 121

emergency ensues or the disorder grows to be unbearable and incapacitating (US DHHS,
1999). From the model shown in Figure 7.1, it is apparent that the basis of stigma—both
public and self—is knowledge. How do we gain knowledge about mental illness?
Predominantly through the media, societal myths, and taboos about psychological prob-
lems and disorders that cause individuals to be embarrassed about, ashamed of, and
uncomfortable with, their mental health status designation or label. Mental health stigma
is often nurtured in the media (e.g., in movies and TV programs about killers and vio-
lent people with mental illness), sensational media coverage of tragedies perpetrated by
people with severe mental illness, causal labels such as “crazy” or “psycho,” and jokes
about mental illness (Wahl & Harman, 1989). Media analysis of film and print in sev-
eral countries, including the United States, indicates common misconceptions about the
mentally ill (Riisch et al., 2005), which sadly impacts as early as childhood and adoles-
cence (Adler &Wahl, 1998; Dietrich, Heider, et al., 2006; Wilson et al., 2000).

In surveys and follow-up interviews with members of the families of the mentally
ill and with the consumer advocacy group the National Alliance for the Mentally Il
(NAMI), public and self-stigma of mental illness were reported by consumers to dam-
age their self-esteem, contribute to difficulties in making and keeping friends and find-
ing a job, and force them to conceal their mental illness. Encountering public stigma is
worrying and discouraging, and provokes anger in the individual consumer. The effects
that stigma had on family members included lowered self-esteem and negative impact
on family relationships. NAMI members also reported that factual information about
the mental illness, including a biological basis for the illness, and involvement with
advocacy and family support groups were helpful in dealing with the stigma, and urged
public education as a method for reducing stigma (Wahl, 1999; Wahl & Harman, 1989).
As a result, NAMI launched its “stigmabusters” program, which is challenging mental
health representation in the media and fighting against stigma across the fifty states.

Nevertheless, research on public stigma has shown that

1. schizophrenia (88% of the time) and major depressive disorder (69%) are fre-
quently “labeled” as mental illness;

2. “dangerousness” was frequently attributed to a person with schizophrenia, but
less so to a person with depression;

dangerousness is directly related to preference for social distance/exclusion;

4. a biological etiology was attributed more frequently to schizophrenia than to
depression;

5. abiological etiology was associated with unpredictability and dangerousness and
fear, but decreased blame and punishment for an act of violence (Angermeyer &
Matschinger, 2003a, 2003b, 2005; Dietrich et al., 2004; Dietrich, Heider, et al.,
20006; Dietrich, Matschinger, et al., 2006; Link et al., 1999).

Among some individuals, avoidance of interacting with mental health systems may
in part be due to the potential for intensified stereotypes, prejudice, and discrimination
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(Lefley, 1989). Stigma among close family members of persons with major depressive
disorder, and attribution of the mental illness to cognitive and attitudinal problems—
rather than a medical and biological etiology—is directly related to treatment noncom-
pliance in the affected family member (Sher et al., 2005).

The Surgeon General’s report on mental illness emphasized stigma as a chief
obstacle to consuming and receiving satisfactory mental health services, particularly
among racial and ethnic minority populations (USDHHS, 1999; 2001). Racial minor-
ity populations, who already face prejudice and discrimination due to their group
membership, experience double stigma when confronted with the effects and impact
of mental illness (Gary, 2005). The notion of double stigma is conjectured to be an
added burden that faces ethnic minority populations in the United States, but may
impact disparate cultural groups in particular ways (Gary, 2005). Double stigma among
African Americans encompasses lower socioeconomic status, maltreatment, misdiag-
nosis and distrust of health care systems, with mental health systems and providers
characterized by inadequate cultural competence, communication failures, conscious
and unconscious stereotyping, and limited access (Gary, 2005). African Americans are
reported to experience considerable shame and stigma associated with mental illness,
which contributes to greater utilization of primary care, emergency services, and infor-
mal resources such as ministers (Snowden, 2001), but there is little empirical evidence
to suggest potential interventions to reduce this stigma.

Because stigma is influenced by culture, there is every reason to believe that knowl-
edge, beliefs, and attitudes underlying stigma are likely to be different for whites,
African Americans, Asian Americans, and Latinos. Research in depression in African
Americans has shown that stigma negatively impacts mental health treatment seeking
behavior (Baker and Bell, 1999; Van Hook, 1999) and overall treatment participation
and compliance (Bystritsky et al., 2005; Cooper et al., 2003; Gary, 2005). However,
there is a paucity of research on identifying key components of stigma regarding depres-
sion in African Americans. A nationally representative sample telephone survey (only
81 African Americans, 590 whites) reported racial differences in beliefs regarding per-
ceptions of mentally ill persons (schizophrenia or major depression) as dangerous and
violent, as well as the degree to which blame or punishment for inappropriate behavior
should be placed on these individuals (Anglin et al., 2006). African Americans were
more likely than whites to perceive the person as dangerous, whether the diagnosis was
schizophrenia or major depression, but less likely to place blame or think the person
should be punished. There is still an enormous gap in knowledge of the characterization
of stigma concerning mental illnesses and depression in African Americans.

MENTAL ILLNESS STIGMA IN AFRICAN AMERICANS

The most cohesive body of literature concerning stigma in African Americans (pres-
ence/absence rather than characterization) and underlying attitudes and beliefs
addresses a single issue: patient attitudes/preferences for conventional depression/
anxiety treatment (i.e., psychotropic drug treatment—antidepressants or anxiolytics)
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versus counseling/psychotherapy, mainly in primary care patients. (Cooper-Patrick
et al., 1997) conducted focus groups of African American and white patients with depres-
sion, asking probative questions concerning depression treatment relevant to primary
care settings. African Americans more frequently commented on spirituality and stigma
issues, and were less likely than whites to comment on relationships between physical
health and depression or attributes of treatment types. In a subsequent study (Cooper
et al., 2000), items identified from these focus groups were given to patients with depres-
sion (27 African Americans, 49 whites) to rate their importance. The top thirty items
came from the following domains: health care provider’s interpersonal skills, primary
care provider recognition, treatment effectiveness, treatment problems, patient’s under-
standing of treatment, intrinsic spirituality, and financial access to services. Contrary to
the authors’ expectations, stigma was not rated as highly as anticipated. However, there
were few African Americans in the sample, and the patients had already overcome the
barriers of stigma sufficiently to have entered a study on minor depression.

A recent study (Givens et al., 2007) conducted on over 78,000 people (3,596 of
whom were African American) with significant levels of depressive symptoms repli-
cated these studies. African Americans (and other minorities) were less likely to
believe that medications were effective and that the etiology of depression is biologi-
cal, or that counseling and prayer are effective treatments. African Americans reported
more employment-related stigma associated with depression. Thus, from a variety of
studies in primary care patients with either depression or anxiety disorders, it is appar-
ent that African Americans are less likely than whites to find psychotropic medications
acceptable, and more likely to prefer counseling (although not more frequently than
whites) (Bystritsky et al., 2005; Cooper et al., 2003; Dwight-Johnson et al., 2000;
Hazlett-Stevens et al., 2002; Schraufnagel et al., 2006). The unacceptability of psycho-
tropic medication may be based on the erroneous beliefs that antidepressant drugs are
addictive (which they are not, and treatment need not be a lifelong commitment), and
that antidepressants do not work very well (which they do in the majority of patients,
including African Americans) (Brown et al., 1999; Cooper et al., 2003). These reports
are in contrast to a Diala et al. (2001) study, which found that African Americans
reported more positive attitudes about seeking mental health services than did whites.

But the preponderance of evidence indicates that African Americans find conven-
tional treatments for depression less acceptable than do whites, based partially on
erroneous beliefs about antidepressant medications, whereas preferences for alterna-
tive and complementary approaches are virtually unexplored. The irony of one of these
so-called false beliefs held by African Americans—that antidepressant drugs are not
very effective—comes from recent publications on the NIMH-sponsored STAR*D
(Sequenced Treatment Alternatives for Depression) study. In fact, the most commonly
used second-generation antidepressants, Serotonin-Specific Reuptake Inhibitors
(SSRIs), are not as effective in African Americans as they are in either whites or
Latinos (Lesser et al., 2007). A pharmacogenetic study has shown that an allele associ-
ated with good response to the SSRI was seven times more frequent in whites compared
with African Americans (McMahon et al., 2006). These findings underscore the fact
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that drugs, which are discovered and developed in primarily white populations, cannot
be assumed to work equally as well in people of Asian and African descent.

Reducing Stigma

Well-controlled research on interventions to reduce stigma toward mental illness in the
community is scarce, and has focused on three types of interventions: education (gain-
ing knowledge or dispelling myths); contact (challenging attitudes based on research in
decreasing racial prejudice) (Desforges et al., 1991); and protest (suppressing negative
attitudes). Both education of and contact with people with a mental illness produced
positive changes in attitudes about mental illness, but contact was the more effective
intervention (Corrigan, 2002; Corrigan, Green, et al., 2001; Corrigan, River, et al.
2001; Corrigan et al., 2004). In planning research and interventions designed to reduce
stigma, it is necessary to differentiate the various components of stigma as well as vari-
ous mental disorders (Angermeyer & Matschinger, 2003a, 2003b). Although the public
may report some perceived differences in attributions between severe mental disorders,
e.g., dangerousness in schizophrenia and depression (Angermeyer & Matschinger,
2003a, 2003b, 2005; Dietrich et al., 2004; Dietrich, Matschinger, et al., 2006; Link et al.,
1999), they really do not understand the wide ranges of symptoms, prognosis, and
characteristics of mental illnesses. Most depression is not severe, seldom associated
with violent behavior, and has a good prognosis if adequately treated. The most com-
mon depression found in the community is mild to moderate (Bluthenthal et al., 2006),
but even moderate depression has a negative impact on functioning (Huang et al., 2006;
Kroenke et al., 2001). There is also a need to educate the public

1. in the concept of mental wellness and mental illness as a continuum;

2. the direction and magnitude of mental illness being based on both biological and
environmental conditions;

3. aholistic approach to addressing depression and ensuring mental wellness, which
embraces spiritual components;

4. the impact of how one feels/thinks on physical symptoms;

5. how environmental issues (stressors of low income and safety issues) can impact
depression and vice versa.

Future Targets of Stigma Interventions: Individuals/Patients

Culturally competent educational interventions can reduce the stigma associated with
depression. These educational interventions should encompass recognizing the symp-
toms, the biological etiology, the influence of one’s emotions on physical and social
well-being, and treatment options. Most primary care practices have health-related
continuous videotapes in their waiting rooms. Short videotapes (from 30 seconds to
several minutes) of mental health material could be inserted into waiting room video
loops, as an effective means of reducing negative attitudes about depression treatment
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(Primm et al., 2002). Brochures from groups such as NAMI about depression can be
downloaded from the NAMI website, and left in the waiting areas. The primary care
center could provide evening programs in which both the consumers and the speakers
are African American, or speak directly with the patient about issues directly related to
depression in African Americans.

Community

NAMI, at the national level, represents a strong political presence and spearheads
national programs to reduce stigma and provide resources, but local NAMI chapters
are invaluable in their support of the individual consumers, families, and friends. Local
NAMI chapters not only provide social and spiritual support; they also empower mem-
bers with knowledge. One of the authors (LDB) is an active participant in a local
Atlanta NAMI chapter, where she presents the latest information on ethnopsychophar-
macolgy and pharmacogenetics, as well as soliciting input on evolving research.
Although this is an open meeting, to which any interested party is welcome, this chap-
ter is attended primarily by African Americans and draws attendees far outside the
local community. In a recent NIMH-sponsored multicenter study conducted through-
out the Southeast (Aliyu et al., 2006), as part of the community outreach, interactions,
and collaborations, participants of the study were encouraged to give information
about contacting their local community patient advocate groups (e.g., NAMI and
Mental Health American of Georgia).

After the Morehouse School of Medicine reported successful interactions with a
local chapter, participants and family members attending the meetings, attendees vol-
unteering for the study and agreeing to pilot questionnaires for use in future studies,
and centers from other states reported that study participants were reticent about
attending meetings that were composed of primarily white attendees. Local chapters
of national patient advocacy groups could increase efforts in forming ethnically and
culturally compatible groups. Local patient advocacy groups are presently composed
of consumers and families of those with severe mental illnesses (e.g., bipolar disorder
and schizophrenia), and should consider forming local groups for milder or moderate
mental disorders (e.g., depression).

In the African American community, especially in the South, churches hold a cen-
tral spiritual, social, and political role that is based on the infrastructures and leadership
these institutions provided after the emancipation. Religious activity, both personal and
public, is associated with better mental and physical health (Ellison, 1995). Churches
provide a sense of belonging, social support, and network systems, and are often the
first—and last—point of contact for African Americans seeking help for their emo-
tional distress (Neighbors et al., 1998; Snowden, 2001; Cummings et al., 2003).
Stronger religiosity reported in African Americans compared with whites underlies the
difference in beliefs in the biological basis of depression, and importance of religion in
treatment factors (Cooper et al., 2001; Husaini, 1999; Millet et al., 1996).

Pastoral counseling by African American clergy can play an important and soli-
tary role in the treatment of mental health issues in African Americans. In a study of
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ninety-nine clergy of African American churches in a metropolitan area of a
Northeastern state, the clergy spent 14 percent (6.2 hours/week) of their clerical duties
involved in counseling; 48.5 percent had training in counseling, mental health, or
interpersonal communications and 11 percent had degrees in counseling; 50 percent
had participated in counseling-related workshops or seminars within the last two years;
and 58 percent reported making referrals (e.g., to physician or medical services, pasto-
ral counseling) (Young et al., 2003). A growing number of African American churches
are adding mental health programs to their health ministry, but in order to work effec-
tively, stigma within the church must be addressed. Examples of this within the metro
Atlanta area are the joint collaborative efforts of local NAMI chapters, Mental Health
America of Georgia, and the Concerned Black Clergy to present consumer-driven
mental health programs to clergy, staff, and congregations of local African American
churches. It is also important for physicians (psychiatrists, primary care providers) to
embrace a culturally competent, holistic approach to treatment of depression, which
will include the patient’s spiritual beliefs and strengths in making medical decisions
and facilitating compliance with treatment (Carter, 2002). Physicians could familiar-
ize themselves with local area churches that offer pastoral counseling for mental health
issues, and include those in treatment options.

HEALTH CARE PROFESSIONALS AND STIGMA

The medical profession has played a role in the stigmatization of mental illness.
Psychiatry was first recognized as part of the medical profession in the late eighteenth cen-
tury. The causes of mental illnesses propagated by psychiatrists and non-psychiatrists
alike for the next century served to confuse the public about the nature of mental illness.
At times, mental illness was thought to be due to unhealthy lifestyles or heredity. The
reform movement advocated that persons with mental illness be hospitalized and treated
like any other persons with a medical disease (Dain, 1994). Religious groups have
attributed mental illness to demonic possession and moral ineptitude, further adding to
the etiological controversy.

By the late nineteenth century, American psychiatrists had become pessimistic
that psychiatric hospitalization really was of any help to the patients (Dain, 1994).
Superintendents, who were mostly psychiatrists, began to see their roles as custodial
instead of healing, but did note that the hospital environment provided a place with
structure that reduced the violent behavior often displayed by the patients. The hospi-
tal as a refuge later lost its luster as funds dissipated with the advent of the Great
Depression and World War II, and psychiatric hospitals became places where patients
were mechanically restrained as a primary form of treatment. This image further stig-
matized people living with mental illnesses in hospitals as being unable to control any
of their behaviors without restraints and thus a danger to themselves.

Karl Menninger and other psychoanalysts experienced working with servicemen
during World War II and changed their views regarding psychiatric hospitalization.
Psychoanalysis had been made popular as an office-based treatment for mental illness
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in the late nineteenth century by Sigmund Freud. It was Menninger’s influence along
with others and the presidential commission report on mental illness during the Kennedy
administration that led to the deinstitutionalization of persons living with mental illness
from public psychiatric hospitals. Services were to be provided in the community for all
levels of care, but in most jurisdictions funding has never been adequate to care for
those in most need. The perception that people living with mental illness are unable to
care for themselves and are violent is perpetrated even more because of inadequate and
oftentimes inappropriate care, which can lead to inappropriate behaviors.

There is often open and extreme hostility toward psychiatrists by other physicians
(Fink, 1983). If primary care physicians have negative views of the field of psychiatry
it is no wonder that their patients do as well. All physicians are exposed to psychiatric
training in medical school and during residency training. Family practitioners usually
have more exposure during residency training than other primary care specialties
(AAFP, 2008), but this does not seem to allay the negative perceptions surrounding
psychiatry. One psychiatrist suggests that the negative images of psychiatrists come
from the psychiatry teachers, who often reinforce negative stereotypes of psychiatrists
such as making jokes about patients (Fink, 1986). The other source of negative stereo-
types is non-psychiatry teachers who disparage psychiatry to the students and resi-
dents (Fink, 1986). Though Fink’s comments were written more than twenty years
ago, many primary care physicians continue to be disparaging of psychiatry as a help-
ful discipline for any except the most severely mentally ill.

There is a culture of medicine that is perpetrated by standardized curriculums
which lead to the development of similar sets of beliefs, norms, and values learned in
Western medical training (US DHHS, 2001). Therefore, the disparaged ideas surround-
ing psychiatry become a part of the culture of medicine. Many psychiatrists have often
been told that they are not real doctors because they do not touch the patients nor per-
form procedures as other physicians do. Though training may be similar for many phy-
sicians, they all are raised in a family of a particular cultural background and thus bring
their own cultural biases into any treatment setting. The professional culture of medi-
cine also influences a sense of emotional distance between clinician and patient.

African Americans and other minorities seek mental health care from primary
care providers and other informal sources such as clergy, family, and friends before
thinking about seeking help from a mental health professional (US DHHS, 2001).
Stigma keeps family, clergy, and friends from recommending that the person acknowl-
edge their problem and seek help. Oftentimes patients do not realize that they are
depressed or suffering from any type of mental disorder because their primary com-
plaint is one of physical discomfort such as headache, generalized malaise, difficulty
sleeping, and vaguely painful joints and muscles. Culture impacts how patients describe
their illness to their physicians (Masand et al., 2005), and in the case of African
Americans the notion that they may be suffering from some sort of mental disorder may
not have crossed their minds. If so, the stigma of mental illness in the African American
community would decrease the likelihood that patients would consider that some or all
of their symptoms could be due to a mental disorder.
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It is estimated that physicians in primary care settings recognize less than half of
patients that exhibit symptoms of depression and anxiety as actually having these dis-
orders (Masand et al., 2005). The culture of the physician matters, as does the culture
of medicine, as to how psychiatric symptoms are perceived. Many physicians consider
all symptoms as having a physical basis with no consideration given to the possibility
of the existence of psychological issues. Others recognize that mental health problems
can have a significant impact on physical health (AAFP, 2008).

Primary care physicians and emergency room personnel often make inaccurate
diagnoses of depression in African Americans seen and evaluated in these settings (US
DHHS, 2001). One can question whether these professionals also have biases and
stigma against mental illness or some other variable responsible. It is recognized that
patients who present with mental health problems in primary care physicians’ offices
have subthreshold conditions and thus symptoms that are not quite so obvious (AAFP,
2008), whereas psychiatrists are much more likely to see patients with obvious symp-
toms. Many patients also downplay emotional issues when talking with their primary
care providers because of the stigma surrounding mental disorders, so it is incumbent
on the physicians to screen for mental health issues. One study reported that only 20 to
30 percent of patients with emotional problems reported them to their primary care
provider (Eisenberg, 1992). Many primary care physicians say they are comfortable
treating depression in their patients (Williams et al., 1999) and a large number also
prescribe antidepressant medications. The problem with primary care physicians treat-
ing depression is the lack of appropriate follow-up in most cases (AAFP, 2008).
Recognized best practices for the treatment of depression include psychotherapy and
medication and regular follow-up.

One might think that African American physicians would be more sensitive in rec-
ognizing signs and symptoms of mental illness in their African American patients
because of cultural similarities. Little research has been done in this area but it is noted
that physicians trained in the Western medical culture, no matter their culture of ori-
gin, will have similar notions regarding mental illness as all physicians practice from
the cultural context of their training in medicine. Therefore, African American physi-
cians treating African American patients may do no better than other physicians in
making such diagnoses. A study of cardiac patients did not show any difference in the
level of care of African Americans utilizing white or African American physicians
(Chen et al., 2001).

It is apparent that more research needs to be done to assess the role that stigma
plays in the assessment and recognition of mental disorders by primary care physi-
cians, as they play a most important role in assuring that more African Americans
receive the treatment now available for mental illness. Stigma must also be addressed
directly to the consumer by availability of culturally competent educational programs
to primary care patients, churches, and local communities. Because African Americans
are more likely to prefer counseling than drug therapy, both public and private insur-
ance policy must provide parity for treatment of both mental and physical health
concerns.
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HOMICIDE AND VIOLENCE
AMONG AFRICAN
AMERICAN YOUTH: FROM
EPIDEMIC TO ENDEMIC?
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Youth violence is a problem that continues to affect the fabric of the United States.
Violence seriously affects both youth and young adult populations. Homicide is an
important public health issue, as the second leading cause of death for a/l/ U.S. youth
between the ages of 15 and 24 years (National Center for Injury Prevention and
Control, Centers for Disease Control and Prevention, 2008). For African American
youth, homicide is the leading cause of death, followed by unintentional injury and
suicide. Homicide is among the top three causes of death for people up to 34 years of
age, claiming far too many lives in the African American community.

Unfortunately, these lives are most often taken by perpetrators known to the vic-
tims. Considering only murders for which the offender is known in 2002, 5 percent of
victims ages 15-17 years were killed by parents, 5 percent by other family members,
32 percent by strangers, and 58 percent by acquaintances (Snyder & Sickmund, 2006).
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According to Snyder and Sickmund (2006), juvenile offenders, who account for 25
percent of the population, participated in one of every four juvenile homicides.
Homicide and violence also contribute to health disparities between African
Americans and whites. According to a recent study (Centers for Disease Control and
Prevention [CDC], 2001), whites live 6.2 years longer than African Americans. In the
later years of life, HIV, heart disease, and diabetes contribute to disparate years of life,
but for youth, violence and homicide makes the largest contribution to health disparities
between African American and whites. Homicide disproportionately influences life
expectancy because it affects persons in the first few decades of life, whereas death
from heart disease and cancer—the number one and number two leading contributors to
the life expectancy gap—primarily affects persons in their fifth and sixth decades of life
(CDC, 2001; Smith & Hasbrouck, 2006). Death rates from homicide have historically
been six- to eight-fold greater for African Americans than for whites. Though violence
affects the entire U.S. population, its effects are particularly endemic to the African
American community, resulting in disproportionate years of youthful lives lost.

THE COSTS OF VIOLENCE AND HOMICIDE AMONG YOUTH

The economic cost of violence manifests in numerous ways, including both direct and
indirect costs. Violent acts have been estimated to cost the United States more than 3
percent of the Gross Domestic Product (Waters, Hyder, Rajkotia, Basu, & Butchart,
2005). Direct costs include expenses such as the costs to the criminal justice system
for processing violent crimes, the costs of police force time, adjudication and incarcer-
ation, medical expenses, lost wages due to missed days of work, and the cost of stolen
property (Rutherford et al., 2007; Foster, Jones, & Conduct Problems Prevention
Research Group, 2006). For example, gun and weapon crime costs society over $2
billion annually in legal processing. Furthermore, costs are also incurred in the form
of imposing safety measures such as metal detectors and extra security in schools
(Cook & Ludwig, 2002).

However, prevention can offset the costs of eliminating existing violence. A study
conducted by the Washington State Institute for Public Policy evaluated the cost ver-
sus benefit of a variety of violence prevention strategies (Aos, Lieb, Mayfield, Miller, &
Pennucci, 2004). This study found that some prevention programs, such as dialectic
behavior therapy, are highly cost effective, costing $843 per youth, yet yielding bene-
fits approximated at $32,078 per youth. In contrast, parole-based programs cost
approximately $1,400 to $2,100 per child but produce $0 to -$11,000 in benefits. In
this study, benefit is measured in terms of monetary values from reductions in crime,
substance abuse, child abuse, and increases in educational attainment. Cost represents
the amount of taxpayer dollars needed to deliver the program. However, further stud-
ies are needed to understand whether these violence prevention strategies are equally
effective for families and youth of diverse racial-ethnic backgrounds. Some of these
violence prevention strategies have been explicitly tested and found to be quite benefi-
cial to African American youth and families (Henggeler, Melton, Brondino, Scherer, &
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Hanley, 1997; Henggeler, Pickrel, & Brondino, 1999; Olds, 2002; Webster-Stratton,
1998; Webster-Stratton & Hammond, 1997).

Violence also results in indirect or nonmonetary costs such as increase in psycho-
logical distress for life, physical disability, loss of productivity (Rutherford et al., 2007;
Foster et al., 2006), and reduced social value and life years lost for youth who are
exposed to violence. Children and families exposed to violence experience a lower
quality of life compared to children who are not regularly exposed to violence (Cook &
Ludwig, 2002). For example, it has been estimated that in the United States, on aver-
age, starting from birth, violence reduces the average life expectancy by approximately
one-third of a year for every year of exposure (Soares, 2006).

Given that violence disproportionately affects African American youth, the cost of
violence also disproportionately affects African American youth. Longitudinal research
has found that African American youth are more likely to continue violent and delin-
quent behavior into early adulthood. Moving into viable adult roles, including gainful
employment, marriage, and connectedness to conventional family and friends, emerges
as related to cessation of violence and delinquency in adulthood (Elliott et al., 2006).
Unfortunately, these are aspects of development in emerging adulthood which African
American males are less able to access, as demonstrated by higher unemployment
rates and lower marriage rates (which in fact may be interrelated). Furthermore,
research by Sampson has shown that levels of male unemployment are related to both
levels of rates of marriage and levels of two-parent family structure, which in turn are
related to reduced levels of crime and delinquency (Sampson, 1995).

In sum, violence has costs to both the individual and society in both real dol-
lars and lost human potential. In the following sections, we present definitions of vio-
lence and describe our conceptual approach to understanding the various multilevel
factors found to be related to violence and homicide among youth, with special atten-
tion to African Americans.

DEFINITIONS OF HOMICIDE AND VIOLENCE

Violence can be assessed by either official or self-report. Official reports of violence
include four types of violent crime:

1. criminal homicide (the willful, non-negligent killing of one human being by
another);

2. robbery (taking or attempting to take anything of value by force or threat of force);

3. aggravated assault (attack by one person on another using or threatening to use a
weapon, where the victim suffers bodily injury); and

4. forcible rape (carnal knowledge of a person forcibly or against that person’s will,
or where the victim is incapable of giving consent) (U.S. Department of Health
and Human Services [U.S. DHHS], 2001; U.S. Department of Justice, Federal
Bureau of Investigation, 2000).
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Though official statistics allow us to monitor the prevalence and types of violent
crime reported to the police, confidential surveys of young people about their behavior
can also be helpful (U.S. DHHS, 2001). There are several longitudinal studies of youth
violence and delinquency that help to add understanding of important risk and protec-
tive processes related to youth-reported involvement in violence and delinquency
across the life span (see, for example, longitudinal work in Thornberry and Krohn’s
[2003] special volume, including Hawkins et al., 2003; Huizinga, Weiher, Espiritu, &
Esbensen, 2003; and Loeber et al., 2003). These important longitudinal studies add
much to our knowledge of the ways in which multiple-level factors can act and inter-
act to influence violence and delinquency across the lifespan. In the following section,
we will describe our conceptual framework and multilevel risk and protective pro-
cesses in violence and delinquency.

CONCEPTUAL APPROACH: AN ECO-DEVELOPMENTAL
FRAMEWORK OF YOUTH VIOLENCE

Substantial attention is currently given to the multiplicity of factors likely involved in
youth homicide and violence. A developmental-ecological model (O’Donnell et al.,
1995; Tolan, Gorman-Smith, & Henry, 2003) recognizes that individual, family,
school, and larger community factors all contribute to violence and delinquency among
youth. An ecological model acknowledges that individual factors such as temperament
and self-control can contribute to violence and delinquency, as can factors such as the
family environment in which one is reared, peer networks, and the neighborhood and
communities in which one resides and interacts. Furthermore, a developmental per-
spective acknowledges that some of these influences, like the family, may have primary
and enduring influences on youth behavior whereas others (peer and neighborhood/
community context) may become increasingly important to youth as they grow,
develop, and begin to navigate their peer networks and communities more autono-
mously. Importantly, an eco-developmental model also considers the overarching role
of sociocultural beliefs and practices, public policy, the media, racism, and discrimina-
tion (Ogbu, 1981; Coll et al., 1996). Thus, we think it is important to explore not only
family and peer factors in violence and delinquency, but also the role of the larger
community and societal contexts in youth violence and aggression (Figure 8.1). The
following sections consider multilevel influences on youth violence and homicide at
the individual, family, peer, school, neighborhood, and macrolevels, taking into
account the economic environment, the media, public policy, racism, and discrimina-
tion in addition to the role of sociocultural beliefs and practices.

Individual Factors

The relevant data demonstrate fairly clearly that males are more likely than females to
be involved in violent and delinquent behavior (CDC, 2004). Eighty-two percent of
persons arrested for violent crime and 66.6 percent of persons arrested for property
crime were male. However, given that the reasons and processes for this are not all
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FIGURE 8.1 a Sociocultural-Developmental Model.
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malleable, throughout these sections we will attend to the role of gender in ways that
are potentially helpful in terms of directions for prevention and intervention.

Race and ethnicity have also been implicated in youth violence and delinquency.
However, official reports of arrest data demonstrate that in 2007, the majority (69.7%)
of persons arrested were white. Whites accounted for 58.9 percent and 67.9 percent of
persons arrested for violent crimes and property crimes, respectively. Yet, among
youth, African Americans are disproportionately represented, accounting for 50.7
percent of juveniles arrested for violent crime (U.S. Department of Justice, Federal
Bureau of Investigation, 2007).
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However, it is the perspective here that it is difficult to disentangle to what degree
race and ethnicity are inextricably intertwined with other factors such as poverty,
socioeconomic status, and neighborhood violence—factors that are relatively power-
ful predictors of violence and homicide. We discuss the role of family structure and
socioeconomic status, particularly the gross disparities in family structure and income
under family factors. Disentangling the contribution of individual factors from envi-
ronmental and social factors is a complex research task.

Other important individual factors have been found to impact involvement in violent
and delinquent behavior. Exposure to television and media violence have an impact and
African American children watch more television (Paik & Comstock, 1994). An individ-
ual’s exposure to chronic violence also has an impact in multiple ways: by increasing
stress that inhibits the ability to respond calmly and thoughtfully and also by decreasing
the brain functioning that allows one to adequately process multiple possible responses
cognitively (Raine et al., 2001). Thus, children who have grown up with chronic expo-
sure to violence are affected in both biological and social ways. Research shows that
effective prevention programs can not only reduce the violent and aggressive behavior of
the participating youth, but also can increase self-regulation and executive function
exhibited by children at risk of violence and delinquency (Raine et al., 2001). By includ-
ing consideration of the interaction of biological and social factors, we may actually
point out that some youth benefit even more from strategies that increase individual
functioning and family support. The caveat is not to use research on biological processes
to label youth in a deterministic fashion, but to articulate the role of prevention activities
in efforts to enhance protective processes particularly in instances in which exposure to
violence and traumatic events may have had deleterious effects (Beauchaine et al., 2008).
Supportive family environments and effective parenting practices are very important in
reducing involvement in violence and delinquency and promoting positive development
and achievement (Edlynn, Gaylord-Harden, Richards, & Miller, 2008; Proctor, 2006).

The Role of Family and Parenting Practices in Violence
and Delinquency

Substantial research documents the important role of family in violence and delin-
quency. The role of family is derived by a combination of shared temperament and
personality factors, by parental socialization practices, and/or by shared social situa-
tions (Moffitt, 1987).

It is well recognized that though ethnic minority youth are more likely to be
involved in violent and delinquent behavior, they are also more likely to be impover-
ished and living in female-headed households. Seventy-six percent of white youth live
in two-parent households, whereas only 38 percent of African American youth live in
two-parent households (U.S. Census Bureau, 2008). Interestingly, it has been found
that in minority communities, communities with higher proportions of males also have
higher percentage of two-parent families and reduced crime and violence (Sampson,
1995). Large numbers of incarcerated men limit the number of male partners in the



Conceptual Approach: An Eco-Developmental Framework of Youth Violence 139

marriageable pool within poor African American neighborhoods, which severely
affects family structure (Wilson, 1987).

Living in female-headed households is related to poverty. Thirty-seven percent of
children in African American female-headed households live in poverty, compared to
a 20 percent poverty rate among white children living in single-mother families (U.S.
Census Bureau, 2001). These rates are even more disparate when considering that the
majority of white children are reared in two-parent households with a poverty rate of
10 percent. Earnings further contribute to the disparity. Darity and Nicholson (2005)
report a median income for white American families of $53,714 in contrast to a median
income of $34,001 for African American families. Even at similar income and educa-
tional levels, considerable economic gaps exist, with African Americans evidencing
only 9.7 percent of the net worth of white Americans ($4,418 versus $45,740), and
with a home ownership rate of 46 percent compared to that of 70 percent among whites
(Darity & Nicholson, 2005; Shapiro, 2001). Ethnic minority youth are more likely to
live in poor, single-parent families in communities with higher levels of decay, unem-
ployment, crime, and violence (Wilson, 1987; Williams & Guerra, 2006). However, it
must be recognized that the majority of African American children are not involved in
violence and delinquency, and that parenting may play an important role in helping to
foster the success of children (Edlynn et al., 2008; Proctor, 2006).

It is now fairly well validated that parental disciplinary practices with clear standards,
rewards, and consequences are superior to inconsistent, coercive, and unresponsive disci-
pline (Lutzker, Touchette, & Campbell, 1988; Maccoby & Martin, 1983; Snyder & Huntley,
1990). Inconsistent parenting fails to establish clear limits that are rewarded or sanctioned
with regularity. In coercive parenting, the parent(s) give in to nagging misbehavior or child
noncompliance, unwittingly encouraging youth to continue this behavioral pattern
(Chamberlain & Patterson, 1995; Martinez & Forgatch, 2001; Reid, Patterson, & Snyder,
2002). On the other hand, harsh punishment involving intense physical punishment and
caustically verbal abuse is damaging emotionally for children and does not model nor
teach children positive ways to behave (Lochman & van den Steenhoven, 2002).

As we consider the contexts of parenting for African American children, dispro-
portionate numbers of children are reared in poor, female-headed households. With
this in mind, the ways in which these contexts interact with parenting approaches is
worth consideration. Parenting is a tough job for two parents, let alone one. Rearing
children in poor, single-parent households is related to more family stress, lower
income, and household and family responsibilities that hamper the ability to parent
effectively (Cairney et al., 2003; Jackson et al., 2000; McLoyd, 1998). Family status
variables including poverty, life stressors, family isolation, and dangerous neighbor-
hoods are found to be related to disrupted family processes such as the family’s ability
to provide emotional support and discipline, processes that in turn are related to exter-
nalizing (more aggressive) and internalizing (more anxious and depressed) behavior
among youth (Ceballo & McLoyd, 2002; Stern, Smith, & Jang, 1999). Thus, the cir-
cumstances of fewer resources and more responsibility make it more difficult for sin-
gle parents to perform their role consistently and effectively.
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This raises the issue of whether parenting programs that focus on increasing
knowledge can be effective, in that helping single parents to be better parents may be
not only an issue of knowledge of effective practices but also the wherewithal to man-
age their lives and act in accordance with that knowledge. Indeed, several important
comprehensive, multifaceted prevention approaches report that it is extremely difficult
to deliver prevention and intervention programming to families in the most dangerous
and economically challenging circumstances (Conduct Problems Prevention Research
Group, 1999, 2002; Huessman et al., 1996). It is a daunting task and the degree to
which this task should include parenting knowledge plus community advocacy and
support may be critical. Some of the more cost-effective models of intervention with
African American families include both services and advocacy that helps families to
procure necessary resources to leave them more time and availability to parent effec-
tively (Henggeler et al., 1997; Henggeler et al., 1999; Olds, 2002).

Though there is a fair amount of consensus on the role of consistent and involved
parenting, there is some debate concerning the role of physical punishment. Some
researchers report finding a positive relationship between physical punishment and
externalizing behavior among young children, regardless of race-ethnicity, for African
American, European American, and Latino populations (McLoyd & Smith, 2002).
Yet, other research has found physical punishment is related to increased problem
behavior among whites but not among African American boys (Deater-Deckard,
Dodge, Bates, & Pettit, 1996). Interestingly, McLoyd and Smith (2002) argue that
physical punishment has deleterious effects on behavior across race, but this relation-
ship does not occur when it is moderated by warm, supportive parenting. The authors
purport that potentially, in the context of a warm communicative relationship, physical
punishment is interpreted by children as a strategy to help and not harm them.
Researchers argue that parents of African American children report being hypervigi-
lant and more likely to use more parental control and authority when rearing children
in either dangerous poor communities or in middle-income integrated communities in
which they feel more pressure to have their children comply in order to avoid prob-
lems and succeed (Armistead, Forehand, Brody, & Maguen, 2002; Gonzales, Cauce,
Friedman, & Mason, 1996). Particularly when examining the nature of violent and
delinquent behavior, research has shown that the nature of the factors shown to be
most potent in predicting violence and delinquency change over time as suggested by
a developmental-ecological model (Loeber et al., 2000). Physical punishment decreases
as a predictor of delinquency while poor supervision and the lack of positive parenting
increase in significance.

Parenting strategies that express care, concern, and warmth, in which parents com-
municate with their young by listening and helping them to think about the consequences
of their actions promotes children’s moral development and good decision-making
(Brody & Shaffer, 1982; Brody et al., 2001) and helps to build closeness in the family
relationship (Rodick, Henggeler, & Hanson, 1986). Further, parents who communicate
effectively with their children are more aware of who youth are with, what they are
doing, and where they are, and are less likely to have children and youth involved in
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deviant peer groups or delinquent activities (Dishion, Patterson, Stoolmiller, & Skinner,
1991). In terms of family predictors of violence and delinquency, in their longitudinal
research in Pittsburgh, Loeber et al. (1998) found that poor parental supervision is the
best explanatory variable for delinquency, followed by poor parent-child communica-
tion. In light of this information, it seems that prevention efforts focused on African
American families would benefit by focused approaches fostering positive parenting,
which includes avoiding permissive and coercive patterns, and encouraging warmth
and supervision with less attention to physical punishment which is less likely to have
an effect in the context of warm relationships and decreases both in frequency and in
prediction of violent behavior. However, there is some consensus upon important dimen-
sions of parenting which should be the focus of efforts with African American families,
along with community advocacy efforts that help the families to manage their lives and
be more available to be effective parents.

Parenting to prevent violence and delinquency is important but not the only driving
concern for African American parents. They also want to prepare their youth to succeed
in a society in which they may experience racism and discrimination (Coll et al., 1996;
Hughes et al.,, 2006). Indeed, criminologists discuss the extent to which African
Americans might be more likely to experience police surveillance, disparate arrest rates,
harsher sentencing, and disproportionate rates of incarceration due to their race (Free,
2003; Russell, 1999). Ogbu (1981) posits that shared historical, social, and cultural expe-
riences might also inform parental perceptions of what is necessary for success within
certain contexts. Perceptions of the competencies necessary for success within a partic-
ular context (avoiding bullying and violence) may vary. For example, in work with
African American fathers in blighted urban neighborhoods, many fathers have been
found to endorse defensive or protective violence by their sons (Caldwell et al., 2004;
Caldwell, 2008). These fathers voiced a concern that their children not be the victims of
violence and bullying and thought that self-defense was the most effective way to accom-
plish that in their children’s social context. It is important to understand the sociocultural
norms for dealing with provoked and unprovoked violence (Henry, Cartland, Ruch-Ross,
& Monahan, 2004) that may emerge in certain contexts and to consider these norms in
approaches to violence and delinquency with African American populations.

Peer Factors

As youth develop, not only is family important, but peer influences as well. The earli-
est notions of delinquent behavior suggested that families who permit disruptive,
aggressive, and antisocial behavior from children unwittingly encourage it, resulting
in children’s rejection from normative peer groups and their bonding with other anti-
social peers (Keenan, Loeber, Zhang, Stouthamer-Loeber, & Van Kammen, 1995).
This bonding to antisocial peers could potentially lead to involvement in violent gangs,
responsible for a large amount of violence. Thornberry (1998), with results from the
Rochester longitudinal study of delinquency, reports that 86 percent of serious delin-
quency is committed by gang members, who are also responsible for 68 percent of
violent delinquency and 70 percent of drug sales. Gang members are also more likely
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to own and carry guns. Snyder and Sickmund (2006) report that firearms were used in
78 percent of the murders of juveniles ages 12-17 years. A greater percentage of
African American versus white juvenile murder victims were killed with a firearm
(54% vs. 44%). Between 1984 and 1994, the number of juveniles who committed
murder with a firearm increased about 320 percent, whereas murders committed with-
out a firearm increased about 40 percent. Interestingly, only about 3 to 7 percent of
non-gun owners or sport owners were involved in drug sales (Huizinga et al., 1995).

Gang membership seems to be more predominant among ethnic minority youth
members, as reported by heads of law enforcement agencies who indicate that 47 per-
cent of Latino, 31 percent of African American, 13 percent of non-Hispanic white, and
7 percent of Asian youths are gang affiliated (as cited in U.S. DHHS, 2001, p. 33).
Importantly, youth involved in gangs seem to do so later in their adolescent develop-
ment, resulting in more dysfunctional results including school dropout, out-of-wedlock
parenthood, and unstable employment.

Attention has been given to the degree to which violent acts for youth occur as a
result of gang affiliation and drug trafficking. The National Youth Gang Survey esti-
mates that 46 percent of youth gang members are involved in street drug sales (Egley
& Major, 2004). Though Blumstein and Wallman (2000) argue that multiple complex
factors were involved in the decreasing trends in homicide, they surmise that drops in
trafficking of crack cocaine (a cheaper, inexpensive version of cocaine favored by
African Americans) also contributed to the lower trends.

However, it is important to note that minority youth, who are disproportionately
involved in homicide and violence, evidence lower rates of substance use. According
to data from the Monitoring the Future Study (Johnston, O’Malley, Bachman, &
Schulenberg, 2004), in 2003, 10 percent of African American high school seniors said
they had smoked cigarettes in the past 30 days, compared with 29 percent of whites.
Fewer than one-third of African American seniors reported alcohol use in the past 30
days, compared with more than one-half of white. Of youth ages 12—-14 who reported
alcohol use (11% of youth in this age group), 27 percent said they used marijuana and
17 percent reported selling drugs, demonstrating a small amount of comorbidity
between drug use and trafficking.

Contextual Factors and Violence

Understanding the contextual factors affecting violence is important to determining
future directions for stemming the tide of homicide and violence among youth. It has
become common knowledge that in contrast to adult crimes, which increase hourly
between morning and evening hours, juvenile crimes peak between 3 and 4 p.m., fall to
alower level in the early evening hours, and decline substantially after 9 p.m. (Gottfredson
etal., 2004; Snyder & Sickmund, 2006). Further, youth are 140 percent more likely to be
victimized on school days than on non-school days (weekends and summer months).
Interestingly, juvenile crimes are more likely to occur in a residence (64%), with only 19
percent occuring outdoors, 10 percent in commercial areas, and 6 percent in a school.
This evidence suggests that prevention programming targeted at offering supervision
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during out-of-school time could potentially stem the tide of youth problem behavior and
offer opportunities for positive youth development (Smith, 2007).

Neighborhood/Community Factors, and Violence Among African
American Youth

Community characteristics such as concentrated poverty, unemployment, educational
attainment level, vacant housing, and racial/ethnic heterogeneity are risk factors for
violence, including homicide, injury, and physical abuse (Peeples & Loeber, 1994;
Sampson, 2003). Interestingly, African American boys who do not live in underclass
neighborhoods have similar rates of delinquent behavior as white boys once poverty
and single-parent family structure are accounted for (Peeples & Loeber, 1994).
Several physical community characteristics are known correlates of violence.
African Americans adolescents are more likely to live in communities characterized
with concentrated poverty, vacant housing, and low educational attainment (Sampson,
2003), compared to whites. These characteristics may co-act to facilitate an environment
conducive to violence. Communities with high concentrated poverty and low levels of
educational attainment are known to be subject to a higher prevalence of violent events
among African American adolescents. Presumably, these citizens may feel less empow-
ered to influence their communities. Yet, with higher levels of collective efficacy, even
poorer neighborhoods can exhibit reduced violence and delinquency (Sampson,
Raudenbush, & Earls, 1997). On the other hand, neighborhoods with high rates of
vacancy are thought to provide unoccupied space for violent crimes or activities which
lead to violent crime. Furthermore, vacant housing decreases the property value of other
houses in the neighborhood and, as a result, contributes to the cycle of neighborhood
poverty. Adolescents who reside in neighborhoods characterized by high racial and eth-
nic heterogeneity are more likely to observe, participate in, or be victims of violence.
Exploring the relationship between adolescent development, social context, and
youth violence has been of interest to social scientists for nearly a century (Burton,
Obeidallah, & Allison, 1996). Of particular interest has been the influence of social
context on the youth outcomes of poor inner-city African American adolescents
(Anderson, 1999). For those African American adolescents living in communities
marked by social marginalization, social disorganization, lack of informal social con-
trol, few conventional role models, and limited connections to mainstream opportuni-
ties, the creation of an “oppositional culture” is spawned with its own “code.” As a
result of persistent alienation, hopelessness, dislocation from the labor market, institu-
tional racism, and structural inequality, the oppositional culture gives rise to a “street
culture,” which governs interpersonal relations on the street. This street culture
and street-oriented environment produces a set of informal rules known as “the code
of the street.” Regardless of an individual’s social orientation or status in the commu-
nity, African American adolescents in poor urban communities are expected to know
the code and the appropriate behavior for negotiating the code in public spaces. In
fact, many African American parents socialize adolescents to become familiar with the
code as an essential and necessary strategy to negotiate the inner-city environment.
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At the heart of the code is the campaign for respect, a highly valued commodity
on the streets of urban America. Anderson notes “respect is hard won but easily lost”
(Anderson, 1999). For African American adolescents, particularly young African
American males, this campaign for respect may place them in physical danger if they
experience public disgrace or disrespect. Anderson postulates that for those invested
in the code, even the most minor violations of the code (i.e., staring at an individual
too long, stepping on an individual’s sneaker without apology) may lead to fatal vio-
lence. Violence is often exacerbated by easy accessibility to firearms and may be sig-
nificantly correlated to homicide as the leading cause of death for African American
males ages 15-24 years.

For many poor urban African American male adolescents, incarceration or spend-
ing time detained in jail or prison may also result in increased social status and respect
in the street-oriented culture. Yet exposure to the criminal justice system often results
in increased violence and aggression (Petrosino, Turpin-Petrosino, & Buehler, 2003;
Petrosino, Turpin-Petrosino, & Finckenauer, 2000). In a study of African American
male youth recently released from a juvenile detention facility in Chicago, Teplin et al.
(2005) found the rates of early violent death to be four times higher than for the gen-
eral population of youth. Furthermore, more than 90 percent of all homicides among
this population were firearm-related (Teplin et al., 2005).

In spite of the oppositional culture and code of the street that thrives in many
inner-city communities, young African American males and parents familiar with the
code often utilize a variety of social resources and parenting to move their children out
of poverty and away from engaging in youth violence. Key to this discussion is the role
of social capital in the analysis of violence among young African American males.

SOCIAL CAPITAL: AN INNOVATIVE AND INTEGRATIVE
APPROACH TO YOUTH VIOLENCE

How social structures and cultures interact with individuals’ psycho-social development
to influence violent behavior is now a research priority for criminologists, especially
those concerned with violence and its effects on children’s social development (Reiss &
Roth, 1993). The theoretical concept of social capital is a valuable and innovative tool
for examining violent youth behavior because it integrates both individual and commu-
nity-level modes of analysis. Social capital is a multi-dimensional theoretical tool that
examines informal social controls, network ties (familial, extended “fictive” kinship,
friendships, and extra-local power), and mutually trusting relationships among individ-
uals and their potential buffering role in regard to youth violence (Sampson, 1992).
Thus, social capital is an important concept because it is lodged not only in individuals
but also in the social structures and organization of communities as well.

Furstenberg (1993) suggests that community social cohesion has indirect contex-
tual effects on the control of delinquency and youth violence by facilitating social cap-
ital available to families, particularly the establishment of effective monitoring and
supervision through parent-child and adult-peer social networks. Because few studies
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on youth violence among young African American males have effectively managed to
integrate both community- and individual-level analysis of the factors that may foster
or mitigate delinquent behavior, social capital is a theoretical tool ripe for this task.
Social capital also resides in the form of social organizations and social structures that
produce something of value for the individuals involved (Furstenberg, 1993).

Following up on the work conducted by prominent social capital and capitalization
theorists (Coleman, 1988; Hagan, 2002; and Furstenberg, 1993), the contextual analy-
sis of social capital and its relationship to youth violence will primarily focus on the
individuals’ connection to social networks composed of family and extended fictive
kinship networks (Stack, 1974; Jarrett, 1995, 1997). Family members are connected to
other families within communities through friendships and associations of parents and
children, and these contacts extend the social capital of the family out into the commu-
nity through schools, clubs, recreational sport organizations, and other voluntary
groups. This implies that social capital is not simply a property of individuals, but of
collectivities as well. Sampson and Laub (2005) concluded that parents who are well
situated within secure and supportive social networks usually are inclined or driven by
their capital positions to endow their children with forms of social, human, and cultural
capital that increase their likelihood of success in school and later in life. However, in
less advantaged community and family settings, parents who lack abundant social and
cultural capital are less able to endow or transmit opportunities to their children
and must continually adapt to diminished circumstances and opportunities they encoun-
ter (Hagan, 2002). Social capital potentially unites individuals within a neighborhood,
thereby initiating and enhancing a sense of collectivity (Rose & Clear, 1998). In com-
munities with large supplies of social capital, adolescents are encouraged to complete
their education, discouraged from delinquency and violence, and sanctioned appropri-
ately in informal and intimate relationships (Rose & Clear, 1998; Hagan, 2002).

It is important to highlight that the “involvement in delinquency or antisocial
behavior during adolescence is relatively common among young males but does not
generally lead to a life of serious crime. Not every troubled child becomes a delin-
quent; not every juvenile who commits an illegal offense becomes a habitual and
chronic offender; and not every juvenile offender becomes a career criminal” (Sullivan,
1989). Furstenberg and colleagues (1999) note that the presence or absence of social
capital in a community may be an important link between the structure of communi-
ties, families, and the development of children. Bonds to families, schools, communi-
ties, and other prosocial contexts can protect youth against the elaboration and
extension of problem behaviors, particularly participation in youth violence.

The Interaction of Neighborhood Effects, Social Capital,

and Youth Violence

At the most general level, community social organization may be conceptualized as
the ability of a community structure to realize the common values of its residents and
maintain effective social controls (Kornhauser, 1978; Bursik, 1988; Sampson &
Groves, 1989). Some of the more central and salient goals among inner-city residents
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and families are the collective desires to live in a safe and orderly environment free of
predatory crime, and to have adequate housing, effective schools, and a healthy living
environment for their children. In order to achieve these common and shared goals, infor-
mal role relationships are established to achieve social regulation (Kornhauser, 1978).

This social control approach to community is grounded in what social control the-
orists Kasarda and Janowitz (1974) coined the “systemic model,” where community is
viewed as a complex system of friendships and kinship networks, and formal and
informal associational ties rooted in family life, ongoing socialization processes,
and local institutions. Sampson and colleagues (1999) argue that this systemic
approach to social control is theoretically compatible with more recent formulations in
the recent social science literature of what has been termed social capital. Putnam
(1995) similarly defines social capital as “features of social organization such as net-
works, norms, and trust that facilitate coordination and cooperation by community
members for mutual benefit.”

In contrast, Sampson and Wilson (1995) argue that the loss of stable employment
among families living in distressed urban areas has undermined the collective social-
ization of youth, consequently decreasing social capital for youth and families.
Decreased social capital is reflected in the forms of less neighborhood monitoring
practices, institutional resources (i.e., inadequate and failing schools, and fewer recre-
ational activities), and fewer adult role models or “oldheads” (Anderson, 1999). The
result of a decreased pool of social capital (i.e., stable families and employed adult
African American males) within poor inner-city African American neighborhoods
plays a crucial role in weakening informal social controls and also weakens links of
local youth to wider social institutions and fostering of desired principles and values
(Kornhauser, 1978). Consequently, more unsupervised youth groups “hang out,” pro-
viding the opportunity for more serious crime and violence.

However, few research efforts have examined the effects of social capital and
family disruptions on inner-city variations in serious youth crime, and none of these
focused on racially disaggregated rates of African American male youth violence. This
despite research having consistently demonstrated the importance of community fam-
ily structure in predicting offending and victimization rates among African American
youth (Sampson, 1997).

A theoretical framework for integrating social disorganization theory with the
concept of social capital aids in our understanding of the effects of community and
family structure on crime. Furstenberg and colleagues (1999) note that “families pro-
vide a crucial link between community and the successful development of at-risk
youth.” Particular emphasis is placed on the family experience in creating social capi-
tal and “community-bridging strategies” for their children (Jarrett, 1995). Emerging
research examining the linkages between family and community has found that fami-
lies who feel closer to their communities are more efficacious in their parenting, which
results in youth who are less prone to negative peer affiliation (Simons, Simons, Burt,
Brody, Cutrona, 2005). There are numerous examples of the strategies devised by
families that create positive social networks across family, school, church, and
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community. Within extended familial networks a great deal of male role modeling
may occur (Richardson, 2009). Poor urban families often create their own strategies
for the successful development of young African American males through the use of
local basketball leagues with male mentoring programs, the Boy Scouts, or by simply
utilizing the positive male role models within their families and extended social net-
works such as uncles, older brothers, older cousins, family friends, etc. These men
often serve as surrogate parents to young African American men (Richardson, 2009).
Furthermore, structured and regular mentoring experiences, such as implemented by
the Big Brothers/Big Sisters Program, have been found to be effective in improving
youth achievement and reducing problem behavior (Grossman & Tierney, 1998).

These are merely a few of the examples that have been particularly useful in help-
ing to understand the microlevel differences in social context that contribute to explain-
ing how these young men and their families manage to ““ make it” (Furstenberg et al.,
1999), a term used to imply successful adolescent development in high-risk settings
over the life course in school and the community. How families, particularly parents,
manage social capital and are able to “work informal and formal systems” to access
and activate social resources for the social benefit of their children may be critical to
the level of engagement in serious youth violence.

Moreover, the effect of incarceration has disproportionately affected the social
capital of poor African American communities and families, severely weakening com-
munity structures and families, and their ability to self-regulate neighborhoods and
youth. In 2004, one out of three African American males aged 16 to 34 years, living in
metropolitan areas and contiguous counties, was admitted to prison. According to the
Pew Center on the States Report (Warren, 2008) entitled “One in 100: Behind Bars in
America 2008,” one in every fifteen black males age 18 or older is in jail or prison.
Furthermore, the lifetime probability of an African American male going to state or
federal prison is 29 percent. Consequently, the impact of incarceration on African
American communities has severely depleted the supplies of social capital in poor
urban areas already suffering from extreme social disorganization. Rose and Clear
(1998) argue that the impact of incarcerating African American males drains African
American communities and families of critical social resources. Men who leave their
communities for lengthy prison terms potentially “take with them the support they
have been providing to networks that sustain private and parochial controls” in poor
urban communities (p. 452). A lack of support and employment inhibits the ability of
many African American men to contribute both socially and economically (Wilson,
1987). Alternatively, Sullivan’s (1989) ethnographic study of young offenders found
that many of these young men contributed financially and socially to the welfare of
their neighborhoods, families, and children. Other ethnographies also show that young
male offenders live within close associational networks of families and children, and
act as resources to those networks (Rose & Clear, 1998). The caution here is that paren-
tal incarceration is considered an environmental risk factor (not a predestinating or bio-
logical one) for future violence and delinquency (Moffitt, 1987). At any rate, the depletion
of African American men via incarceration disrupts the potential for social capital
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and individual networks used by young at-risk African American males, which in turn
disrupts community networks. This process compounds a community’s inability to
provide informal social control over its youth. The literature review on neighborhood
effects and families and youth violence has documented that, at the basic level, the
absence of males limits the number of available men to supervise young people in
the community. Sampson and Groves (1989) have documented that the presence of
large numbers of unsupervised youth is predictive of serious crime and violence at the
neighborhood level.

Although we can hypothesize about the implications of these patterns, ironically,
not much is known about the social networks so fundamental to social capital and
social control among poor African American communities, families, and adolescent
males (Rose & Clear, 1998). Bourdieu (1986) suggests that “how the social networks
are used may be as valuable (or even more so) than social networks themselves.” Even
though we can assume that social capital enhances the neighborhood and families’
ability to self-regulate and self-control, within criminology not much work has focused
on the nature of networks and their impact on children, families, and communities in
regard to serious youth violence, specifically among at-risk young African American
males. The potential contribution of social capital to youth behavior is a ripe uncharted
area of scientific inquiry.

APPROACHES TO ADDRESSING YOUTH VIOLENCE
AND HOMICIDE: IMPLICATIONS FOR PREVENTION
AND INTERVENTION

Addressing the multilevel complexities of violence among African American youth
requires a culturally appropriate approach that takes into consideration the influence of
individual, family, and community characteristics which co-act to produce the epi-
demic of violence. Furthermore, if we are to be successful in reducing and eventually
eliminating violence, we must consider the elimination of deleterious risk factors, but
must also promote healthy protective factors. The PEN-3 Model (Airhihenbuwa,
1993), recognizing the role of the Person/Individual, Extended Family, and Neighbor-
hood in public health problems such as youth violence, is specifically designed to
facilitate intervention and policy planning across multiple contexts while considering
cultural aspects of the target populations of African descent.

Qualitative research has been helpful in identifying successful parenting strate-
gies. One of the successful strategies identified in qualitative studies of parenting in
high-risk communities is the family protection strategy (Jarrett, 1997). Family protec-
tion strategies include avoidance of dangerous areas, temporal use of the neighborhood,
restrictions on neighboring relations, and ideological support of mainstream orienta-
tions. Other successful parenting strategies identified were protective monitoring strat-
egies and parental resource-seeking strategies (Jarrett, 1997; Furstenberg, 2000).
Protective monitoring strategies include chaperonage, intensive collective supervision



Approaches to Addressing Youth Violence and Homicide 149

by adults, and community-bridging. Parental resource-seeking strategies encompass
parents who allocate a significant portion of their time and energy seeking out local
and extra-local resources and opportunities for the social benefit of their children.
Despite limited resources in poor African American communities, parents are able to
locate, access, and acquire social resources that buffer children from engaging in high-
risk behaviors. Resources within and outside the community are frequently accessed
through social relationships such as kinship ties, labor market connections, and rela-
tionships with neighbors and community institutions.

Empirical research has helped to validate some of these strategies uncovered by
ethnographic approaches. Substantial research has demonstrated the usefulness of pro-
grams for parents that are designed to help promote effective disciplinary practices,
monitoring, supervision, and warm family relationships (Conduct Problems Prevention
Research Group, 1999, 2002; Henggeler et al., 1997, 1999; Olds, 2002; Smith et al.,
2004; Webster-Stratton, 1998). More recently, there are approaches that draw on the
cultural traditions and strengths of African American families in fostering positive par-
enting and youth development (Murry et al., 2007).

As described above, there are additional strategies that have yet to be researched
extensively, including involving social fathers and fictive kin. The closest approach
approximating this strategy is the use of mentors, though these mentors are diverse in
terms of racial-ethnic background and socioeconomic status, with most being upwardly
mobile professionals (Grossman & Tierney, 1998). Research rarely examines the affec-
tive roles and functions of men in African American families. Men in extended familial
networks, such as uncles, play a significant role in the lives of African American male
youth as social fathers in the absence of the biological father. These men are valuable
forms of family-based social capital and social support in the lives of at-risk youth.
They often provide adult supervision, monitoring, and chaperonage (Jarrett, 1997).

Parental resource-seeking strategies that provide community bridges to social
resources and cultural activities, extending beyond the local community, are also suc-
cessful parenting practices. Community-bridging parenting strategies provide the
opportunity for parents to connect at-risk African American youth to human, social,
and cultural capital outside of the local community. This strategy exposes African
American male youth imprisoned by a world of poverty to mainstream educational,
social, and cultural opportunities. Examples of these educational, social, and cultural
opportunities are programs such as the Fresh Air Fund, A Better Chance, AAU
Basketball Leagues, etc. Exposing at-risk African American male youth to social
worlds that extend beyond the local community provides an alternate reality not lim-
ited to daily survival, the code of the street, violence, and poverty.

Similarly, empirical work is beginning to examine approaches aimed at strategies
that combine approaches designed to enhance both family processes and linkages to
helpful community resources (Huston et al., 2001, 2005). The New Hope Project pro-
vides child care and structured community offerings in addition to helping to support
parents in rearing their young. Children engaged in the project are found to spend more
time in supervised engaging offerings in the afternoon than nonparticipating children.
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The project has been found to exhibit benefits to both families and to their children in
terms of their academic achievement and reductions in problem behavior.

With this idea of connecting families to community resources, more work is being
conducted in community-based out-of-school learning opportunities and after-school
programs as a mechanism for fostering youth positive engagement in the community
and social capital. Though few rigorous trials exist, preliminary evidence suggests that
after-school settings can be helpful in reducing problem behavior and promoting posi-
tive youth development (Durlak & Weissberg, 2007; Gottfredson et al., 2004).

In sum, for interventions and policies to be effective in reversing the epidemic of
violence, they must account for the African American youth within multiple contexts,
positive and negative influences from multiple sources, and most importantly, how
sociocultural factors shape the contexts of African American youth.
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Organ and tissue transplantation has extended and saved lives, improved quality of
life, decreased overall mortality from certain diseases and conditions, and is the pre-
ferred therapy for many types of end-organ failure. However, the gap between the
number of transplants needed and the number of organs available for transplant con-
tinues to increase. Viable organs for transplantation are a scarce resource, particularly
for African Americans, and a disproportionate number of African Americans suffer
from diseases that cause end-stage organ failure (U.S. Department of Health and
Human Services [DHHS], 2008). At the same time, rates of organ donation on the part
of African Americans do not match the greater need for organs. The task of narrowing
the disparity in supply and demand is a difficult one.
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In this chapter, we will describe the gap between the demand for transplants and
the supply of organs for African Americans, and we will explore the factors that serve
to increase demand and limit supply. We will also explore current strategies to reduce
the gap between supply and demand, and in doing so raise several ethical concerns
currently being debated in the field. We conclude with a discussion of the mechanisms
through which new policies could work to narrow the gap.

THE NEED FOR TRANSPLANTATION AMONG MINORITIES

Ethnic/racial minorities comprise approximately 33 percent of the U.S. population but
account for more than 53 percent of the 100,300 persons on the national transplant
waiting list (Organ Procurement and Transplantation Network [OPTN], 2008a). Trends
among ethnic/minorities are particularly dramatic among African Americans. Over the
past decade, African Americans have consistently suffered disproportionately greater
rates of organ failure than whites. When compared to their white counterparts, African
Americans are up to four times more likely to develop end-stage kidney disease
(United States Renal Data System [USRDS], 2008), up to four times more likely to
develop heart failure (Loehr, Rosamond, Chang, Folsom, & Chambless, 2008), and
more than twice as likely to develop diseases leading to liver failure (Nguyen, Segev, &
Thuluvath, 2007).

Relative to the need for transplants, rates of organ and tissue donation among
African Americans are comparatively low. Although African Americans donate at
population parity, accounting for approximately 14 percent of living and deceased
donations in 2008 (see Figure 9.1; OPTN, 2008a), they comprised approximately 30
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percent of those on the waiting list to receive a life-saving organ in 2008 (see Figure 9.2;
OPTN, 2008b). Moreover, over 90 percent of African Americans on the national trans-
plant waiting list are in need of a kidney (OPTN, 2008b). Although cross-race trans-
plantation is the norm, transplantation is often most successful when donated organs
are matched to others who are genetically similar. The kidney matching process is
heavily dependent on the similarity of the protein complex HLA (human lymphocyte
antigens), which is found abundantly in the immune system. Persons of the same
racial/ethnic group tend to have a better HLA match than persons across different
races (U.S. DHHS, 2008). Although recent improvements in immunosuppressant regi-
mens have helped to overcome some issues related to immunologic incompatibility
between donors and recipients, African Americans are among those most impacted by
the donor shortage. They spend more than twice the amount of time on the national
transplant waiting list and generally have less access to transplantation as compared to
whites (Louis, Sankar, & Ubel, 1997; Rozon-Solomon & Burrows, 1999; Danovitch
et al., 2005; Young & Gaston, 2003; USRDS, 2008).

EXAMINING THE FORCES OF DEMAND FOR TRANSPLANTS AND
SUPPLY OF ORGANS

Forces at several levels (individual, interpersonal, organizational, and systemic) drive
both demand for transplants and supply of organs (see Figure 9.3). Forces influencing
the demand for transplants include patient knowledge, preferences, communication
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Patient, Physician, and System Level Factors Affecting Demand
and Supply for Organ Transplants.
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patterns, and attitudes that affect the desire for transplantation at the patient level; phy-
sician perceptions, knowledge, and attitudes that affect their ability to help patients
achieve transplantation at the provider level; and system factors that affect rates at
which patients are placed on waiting lists or advance up waiting lists toward trans-
plants. Forces influencing the supply of organs for transplant include the general pub-
lic’s knowledge of the need for transplantation, religiosity, attitudes (such as fear or
distrust), and concerns that affect rates at which people are willing to become deceased
organ and tissue donors. In the case of living organ donation, families are often the
donors. Therefore family knowledge, communication, attitudes, and medical status



Examining the Forces of Demand for Transplants and Supply of Organs 161

play a role in the rates at which living donation occurs. Finally, the efficiency of organ
procurement at the time of potential donors’ deaths and efficiencies in the organ allo-
cation system both affect the rates at which organs are appropriately harvested and dis-
tributed for transplantation. In the following sections, we will discuss these forces in
more depth.

Factors Influencing Demand for Transplants

The demand for transplants is driven by patient factors (including patients’ knowledge
about transplant as a treatment option, their desire to receive a transplant, their com-
munication of their preferences for transplant, and attitudes they may have such as
trust), physician factors (including their perceptions of patients’ suitability for trans-
plant, their knowledge of patients’ preferences, communication, and agreement with
patients regarding patients’ preferences for transplant), and system factors (including
patients’ completion of clinical evaluations needed to receive transplants, placement
on transplant waiting lists, and movement up the waiting list). Barriers to African
Americans’ receipt of organ transplants have been demonstrated to exist at several
points in this scheme.

African American patients’ knowledge, preference, communication, and attitudes
have been demonstrated to be associated with their willingness to pursue transplanta-
tion as a treatment option. Two large multi-state studies of patients receiving dialysis
for kidney failure have revealed that African Americans were significantly less likely
than their white counterparts to report they were definitely interested in seeking a trans-
plant (Alexander & Sehgal, 1998; Ayanian, Cleary, Weissman, & Epstein, 1999).
However, one of these studies indicated that few patients learned about transplantation
as a treatment option before they developed kidney failure, with lowest rates of knowl-
edge among African American men and women (Ayanian et al., 1999). Other studies
have suggested that African American patients may be less likely than their white coun-
terparts to admit they need a transplant (Lunsford, Simpson, Chavin, Hildebrand, et al.,
2006), and may be hesitant to discuss their desires for a transplant with family because
of fears that potential family members (who could serve as living donors for some
transplants) might be at risk with living kidney donation (Lunsford, Simpson, Chavin,
Hildebrand, et al., 2006; Shilling et al., 2006; Waterman, Stanley, Covelli, et al., 2006).
Patient and family communication may play a role in the manner in which patients seek
both deceased and living transplantation. A recent study of African American patients
with kidney failure and their families indicated that although a majority of patients with
kidney failure reported they desired a kidney transplant, less than half reported they had
discussed their desires for a transplant with their spouses and children. In this same
study, patients and their family members often reported they had not discussed trans-
plantation as a treatment option with patients’ physicians, suggesting that a lack of
discussion between patients and physicians as well as among families may be a signifi-
cant obstacle for African Americans (Boulware et al., 2005). Studies also indicate that
African American patients’ fear of surgery and distrust of the medical community may
pose a significant barrier to seeking transplant therapy (Shilling et al., 2006).
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Practice patterns of physicians caring for patients with organ failure—the doctors
responsible for determining patients’ eligibility to receive transplants and for referring
patients for testing needed as part of the process for placing patients on transplant
waiting lists—have also been demonstrated to pose a barrier to the receipt of trans-
plants for African Americans. A large study of physicians and their patients with kid-
ney failure from five U.S. states indicated that, compared to their white counterparts,
African American patients who were considered (by independent clinical experts) to
be appropriate for receiving transplants were less likely than whites to be referred to
transplant centers for further evaluation and testing. This same study demonstrated
that whites deemed to be ineligible to receive a transplant were more likely than their
African American counterparts to be inappropriately referred to transplant centers for
further evaluation and testing, providing evidence of racial bias in physician practice
patterns (Epstein et al., 2000). A separate study performed in three U.S. states revealed
that African Americans receiving dialysis for kidney failure were less likely than their
white counterparts to have completed the testing and clinical evaluation needed to get
them placed on the kidney transplant waiting list (Alexander & Sehgal, 1998).

System factors, including health insurance and patients’ placement and movement
on the waiting list, have been demonstrated to play a role in access to organ trans-
plants. For kidney transplantation, studies have demonstrated that even when patients
have received all the testing needed to place them on the waiting list, rates of place-
ment on the list and rates of movement up the list are significantly less for African
Americans than for whites (Alexander & Sehgal, 1998, 2001). Several studies have
identified suboptimal access to private health insurance as a major barrier to placement
on transplant waiting lists. In a national study, both ethnic/racial minorities and whites
with government health insurance were significantly less likely than their counterparts
with private insurance to be placed on the waiting list for a transplant before dialysis.
Rates of placement on the waiting list were the lowest for minorities with government
health insurance (Keith, Ashby, Port, & Leichtman, 2008). Similarly, other studies
have identified being of the African American race and lacking private health insur-
ance as barriers to receiving heart transplants (Coughlin, Halabi, & Metayer, 1998).
Although a majority of patients with kidney failure receive either state or federal
government insurance, this benefit does not exist for patients with other forms of organ

failure, exacerbating racial differences in access to transplants for these organs (USRDS,
2008; King et al., 2005).

Factors Influencing Supply of Organs for Transplant

The supply of viable organs and tissues for transplant is influenced by factors related
to the public (including knowledge, religious views, distrust, fear, and concern about
social inequalities), family (including knowledge, family communication, distrust, and
health status), and system. All of these factors can potentially facilitate conversion of
a potential donor into an actual donor (see Figure 9.3). In the case of deceased dona-
tion, most donated organs come from patients who are declared brain dead, most often
as aresult of injury (e.g., brain hemorrhage and injuries such as motor vehicle crashes,
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asphyxiation, and stabbing or gunshot wounds) or disease (OPTN, 2008c). Thus, in
this situation, donation is contingent on the potential donor’s prior decision to become
a donor and the expression of this wish either verbally (by sharing one’s views with
family) or in written form (via a donor card or registering on the state donor registry
via one’s driver’s license). In the case of living donation, the potential donor must be
aware of living donation as an option, willing to donate, and able both physically and
mentally to serve as a donor. Considerable research literature suggests that multiple
barriers to expressing donation intentions, relevant to both living and deceased dona-
tion, exist, particularly among African Americans.

Although there is some evidence for African Americans’ support for donation
(Arriola, Perryman, & Doldren, 2005), research consistently finds that, compared to
people of other racial/ethnic groups, African Americans are less willing to engage in
both living and deceased donation (Boulware, et al., 2002; Morgan, Miller, &
Arasaratnam, 2003; Lunsford, Simpson, Chavin, Menching, et al., 2006). The under-
lying reasons for this finding are complex, but five general areas have been explored in
the research literature:

1. lack of knowledge of renal disease and the magnitude of the need for transplanta-
tion within the African American community (Arriola, Robinson, Perryman, &
Thompson, 2008b; Callender, Miles, & Hall, 2002);

2. religious myths, misperceptions, and superstitions that promote a desire to remain
whole when entering heaven (Arriola, Perryman, Doldren, Warren, & Robinson,
2007; Callender, Miles, Hall, & Gordon, 2002; Callender & Washington, 1997;
Durand, Decker, & Bruder, 2002; Hall et al., 1991; Thompson, 1993);

3. lack of trust in the health care system in general and the organ allocation system
specifically due in part to the legacy of the Tuskegee Syphyllis Study (Boulware,
Troll, Wang, & Powe, 2007; Callendar, Miles, Hall, & Gordon, 2002; Callender,
Hall, & Branch, 2001; Callender & Washington, 1997);

4. fear that signing an organ donor card might change the emphasis from life-saving
to organ donor priority in the event of an emergency, not realizing that the medi-
cal team is separate from the requesting and transplantation teams; and

5. fear that racism would cause organs donated by African Americans to go to white
patients (Callender, Miles, Hall, & Gordon, 2002; Callender, Miles, & Hall,
2002; Schutte & Kappel, 1997).

Patients may grapple with these concerns in advance of potentially becoming a
deceased donor, but the family of the deceased patient could also face these same con-
cerns at the time of consent for donation. These views can influence their decision of
whether to consent to donation of their family member’s organs, especially if the
patient has not made his/her wishes known.

In the case of living donation, the family dynamics around consent are quite differ-
ent. A family member has to personally consent to serve as a living donor. This cannot
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happen unless the patient and/or family member is aware that living donation is a via-
ble option. It also requires that there be enough open family communication for the
patient to be willing to approach a loved one and accept his or her offer of an organ
(Rodrigue, Cornell, Kaplan, & Howard, 2008a; Waterman, Stanley, Covelli, et al.,
2006; Shilling et al., 2006). One study found that of 115 dialysis clinic patients, 60 per-
cent never talked with anyone about the possibility of living donation, and 80 percent
actually refused to consider the possibility of receiving an organ from a family member
(Murray, Conrad, & Zarifian, 1999). Other studies have similarly found that many
patients refuse to have potential matching donors evaluated and are not willing to
actively pursue living donation as a treatment option (Gordon, 2001; Waterman,
Stanley, Barrett, et al., 2006; Kranenburg et al., 2005). A study of African American
patients with kidney failure and their families revealed that, despite high levels of
desire on the part of patients to seek a transplant, rates of family discussion about living
kidney transplantation were low, and family members often did not agree on whether a
discussion about transplantation or donation had occurred (Boulware et al., 2005).

Numerous patients choose to stay on dialysis due to concerns about harming the
potential donor, possible resentment after donation, graft rejection, and feelings of
indebtedness to the donor (Rodrigue et al., 2008a; Gordon, 2001; Waterman, Stanley,
Covelli, et al., 2006; Kranenburg et al., 2005). All of these feelings exist within a con-
text of distrust that the health care establishment will provide all the needed care for
the loved one serving as a living donor. Even when these barriers are overcome and the
decision is made for a family member to undergo evaluation as a potential living donor,
the actual living donation is thwarted for many African Americans by the presence of
conditions such as hypertension, heart disease, diabetes, kidney dysfunction, hepatitis,
high body mass indexes, and pancreas, bladder, and liver problems, all of which may
render potential living donors unsuitable (Lunsford, Simpson, Chavin, Menching,
et al., 2006; Reeves-Daniel et al., 2008; Shilling et al., 2006).

The final issue related to supply concerns the rate at which potential donors are
converted to actual donors. In the case of deceased donation, this is a function of the
requesting process, and research suggests that the families of African American
patients are less likely to be approached for donation (Guadagnoli et al., 1999;
Siminoff, Lawrence, & Arnold, 2003), have more negative attitudes toward donation
(Siminoff et al., 2003), and are less likely to agree to donation than are white patients
(Rodrigue, Cornell, & Howard, 2006; Siminoff et al., 2003). Certainly, many of the
previously discussed patient-level concerns are relevant to the families of African
American patients having more negative attitudes toward donation than the families of
white patients (e.g., religiosity, distrust of the health care system, fear, and concerns
about inequalities), but characteristics of the requesting process that contribute to con-
version also deserve attention. One characteristic that has garnered some research
attention is race/ethnicity of the procurer. One study found that same-race procurers
are more effective at obtaining consent to donation among families of African
American patients than those of a different race (Gentry, Brown-Holbert, & Andrews,
1997), although much more research is needed in this area.
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APPROACHES TO CREATING A STATE OF EQUILIBRIUM

Enhancing Access to Transplantation

Efforts to address barriers to the demand for organ and tissue transplantation have
focused primarily on enhancing potential organ recipients’ access to organ transplants
through interventions addressing the need for greater patient education about trans-
plantation as well as interventions focusing on provider and system-level contributions
to disparities in access. Though the intensity of efforts to improve access to transplants
have varied (originating from both public and private sources), few efforts have specif-
ically targeted minorities.

One notable exception is the Minority Organ/ Tissue Transplant Education Program
(MOTTEP), a National Institutes of Health—funded program that initially targeted
only African Americans and expanded to include Hispanic Americans, Asian
Americans, Pacific Islanders, Alaska Natives, and Native Americans. MOTTEP is a
demonstration research program with primary goals of

1. educating minority communities about organ and tissue transplantation,
empowering minority communities to develop transplant education programs,
increasing minority participation in organ and tissue transplant endeavors,
encouraging and increasing family discussions about organ and tissue donation,

increasing the number of minority individuals who donate organs and tissues, and

A

promoting healthy lifestyle choices to prevent the need for transplantation.

MOTTEP employs a variety of efforts to achieve its multifaceted goals, including
program marketing and public relations, dissemination of health messages and disease
prevention materials, and collaboration with other patient advocacy and policy organi-
zations to address disparities in organ donation and transplantation. The program has
been successful at establishing community-based networks through which health edu-
cation related to minority organ and tissue donation as well as transplantation is dis-
seminated. MOTTEP has successfully demonstrated effectiveness in affecting public
attitudes regarding health behaviors that contribute to the need for transplants
(Callender, Miles, & Hall, 2002).

Beyond MOTTEDP, few interventions have been designed to specifically enhance
rates at which minorities consider transplants. In a single study of a culturally sensi-
tive educational program (targeted toward both minorities and nonminorities) in which
potential kidney transplant recipients and their families met with transplant profes-
sionals in their homes to discuss transplantation, investigators reported an increase in
rates of pursuit of living kidney donation among all families, with a greater increase
among African Americans relative to whites (Rodrigue et al., 2008b). Few additional
interventions have been specifically designed to enhance minority patient and family
decision making regarding transplantation and to enhance access to transplantation
through education. Two such ongoing studies offer promise of their ability to potentially
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identify interventions that can increase rates of living kidney transplantation among
African Americans.

The Talking about Living Kidney Donation (TALK) Study is an ongoing Health
Resources and Services Administration—sponsored program that has developed a cul-
turally targeted intervention to enhance minority and nonminority rates of consider-
ation for living kidney transplant as a treatment option. This study is designed to assess
the effectiveness of an educational video and written educational materials to narrow
ethnic/racial disparities in access to live kidney transplantation by providing potential
transplant recipients knowledge about transplantation as a treatment option for kidney
failure and by enhancing family discussion of living transplantation as a treatment
option. The Providing Resources to Enhance PAtients’ REadiness to make Decisions
about kidney disease (PREPARED) Study is a recently funded NIH-sponsored pro-
gram that will assess the effectiveness of a culturally targeted educational intervention
to improve African Americans’ ability to make informed decisions about transplanta-
tion as a treatment option for kidney failure. Both the TALK and PREPARED studies
will contribute needed evidence regarding steps that are needed to address patient-
level barriers to the receipt of kidney transplants. These study findings may also trans-
late to other forms of transplantation as well.

Efforts aimed at addressing physician-level barriers to transplant have been limited
to date, and have primarily focused on health policies addressing the need for physi-
cians to educate patients regarding transplant in a more frequent and comprehensive
fashion. The Medicare Improvements for Patients and Providers Act of 2008 (H.R.
6331), enacted in July 2008, expands Medicare payments to physicians caring for
patients with kidney disease to provide reimbursement for up to six sessions of educa-
tion about all treatment options (including transplantation) for kidney failure, with an
emphasis of helping patients actively participate in their choice of a therapy (Medicare
Improvements, 2008). Though this legislation does not specifically target ethnic minori-
ties, it does specify that educational efforts should be tailored to individual patients’
needs. Similar policy interventions for other types of transplants have not been enacted.

Enhancing Rates of Organ Donation

Approaches to increasing the supply of available organs and tissues are broad and
exist at multiple levels. National and state legislation and policies, programs within
transplant centers, and national, state, and community-based public education inter-
ventions all have the goal of increasing the number of living and deceased donors. The
extent to which the effectiveness of these approaches has been scientifically evaluated
varies greatly, and certainly more work is needed in this area. Nevertheless, we provide
examples of how each of these approaches has been applied and discuss the relevance
to African Americans where appropriate.

First-person consent legislation, which is acknowledged in forty-eight of fifty states
(excluding Mississippi and New York) (United Network for Organ Sharing [UNOS],
2008a), is perhaps impacting the largest number of people. This law allows a potential
donor to be designated as such on a legally binding document such as a driver’s license
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or an official signed donor document. It also gives hospitals legal authority to proceed
with organ procurement and removes the burden of the donation decision from the fam-
ily and legal next-of-kin (UNOS, 2008a). This legislation has important implications
for African Americans, who tend to be characterized by strong extended family
networks. In situations in which there is disagreement among family members about
whether to consent to deceased donation (even though the decision technically rests
with the legal next-of-kin) it might ameliorate the situation to remove the burden of the
donation decision from the family when written documentation exists.

There has also been national and state legislation to support living donors. The
Organ Donation and Recovery Act is one of the most important federal laws with
respect to donation incentives. It has authorized $25 million in program development,
grants, reporting authority, and direct funding. One of the key provisions of the legisla-
tion is the development of a federal grant program that provides supplementary assis-
tance to potential living donors for travel and incidental nonmedical-related expenses
incurred during the process and as a result of individuals making a living donation
(Library of Congress, n.d). The goal of this program is to ease the donation burden so
economics do not impact the final choice of whether or not to donate. These types of
programs are particularly relevant to African American patients, many of whom see
financial barriers as significant deterrents to living donation for their family members.

As of January 1, 2006, twenty-seven states enacted legislation to provide support
for living donors. Of these, twenty-two states enacted legislation mandating paid leave
for donors, whereas only nine and three states enacted legislation mandating tax bene-
fits and unpaid leave, respectively (Boulware, Troll, Plantinga, & Powe, 2008; UNOS,
2008b). It is hoped legislation would enhance rates of donation by supporting donor
concerns, but recent studies reveal there has been no association between the enact-
ment of legislation and living related donation rates over the past sixteen years
(Boulware et al., 2008). The effect of legislation specifically on minority donation
rates is currently unknown.

Other mechanisms for financial support include the National Living Donor
Assistance Program, funded by the Division of Transplantation, which receives sup-
port per the Organ Donation and Recovery Improvement Act. This program, similar to
the legislation previously described, provides for travel, subsistence expenses, and
other nonmedical expenses to reduce financial disincentives to living donation
(National Living Donor Assistance Center, 2007). Similar programs that offer finan-
cial support to living donors (e.g., employment insurance, short-term disability, tax
credit for medical expenses, paid leave, travel, accommodations) exist in Canada,
France, and the United Kingdom (Klarenbach & Garg, 2006).

Whereas living donor support is widely accepted, much ethical debate has cen-
tered around actual compensation for living donors and/or the families of deceased
donors. The National Organ Transplant Act (NOTA) of 1984 implicitly prohibits “any
person knowingly to acquire, receive or otherwise transfer any human organ for valu-
able consideration for use in a human transplantation if the transfer affects interstate
commerce” (Organ Procurement and Transplantation Network [OPTN], 1984, p. 8).
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The purpose of this legislation was to protect the poor and disenfranchised from poten-
tial exploitation (Monaco, 2006; Siminoff & Mercer, 2001) and since its inception
several countries and the World Health Organization have implemented similar regu-
lations (World Health Organization [WHO], 1991, 2004). Whereas proponents of such
legislation argue that incentives are coercive to the poor and dehumanizing, opponents
disagree and think that individuals should be allowed to act autonomously, consistent
with their self-interests (Bryce et al., 2005; Matas, Hippen, & Satel, 2008).

In a national survey of attitudes regarding rewards for living donation, African
Americans were more likely than whites to be in favor of monetary incentives (e.g.,
tax breaks or credits, direct payment from the government, and financial compensation
from living donors’ employers) (Boulware, Troll, Wang, & Powe, 2006). With respect
to deceased donation, the question concerns whether offering financial incentives,
benefits, or reimbursements will actually increase donation rates. According to a study
conducted by Siminoff and colleagues (2001), only 20 percent of families would
appreciate a financial incentive and 92.5 percent of families that previously refused
donation would not be encouraged to donate if such an offer were made. The 2005
Gallup study of 2,500 individuals found similar results such that the majority of indi-
viduals would be unaffected by financial incentives to donate their own organs (74.2%)
as well as those of family members (72.4%) (Gallup Organization, 2005). In a national
study of attitudes toward financial rewards for deceased organ donation, fewer than 20
percent of all respondents were in favor of family members of organ donors receiving
cash incentives, although African Americans were somewhat more likely than their
white counterparts to favor this idea (Boulware et al., 2006).

At the center of many ethical debates is the use of expanded donor criteria (EDC)
for both living and deceased donor candidates (Merion, 2005; Schold et al., 2006;
Spital, 1997). Implemented in October 2002, the intent of this policy is to increase the
recovery and utilization of viable kidneys by expanding the higher-risk deceased donor
pool, thereby increasing the likelihood of transplantation, while improving the
efficiency of the allocation process (Schold et al., 2006). In general, the EDC policy
identifies higher-risk organs from deceased persons who have a prior history of hyper-
tension, diabetes, stroke, and Hepatitis B or C. This is particularly relevant to African
Americans because they suffer from many of these comorbidities, thereby preventing
them from being able to serve as donors. A deceased donor of older age (i.e., greater
than 60) is also identified as being of higher risk per the EDC policy. According to
EDC policy, transplant recipient candidates are informed of the risks involved with
consent to accept an EDC transplant. By consenting to receive an EDC kidney, candi-
date wait time is potentially reduced in exchange for receiving an organ that is poten-
tially of a lower quality.

There is also public education at the national, state, and local levels targeting
African Americans. For example, MOTTEP, which was previously described, repre-
sents the first national education campaign in the United States to systematically target
minorities with education relative to organ and tissue transplantation. Project ACTS:
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About Choices in Transplantation and Sharing is another example. This National
Institutes of Health—funded culturally sensitive family-focused self-education inter-
vention was developed to increase readiness for organ and tissue donation among
African American adults. Developed for delivery in a community setting, the Project
ACTS intervention package consists of a DVD or VHS, an educational pamphlet, a
donor card, a National Donor Sabbath pendant, and several additional items embossed
with the project name and logo (e.g., pen, notepad, refrigerator magnet, and book-
mark). The DVD/VHS is hosted by gospel singing group Trin-i-tee 5:7, and features
excerpts from individual and family conversations about beliefs, attitudes, myths, mis-
conceptions, and fears about the organ donation/transplantation process. Interspersed
throughout the video are biblical and spiritual themes to encourage organ donation
(e.g., an excerpt from the biblical Book of Acts 20:35, “It is more blessed to give than
to receive”). Additionally, the DVD/VHS seeks to motivate viewers by including
heartfelt personal stories from individual organ recipients, donor family members,
those on the waiting list to receive an organ, and living donors. The Project ACTS edu-
cational booklet contains statistical information on the overrepresentation of African
Americans on the waiting list, information on how the allocation system works,
resources for additional information, and a donor card.

To evaluate the effectiveness of the intervention, nine churches (N=425 partici-
pants) were randomly assigned to receive donation education materials currently avail-
able to consumers (control group) or Project ACTS educational materials (intervention
group). The primary outcomes assessed at one-year follow-up were readiness to express
donation intentions via one’s driver’s license, donor card, and discussion with family.
Results indicate a significant increase in readiness to discuss donation intentions with
family among participants in the intervention group as compared to the control group
(p < .05). Additionally, all participants significantly increased in their readiness to sign
a donor card at follow-up, regardless of condition (p < .01). However, there were no
significant changes in readiness to express donation intentions via one’s driver’s
license. Project ACTS may be an effective tool for stimulating family discussion of
donation intentions among African Americans, although additional research is needed
to explore how to more effectively impact written intentions (Arriola et al., 2008a).

At the transplant center level there are donor matching programs and paired
exchange programs (Mahendran & Veitch, 2007; Marshall, 2008). In many circum-
stances a would-be living donor is medically incompatible with the intended recipient
due to a mismatch of ABO blood group or HLLAs, which are essential in the matching
process for most organs. As a result, multiple living donation paired exchange pro-
grams have been developed to create a mechanism for two live donors who are other-
wise incompatible with their intended recipients to essentially “swap” organs so that
appropriately matched recipients receive the needed organ. However, the ethics of
these and similar unrelated living donation programs are often debated because they
are viewed by some as creating a mechanism for commercial interests to be served
(Spital, 1997; Stephan, Barbari, & Younan, 2007).
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POLICY IMPLICATIONS, RECOMMENDATIONS FOR CLOSING
THE GAP, AND CONCLUSIONS

The broad array of issues encompassed by the tension between demand and supply of
organs for transplantation leaves tremendous opportunities for policy interventions to
significantly impact rates of transplant, particularly for racial/ethnic minorities. Although
many of the ethical dilemmas facing policymakers may not be easily addressed, there
are several aspects of the supply/demand gap that might be more easily addressed
and could still have a significant impact in enhancing rates of transplantation for
minorities.
Policies to enhance access to transplantation should address:

1. minority patients’ access to information about transplantation as a treatment
option,

2. physician barriers to transplants, and
3. gaps in health insurance that limit access to life-saving transplant therapy.

Although Medicare has already mandated improved education for persons with
kidney failure, the content of newly mandated educational programs has yet to be
established. Efforts to ensure that educational programs provide balanced perspectives
of all treatment options, with equal attention paid to benefits and risks of transplant
therapy, will provide patients greater opportunity to choose treatments based on their
preferences for length and quality of life. Similar legislation is needed to ensure
patients suffering from other forms of organ failure also have equal access to educa-
tion regarding transplant therapies. Policies designed to enhance education should
focus attention on addressing health literacy issues documented among minorities
(Georges, Bolton, & Bennett, 2004; Osborn et al., 2007). Policies to improve physi-
cian practice patterns regarding improved access to transplantation should focus on
enhancing physician education and training, with emphasis on educating physicians
regarding clinical criteria for transplant eligibility, helping physicians assess patients’
preferences for care, and guiding physicians on the optimal methods through which
transplantation can be discussed with patients and their families.

The development and implementation of approaches to enhance patient education
should be guided by rigorously tested interventions. Although Medicare provides cov-
erage for dialysis and transplantation for patients with kidney failure, similar coverage
for other organ transplants does not exist, creating large inequities in access to care
based on access to private health insurance as well as private insurers’ coverage poli-
cies. Efforts should be made to broaden coverage for all persons with organ failure, as
well as to enhance coverage for persons receiving kidney transplants. For instance,
three years after a successful kidney transplant, Medicare coverage ceases. This has
been demonstrated to affect rates of transplant graft failure, with a possibly dispropor-
tionate effect on minorities (Butkus, Meydrech, & Raju, 1992; Centers for Medicare &
Medicaid Services [CMMS], 2008). Efforts to address deficiencies in existing legislation
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could therefore not only improve access to transplant but also improve long-term clin-
ical outcomes.
Policies to enhance the supply of organs should

1. address public knowledge of the need for organ donation and encourage family
discussion of donation plans,

2. enhance transparency of organ allocation systems and current policies protecting
donors, and

3. address inequities in health care that contribute to the lack of trust strongly asso-
ciated with poor donation rates in minority communities.

Current efforts to enhance donation rates are focused on enhancing public knowl-
edge and encouraging donation plans, but likely need greater penetration among eth-
nic minority communities. Efforts should be made to enhance minorities’ knowledge
about the greater need for transplants among ethnic minorities and the benefits of
donation, with special attention paid to the optimal venues/settings (e.g., religious set-
tings) in which such messages should be delivered. Greater clarification of the various
allocation systems for organs is needed, and will likely enhance rates at which public
trust, and in particular the trust of minorities, can be enhanced. Additional ongoing
efforts on the part of local, state, and federal agencies to address past failures of the
U.S. public health system to act in the best interest of minorities are needed to enhance
overall rates of trust and willingness on the part of ethnic minorities to engage in organ
donation. Such efforts should simultaneously address issues of historic and current
racism and discrimination in health care that contribute to poorer health of minorities
compared to nonminorities.

In conclusion, a broad variety of factors contribute to the widening gap between the
number of viable organs for transplant and the need for transplantation among African
American patients with end-stage organ failure. There is a need for scientifically rigor-
ous, theoretically driven, population-based multilevel research that continues to develop
knowledge in this area in order to inform the development of behavioral and policy
interventions. The possibility exists for reducing this current gap in supply and demand,
which disproportionately impacts African Americans, while restoring African Americans’
trust in the transplantation system and ultimately improving the health of all.
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AFRICAN AMERICANS
ON THE FRONT LINE OF
ENVIRONMENTAL ASSAULT

ROBERT D. BULLARD
GLENN S. JOHNSON
ANGEL O. TORRES

Despite significant improvements in environmental protection over the past several
decades, millions of African Americans continue to live in unsafe and unhealthy phys-
ical environments. Many economically impoverished communities and their inhabit-
ants are exposed to greater health hazards in their homes, on the jobs, and in their
neighborhoods than are their more affluent counterparts (Bullard, 1994a; Bryant &
Mohai, 1992). Hardly a day passes without the media discovering some community or
neighborhood fighting a landfill, incinerator, chemical plant, or some other polluting
industry. This was not always the case.

This chapter attempts to lay the historical foundations and social context of the
environmental justice movement (EJM) in the United States. It provides a critique
and analysis of government policies and industry practices that endanger the health and
safety of African Americans in their neighborhoods, workplaces, and playgrounds. Our
discussion also examines the role of grassroots groups, community-based organiza-
tions, and black institutions in dismantling the legacy of environmental racism (ER).
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HISTORICAL BACKDROP

Just three decades ago, the concept of environmental justice (EJ) had not registered on
the radar screens of environmental, civil rights, or social justice groups (Bullard,
1994b). Nevertheless, it should not be forgotten that Dr. Martin Luther King Jr. went to
Memphis in 1968 on an environmental and economic justice mission for the striking
black garbage workers. The strikers were demanding equal pay and better work condi-
tions. Of course, Dr. King was assassinated before he could complete his mission.

Another landmark garbage dispute took place a decade later in Houston, when
African American homeowners began a bitter fight to keep a sanitary landfill out of
their suburban middle-income neighborhood (Bullard, 1983). Residents formed the
Northeast Community Action Group or NECAG. NECAG and their attorney, Linda
McKeever Bullard, filed a class action lawsuit to block the facility from being built.
The 1979 lawsuit, Bean v. Southwestern Waste Management, Inc., was the first of its
kind to challenge the siting of a waste facility under civil rights law. The landmark
Houston case occurred three years before the environmental justice movement was
catapulted into the national limelight in rural and mostly African American Warren
County, North Carolina.

The environmental justice movement has come a long way since its humble begin-
ning in Warren County, North Carolina, where a PCB landfill ignited protests and over
five hundred arrests. The Warren County protests provided the impetus for a U.S. General
Accounting Office (1983) study, Siting of Hazardous Waste Landyfills and Their Correlation
with Racial and Economic Status of Surrounding Communities. That study revealed that
three out of four of the off-site, commercial hazardous waste landfills in Region Four
(which includes Alabama, Florida, Georgia, Kentucky, Mississippi, North Carolina, South
Carolina, and Tennessee) happened to be located in predominantly African American
communities, although African Americans made up only 20 percent of the region’s popu-
lation. The protests in North Carolina put “environmental racism” on the map.

The protests also led the Commission for Racial Justice (1987) to produce Toxic
Wastes and Race, the first national study to correlate waste facility sites and demo-
graphic characteristics. Race was found to be the most potent variable in predicting
where these facilities were located—more powerful than poverty, land values, and
home ownership. The Toxic Wastes and Race at Twenty 1987-2007 report concludes
that significant racial and socioeconomic disparities persist in the distribution of the
nation’s commercial hazardous waste facilities. The current assessment uses newer
methods that better match where people and hazardous waste facilities are located,
and in fact, people of color are found to be more concentrated around hazardous waste
facilities than previously shown (Bullard 2007a). In 1990, Dumping in Dixie: Race,
Class, and Environmental Quality chronicled the convergence of two social move-
ments—social justice and environmental movements—into the environmental justice
movement (Bullard, 1994a). This book highlighted African American environmental
activism in the South, the same region that gave birth to the modern civil rights move-
ment. What started out as local and often isolated community-based struggles against
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toxics and facility siting blossomed into a multi-issue, multi-ethnic, and multi-regional
movement.

The 1991 First National People of Color Environmental Leadership Summit
was the most important single event in the environmental justice movement’s history.
The Summit broadened the movement beyond its somewhat narrow anti-toxics focus
to include issues of public health, worker safety, land use, transportation, housing,
resource allocation, and community empowerment (Lang Lee, 1992). The meeting
also demonstrated that it is possible to build a multi-racial grassroots movement around
environmental and economic justice (Alston, 1992).

Held in Washington, D.C., the four-day Summit was attended by over 650 grass-
roots and national leaders from around the world. Delegates came from all fifty states,
Puerto Rico, Chile, Mexico, and as far away as the Marshall Islands. People attended
the Summit to share their action strategies, redefine the environmental movement, and
develop common plans for addressing environmental problems affecting people of
color in the United States and around the world.

On September 27, 1991, Summit delegates adopted 17 “Principles of Environ-
mental Justice.” These principles were developed as a guide for organizing, network-
ing, and relating to government nongovernmental organizations (NGOs). By June 1992,
Spanish and Portuguese translations of the Principles were being used and circulated by
NGOs and environmental justice groups at the Earth Summit in Rio de Janeiro.

The publication of the People of Color Environmental Groups Directory in 1992,
1994, and 2000 further illustrates that environmental justice organizations are found in
the United States from coast to coast, in Puerto Rico, in Mexico, and in Canada.
Groups have come to embrace a wide range of issues, including public health, chil-
dren’s health, pollution prevention, facility siting, housing, brownfields, community
reinvestment, air pollution, urban sprawl, land use, worker safety, public participation,
transportation discrimination, smart growth, and regional equity (Bullard, 2000).

Warren County PCB Landfill Detoxification

In December 2003, after waiting more than two decades, an environmental justice vic-
tory finally came to the residents of predominantly black Warren County, North
Carolina. Since 1982, county residents had lived with the legacy of a 142-acre toxic-
waste dump. The toxic-waste dump was forced on the tiny Afton community—more
than 84 percent of which was black in 1982—helping trigger the national EIM. While
the “midnight dumpers” were fined and jailed, the innocent Afton community was
handed a twenty-year sentence of living in a toxic-waste prison.

The PCB landfill became the most recognized symbol in the county. Despite the
stigma, Warren County also became a symbol of the EJM. Warren County residents
pleaded for a more permanent solution, rather than a cheap “quick fix” that would
eventually end up with the PCBs leaking into the groundwater and wells. Their voices
fell on deaf ears. State and federal officials chose to build a landfill, the cheap way out.
By 1993, the landfill was failing, and for a decade community leaders pressed the state
to decontaminate the site.
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Detoxification work finally began on the dump in June 2001 and the last clean-up
work ended in December 2003. State and federal sources spent $18 million to detoxify
or neutralize contaminated soil stored at the Warren County PCB landfill (Rawlins,
2003). A private contractor hired by the state dug up and burned 81,500 tons of oil-
laced soil in a kiln that reached more than 800 degrees Fahrenheit to remove the
PCBs (polychlorinated biphenyls). The soil was put back in a football-field-size pit,
re-covered to form a mound, graded, and seeded with grass.

This was no small win given state deficits, budget cuts, and past broken promises, but
residents and officials still must grapple with what to do with the site. Even after detoxifi-
cation, some Warren County residents still question the completeness of the clean-up,
especially contamination that may have migrated beyond the three-acre landfill site—into
the 137-acre buffer zone that surrounds the landfill and the nearby creek and outlet basin.
PCBs are persistent, bioaccumulative, and toxic pollutants (PBTs). That is, they are highly
toxic, long-lasting substances that can build up in the food chain to levels that are harmful
to human and ecosystem health. PCBs are not something most Americans would want as
a next-door neighbor. PCBs are probable human carcinogens. They also cause develop-
mental effects such as low birth weight, and they disrupt hormone function.

Warren County is located in eastern North Carolina. The twenty-nine counties
located “Down East” are noticeably different from the rest of North Carolina (Ricketts &
Pope, 2002). According to the 2000 census, whites comprised 62 percent of the popula-
tion in eastern North Carolina and 72 percent statewide. Blacks are concentrated in the
northeastern and the central parts of the region. Warren County is one of six counties in
the region where blacks comprised a majority of the population in 2000: Bertie County
(62.3%), Hertford (59.6%), Northhampton (59.4%), Edgecombe (57.5%), Warren
(54.5%), and Halifax (52.6%). Eastern North Carolina is also significantly poorer than
the rest of the state (McLaughlin, n.d.). In 1999, per capita income in North Carolina
was $26,463, but in the eastern region it was only $18,550 (Ricketts & Pope, 2002).

Warren County is vulnerable to a “quadruple whammy” of being mostly black,
poor, rural, and politically powerless. In 1980, not long before the toxic-waste dump
was established, the county had a population of 16,232. Blacks comprised 63.7 per-
cent of the county population and 24.2 percent of the state population. The county
continues to be economically worse off than the state as a whole on all major social
indicators. Per capita income for Warren County residents was $6,984 in 1982 com-
pared with $9,283 for the state. Warren County residents earned about 75 percent of
the average state per capita income. Infrastructure development in this part of North
Carolina diverted traffic and economic development away from Warren County.
Generally, development often follows along major highways, but economic develop-
ment bypassed much of the county. Over 19.4 percent of Warren County residents
(compared with 12.3% of state residents) lived below the poverty level in 1999. Warren
County has failed to attract new business.

It is important that the state finally detoxified the Warren County PCB landfill—a
problem it created for local residents. This is a major victory for local residents and
the EJM. However, it is also important that the surrounding land area and local com-
munity be made environmentally whole. Detoxifying the landfill does not bring the
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community back to its pre-1982 PCB-free environmental condition. Soil still contain-
ing low PCB levels is buried at least fifteen feet below the surface in the dump.
Government officials claim the site is safe and suitable for reuse. However none of
them live next door to the dump. There remain questions about suitable reuse of the site,
and there is no evidence that the land has been brought back to its pre-1982 condition—
where homes with deep basements could have been built and occupied and backyard
vegetable gardens grown with little worry about toxic contamination or safety.

The placement of the PCB landfill in Afton is a textbook case of environmental
racism. Around the world, environmental racism is defined as a human rights violation.
Strong and persuasive arguments have been made for reparations as a remedy for seri-
ous human rights abuse. Under traditional human rights law and policy, we expect gov-
ernments that practice or tolerate racial discrimination to acknowledge and end this
human rights violation and compensate the victims. Environmental remediation is not
reparations. Justice will not be complete until the 20,000 Warren County residents
receive a public apology and some form of financial reparations for the two decades of
economic loss, psychological damage, and mental anguish they have suffered. How
much reparations should be paid is problematic because it is difficult for anyone to put
a price tag on peace of mind. At minimum, Warren County residents should be paid
reparations equal to the cost of detoxifying the landfill site, or $18 million. Another rep-
arations formula might include payment of a minimum of $1 million a year for every
year the mostly black Afton community hosted the PCB landfill, totaling $21 million.

Until the impacted community is made whole, the PCB-landfill detoxification vic-
tory won by the tenacity and perseverance of local Warren County residents will
remain incomplete.

THE ENVIRONMENTAL JUSTICE PARADIGM

Despite significant improvements in environmental protection over the past several decades,
millions of Americans continue to live in unsafe and unhealthy physical environments. As
we stated earlier, many economically impoverished communities and their inhabitants are
exposed to greater health hazards in their homes, on the jobs, and in their neighborhoods
when compared to their more affluent counterparts (Bullard, 1994a, 1994b; U.S. EPA,
1992; Bryant & Mohai, 1992; Bryant, 1995; Calloway & Decker, 1997; Collin & Morris:
Collin & Morris Collin, 1998). When it comes to enforcing the rights of poor people and
people of color in the United States, government officials often look the other way. Unequal
enforcement has left a gaping environmental protection hole in many poor communities
and communities of color. Waiting for government to act is a recipe for disaster.

From New York to Los Angeles, grassroots community resistance has emerged in
response to practices, policies, and conditions that residents have judged to be unjust,
unfair, and illegal. Some of these conditions include:

1. unequal enforcement of environmental, civil rights, and public health laws;

2. differential exposure of some populations to harmful chemicals, pesticides, and
other toxins in the home, school, neighborhood, and workplace;
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3. faulty assumptions in calculating, assessing, and managing risks;
discriminatory zoning and land-use practices; and

5. exclusionary practices that limit some individuals and groups from participation
in decision making (Lee, 1992; Bullard, 1993c).

Environmental justice is defined as the fair treatment and meaningful involvement
of all people regardless of race, color, national origin, or income with respect to the
development, implementation, and enforcement of environmental laws, regulations,
and policies. Fair treatment means that no group of people, including racial, ethnic, or
socioeconomic groups, should bear a disproportionate share of the negative environ-
mental consequences resulting from industrial, municipal, and commercial operations
or the execution of federal, state, local, and tribal programs and policies (U.S. EPA,
1998). Yet a growing body of evidence reveals that people of color and low-income
persons have borne greater environmental and health risks than the society at large in
their neighborhoods, workplaces, and playgrounds (Johnson, et al. 1992; National
Institute for Environmental Health Sciences, 1995).

During its forty-year history, the U.S. Environmental Protection Agency (EPA)
has not always recognized that many government and industry practices have adverse
impact (whether intended or unintended) on poor people and people of color. Growing
grassroots community resistance emerged in response to practices, policies, and con-
ditions that residents judged to be unjust, unfair, and illegal. The EPA is mandated to
enforce the nation’s environmental laws and regulations equally across the board. It is
required to protect all Americans, not just individuals or groups who can afford law-
yers, lobbyists, and experts. Environmental protection is not a privilege reserved for a
few who can “vote with their feet” and escape or fend off environmental stressors.

The current environmental protection apparatus manages, regulates, and distrib-
utes risks (Bullard, 1996). The dominant environmental protection paradigm institu-
tionalizes unequal enforcement; trades human health for profit; places the burden of
proof on the “victims” and not the polluting industry; legitimates human exposure to
harmful chemicals, pesticides, and hazardous substances; promotes “risky” technolo-
gies; exploits the vulnerability of economically and politically disenfranchised com-
munities; subsidizes ecological destruction; creates an industry around risk assessment
and risk management; delays clean-up actions; and fails to develop pollution preven-
tion as the overarching and dominant strategy (Bullard, 1993a, 1993b).

On the other hand, the environmental justice paradigm embraces a holistic
approach to formulating environmental health policies and regulations, developing
risk reduction strategies for multiple, cumulative, and synergistic risks, ensuring pub-
lic health, enhancing public participation in environmental decision making, building
infrastructure for achieving environmental justice and sustainable communities, ensur-
ing interagency cooperation and coordination, developing innovative public/private
partnerships and collaboratives, enhancing community-based pollution prevention
strategies, ensuring community-based sustainable economic development, and devel-
oping geographically oriented community-wide programming.
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The question of EJ is not anchored in a debate about whether or not decision mak-
ers should tinker with risk assessment and risk management. The environmental jus-
tice framework (EJF) rests on developing tools and strategies to eliminate unfair,
unjust, and inequitable conditions and decisions (Bullard, 1996). The framework also
attempts to uncover the underlying assumptions that may contribute to and produce
differential exposure and unequal protection. It brings to the surface the ethical and
political questions of “who gets what, when, why, and how much.” Some general char-
acteristics of this framework include

adopting a public health model of prevention (i.e., elimination of the threat before
harm occurs) as the preferred strategy.

shifting the burden of proof to polluters/dischargers who do harm, who discrimi-
nate, or who do not give equal protection to people of color, low-income persons,
and other “protected” classes.

allowing disparate impact and statistical weight or an “effect” test, as opposed to
“intent,” to infer discrimination.

redressing disproportionate impact through “targeted” action and resources. In
general, this strategy would target resources where environmental and health
problems are greatest (as determined by some ranking scheme but not limited to
risk assessment).

In response to growing public concern and mounting scientific evidence, President
Clinton on February 11, 1994 (the second day of the national health symposium)
issued Executive Order 12898, “Federal Actions to Address Environmental Justice in
Minority Populations and Low-Income Populations.” This Order attempts to address
environmental injustice within existing federal laws and regulations.

Executive Order 12898 reinforces the thirty-five-year-old Civil Rights Act of
1964, Title VI, which prohibits discriminatory practices in programs receiving federal
funds. The Order also focuses the spotlight back on the National Environmental Policy
Act (NEPA), a twenty-five-year-old law that set policy goals for the protection, main-
tenance, and enhancement of the environment. NEPA’s goal is to ensure for all
Americans a safe, healthful, productive, and aesthetically and culturally pleasing envi-
ronment. NEPA requires federal agencies to prepare a detailed statement on the envi-
ronmental effects of proposed federal actions that significantly affect the quality of
human health (Council on Environmental Quality, 1997).

The Executive Order encourages participation of the impacted populations in the
various phases of assessing impacts, including scoping, data gathering, alternatives,
analysis, mitigation, and monitoring. It also calls for improved methodologies for
assessing and mitigating impacts, assessing health effects from multiple and cumula-
tive exposure, collection of data on low-income and minority populations who may be
disproportionately at risk, and impacts on subsistence fishers and wildlife consumers.
There are many people who are subsistence fishers, who fish for protein, while
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subsidizing their budgets and their diets by fishing from rivers, streams, and lakes that
are polluted. These subpopulations may be underprotected when basic assumptions
are made using the dominant risk paradigm.

DEADLY DUMPING GROUNDS AT THE FENCELINE

Clearly, African American communities continue to be disproportionately and
adversely impacted by environmental toxins. African American residents in fenceline
communities comprise a special needs population that deserves special attention.
A 2005 study from the Associated Press reported African Americans are 79 percent
more likely than whites to live in neighborhoods where industrial pollution is suspected
of posing the greatest health danger (Pace, 2005).

Using EPA’s own data and government scientists, the AP analyzed the health risk
posed by industrial air pollution using toxic chemical air releases reported by factories
to calculate a health risk score for each square kilometer of the United States. The
scores can be used to compare risks from long-term exposure to factory pollution from
one area to another. Analysis revealed that in nineteen states, blacks were more than
twice as likely as whites to live in neighborhoods where air pollution seems to pose the
greatest health danger.

Toxic chemical assaults are not new for many Americans who are forced to live
adjacent to and often on the fenceline with chemical industries that spew their poisons
into the air, water, and ground (Bullard, 2005b). When chemical accidents inevitably
occur, government and industry officials often instruct the fenceline community resi-
dents to “shelter in place.” In reality, locked doors and closed windows do not block
the chemical assault on the nearby communities, nor do they remove the cause of the
anxiety and fear of the unknown health problems that may not show up for decades.

High-Tech Weapons Contamination in Tallevast, Florida

Tallevast is a historically African American community tucked between Brandenton
and Sarasota in Manatee County in southwest Florida. It dates back to the late 1800s,
when freed slaves settled in the area looking for work tapping sap from the local pine
trees (Weisenmiller, 2007). Many of the more than three hundred residents are descen-
dants of the original settlers, occupying about eighty homes (Fischbein, 2005c¢).

The private wells in the community are poisoned with cancer-causing chemicals
that leaked from an old beryllium plant that moved into the area in 1948. Beryllium, a
known carcinogen, is a chemical element known for its strength and light weight. In
1961, the plant was purchased by the American Beryllium Company (ABC), which
worked under contract with the U.S. Department of Defense and the U.S. Department
of Energy to make parts for nuclear reactors and weapons.

In 1996, Lockheed Martin purchased American Beryllium’s parent, Loral
Corporation (Lerner, 2008), and the plant ceased operations. With $42 billion in annual
revenue, Lockheed Martin is the nation’s largest military contractor, employing about
140,000 people worldwide. In 1997, Lockheed Martin decided to sell the property.
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While sampling soil around the property, engineers noticed an underground leak
(Weisenmiller, 2007). Further testing revealed high levels of beryllium, chromium,
tetrachloroethylene, trichloroethylene (TCE), and 1,1-dichloroethylene in the ground-
water, as well as volatile organic compounds, vinyl chloride, total petroleum hydro-
carbons, and other harmful compounds and metals in the soil and groundwater (Lerner
2008). In 1999, results were reexamined. The new samples near four sumps exceeded
clean-up target levels for total petroleum hydrocarbons and the toxin tetrachloroethyl-
ene. Although Lockheed Martin informed Manatee County officials and the Florida
Department of Environmental Protection about the contamination as early as 1999,
Tallevest residents did not learn of the contamination in their backyards until late
2003, almost four years later (Fischbein, 2005b; Green, 2008).

Since July 2000, the Florida Department of Environmental Protection has over-
seen a voluntary clean-up by Lockheed Martin at the former American Beryllium site.
In September 2001, more than 583 tons of contaminated soil were moved off-site and
replaced with new soil as an interim measure (Sole, 2004). The 1.5-square-mile com-
munity is sitting on top of a two-hundred-acre toxic plume (Green, 2008). The com-
pany continued to conduct tests and hold meetings with state officials in 2002. Yet,
Tallevast residents were told nothing—even in 2002, as records show the state “‘raised
concerns about potential impacts to off-site private wells”” (Green, 2008). Concentration
of cancer-causing TCE was 10,000 times above state standards and five of the seven
irrigation wells the state sampled showed elevated TCE above Florida drinking-water
standards. Tallevast resident Laura Ward first learned of toxic chemicals beneath her
community in 2003 when she looked out her window one day to see a giant rig drilling
monitoring wells on her property. She asked the workers what they were doing on her
property. “You don’t know, but the water’s contaminated here. . . . We’re putting in
monitoring wells in your community,” was the reply Ward received (Green, 2008,
p- Al). Naturally, she was startled.

In October 2003, in response to community inquiries, Lockheed Martin informed
the community of the results of the site assessment and the believed extent of the con-
tamination. Because of the proximity between the property fenceline and the commu-
nity, residents grew concerned about contaminated groundwater. Several residential
wells were sampled and the neighborhood was warned of an underground toxic plume
twenty-five acres wide (Fischbein, 2005c). Bottled water was provided to residents
who were on well water, and county hookups were provided to homes not previously
linked to the public supply. A month later, a report by Lockheed Martin revealed a
toxic plume believed to be 183 acres wide. Despite assurances from the company that
the plume was not growing and that the increase in size should not raise concerns, by
March 2005, the plume was more than two hundred acres wide (Fischbein, 2005a).

In February 2005, an informal health survey conducted by the retired nurse for the
residents found fifteen out of eighty-seven households surveyed had cancer. The sur-
vey also found suspiciously high incidence of miscarriages, sterility, low birth rates,
neurological disorders, and retardation (Lerner, 2008). A health study conducted by
the Florida Department of Health (DOH) erroneously identified only three cancer
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cases in the community. In contrast, a survey by residents showed about ninety cases
of cancer or beryllium-related diseases in the community. DOH officials agreed that
their own numbers, based on a state database and figures from a local hospital, were
“way off the mark” and that they had studied the wrong zip code (O’Donnell, 2008b).

Lockheed Martin has maintained from the beginning that the plume poses no
health risk to residents and will have minimal if any impact on property values
(Fischbein, 2006). Who would buy a house that sits atop a beryllium and TCE plume,
and at what price? Miami Herald reporter Ronnie Green (2008) described the commu-
nity’s current condition:

Today the village is little more than a giant environmental testing ground, where day-
to-day life has stalled as more than 200 wells monitor a plume that spread from an
initial estimate of five acres to more than 200. Residents’ yards are cluttered with
orange flags that mark soil-boring tests.

The Wards’ eight-acre homestead is covered with thirteen monitoring wells and
more than two dozen orange flags. The Ward family along with other community lead-
ers filed lawsuits against Lockheed Martin and others, seeking medical testing, reloca-
tion to a community with clean air and water, and damages for lost property values.

Residents claim Manatee County officials have ignored them and that Lockheed
Martin deliberately misled them. Lockheed Martin officials argue that state laws in effect
at the time did not require the company or state to inform residents of the pollution prob-
lem. In 2005, local residents were instrumental in getting the Tallevast Bill passed—a
change in Florida’s law that requires polluters to notify communities within thirty days
and survey all wells near a contamination source. Lockheed Martin officials say clean-
ing up the majority of the polluted groundwater in Tallevast could take thirty years, and
getting it all could take a century. But some experts fear that the Tallevast pollution will
never be completely cleaned up and the community made whole. In late 2008, the com-
pany temporarily relocated about thirty-five families while two buildings at the former
plant are demolished (O’Donnell, 2008a). The residents’ lawsuit is still pending.

Poisoned Water in DeBerry, Texas

A July 2006 New York Times article detailed the clear racial divide in the way govern-
ment responds to toxic contamination in black and white communities, with a report
on DeBerry, a small black community in East Texas (Blumenthal, 2006). The case
involves Frank and Earnestene Roberson and their relatives, who live on County Road
329 in a historically African American enclave in the East Texas oilfields. The Roberson
family are the descendants of an African American settler, George Adams, who bought
forty acres and a mule there in 1911 for $289. In the 1920s oil was discovered in the
area, and DeBerry enjoyed a brief boom.

The family suspects their wells were poisoned by Basic Energy Services’ deep
injection wells for saltwater wastes from drilling operations, which began around
1980. Basic Energy Services, a Midland, Texas—based oil and gas producing company,
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is the nation’s third largest well servicing contractor. Years before the saltwater injec-
tion wells, cool water flowed from wells drilled into the ground and through the pipes
inside area homes. Now, none of the seven families along County Road 329 in Panola
County can drink their well water because various levels of methyl tertiary butyl ether
(MTBE), benzene, petroleum hydrocarbons, arsenic, lead, barium, cadmium, mercury,
fecal coliform, and E. coli have been detected in multiple samples. Their water is
unsafe for domestic use (Welborn, 2005).

Because of the contamination, some families were forced to drive twenty-three
miles to a Wal-Mart near Shreveport for clean water. Other family members depended
on visits from the Music Mountain truck for water delivery, at a cost of $40 a month.
In August 2005, free drinking water was delivered weekly in five-gallon containers to
residents’ homes—compliments of the Environmental Protection Agency Region Six
Emergency Response, located in Dallas, and the Texas Commission of Environmental
Quality (Welborn, 2005, 2006).

The Roberson family first complained about spillover from Basic Energy Services’
injection well to the Texas Railroad Commission (RRC), which regulates the state’s
oil and gas industry, back in 1987—the same year the United Church of Christ
Commission for Racial Justice (1987) published its groundbreaking Toxic Wastes and
Race in the United States study—but to no avail. Nearly a decade later, in 1996, the
railroad commission took samples and found “no contamination in the Robersons’
household supply water that can be attributed to oilfield sources.”

In 2003, testing by the Railroad Commission found benzene, barium, arsenic, cad-
mium, lead and mercury in the wells at concentrations exceeding primary drinking-
water standards. In October 2003, after a second round of well testing showed high
levels of hazardous chemicals, the Railroad Commission sent letters to affected resi-
dents advising them that their water contained material “that may pose adverse health
effects. We do not recommend that it be used for any domestic purposes.”

Still, no government clean-up actions were taken to protect the Robersons and
other black families in the community. In June 2006, the Roberson family filed suit in
federal court, accusing the Texas Railroad Commission of failing to enforce safety
regulations and of “intentionally giving citizens false information based on their race
and economic status.”

The Robersons point to the slow government response to the toxic contamination
in their mostly black community compared to the rapid clean-up response by the
Railroad Commission in Manvel, a largely white suburb of Houston. The DeBerry site
was closed only after the Panola County District Attorney discovered a pipe for runoff
had been illegally drilled under the county road for piping in waste. Because the site
sits on an incline, runoff naturally goes downhill to the County Road 329 community.
Because of this, Rev. David Hudson, the Robersons’ nephew and a retired California
radio and television station manager, is waging a one-man crusade to get justice for his
community.

Tests performed in April 2004 on wells on the disposal site and at Hudson’s home
detected levels of dichloromethane (DME), which is a colorless organic liquid often
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used as a paint remover, industry solvent, and cleaning agent. Residents’ wells and a
nearby spring have an oil sheen and odor. Ron Kitchens, executive director of the
Texas Railroad Commission, agrees that the families’ wells are contaminated, but he
stops short of saying the contamination is from oil and gas operations. Though there is
a general consensus that the residents’ wells are fouled, no one is willing to finger
the culprit (Sorg, 2006). Basic Energy’s monitoring wells at the disposal site and the
neighborhood spring register nearly identical concentrations of barium and chloride.
Someone wrote ‘interesting coincidence’ in the margin of a CEQ document reviewing
Basic Energy’s test results.

According to a 2004 report by the Texas Groundwater Protection Committee, of
which the RRC is a member, of the 230 closed cases of groundwater contamination
related to oilfield operations in Texas since 1989, 222 were linked to commercial
saltwater-disposal wells. Shreveport Times reporter Lisa Sorg (2006) draws distinc-
tions regarding how saltwater disposal is handled in Louisiana and Texas:

In Louisiana, commercial saltwater-disposal wells are considered hazardous enough
that state requlations prohibit their property boundaries to be within 500 feet of a
residence, church, or school. But in Texas, there are no such regulations, although
local governments can pass ordinances to restrict their use. Panola County has passed
no such law, and the property boundary of the Basic well is within 300 feet of the
church and two homes. All the houses on CR 329 are within 700 feet of the disposal-
well property.

It is cheaper for energy companies to haul their waste to East Texas where, with
laxer rules, the wells are abundant. Hudson and his neighbors sought relief from the
Railroad Commission, the Texas Commission of Environmental Quality, and the fed-
eral Environmental Protection Agency. In January 2005, the Railroad Commission
canceled the company’s permit. In April, Basic Energy plugged the wells, removed the
tanks, and plugged lines with cement. A July 6, 2006, memorandum from the EPA
Office of the Inspector General (2006) presented its preliminary findings on the Basic
Energy site.

In September 2007, the OIG final report, Complete Assessment Needed to Ensure
Rural Texas Community Has Safe Drinking Water, confirmed that the groundwater in
the community is contaminated and should not be used for domestic purposes (U.S.
EPA 2007). However, it did not determine the source of the groundwater contamina-
tion. The OIG report cost taxpayers $375,251. The cost for the RRC to drill a recent
monitoring well: $45,000 (they have drilled a total of twelve so far). In comparison,
the original cost to connect residents who live on County Road 329 to a public water
supply system only a mile and half away was only $60,000.

In February 2007, the EPA did not link the contamination to the abandoned injec-
tion well. It determined that the private water wells of Hudson and his neighbors who
brought the lawsuit only tested positive for fecal coliform and placed the blame on
surface water carrying contaminants from septic systems and possible oilfield spills,
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not from the Basic Energy Services operations. However, the natural springs and mon-
itoring wells were found to be contaminated with metals and radionuclides that exceed
levels considered safe for drinking water. The radionuclides include materials such as
barium, cadmium, and beryllium, all byproducts of oil and gas production.

In June 2008, EPA Region Six announced fresh water finally would be coming to
DeBerry residents (Welborn, 2008). After the water lines are installed, families will be
responsible for service lines to their homes and the water meters. Residents view the
decision as a partial victory, because toxic contamination remains in their community.
The elderly Robersons are counting the days until they can simply turn on the faucet
and get fresh water. The family continued to bathe in the contaminated water because
they had no other options given their limited means.

Hudson and his neighbors’ civil lawsuit against Basic Energy Services was settled
out of court in June 2006. Nevertheless, Rev. Hudson and the residents press on for envi-
ronmental justice and redress for the harm unnecessarily inflicted on the community.

Incineration of VX Gas Wastewater in Port Arthur, Texas

The incineration of wastewater from the deadly nerve agent VX in Port Arthur, Texas,
typifies the environmental justice challenges facing African Americans. Veolia
Environmental Services of Lombard, Ill., won a $49 million contract from the U.S.
Army to incinerate 1.8 million gallons of caustic VX hydrolysate wastewater near Port
Arthur’s Carver Terrace housing project. Residents in New Jersey and Ohio had fought
off plans to incinerate the waste there. Army and city officials did not announce the
project in Port Arthur until the deal was sealed. The first batch of VX hydrolysate was
incinerated in Port Arthur on April 22, 2007—Earth Day.

About 60 percent of Port Arthur’s population is African American, and Jim Crow
segregation forced them to the west part of town. There the city built the Carver Terrace
housing development for low-income blacks. Port Arthur is encircled by major refin-
eries and chemical plants operated by such companies as Motiva, Chevron Phillips,
Valero, and BASF. Residents whose homes are located at the fenceline are riddled
with cancer, asthma, and liver and kidney disease that some blame on the pollution
from nearby industries.

The Carver Terrace housing project abuts the Motiva oil refinery. Jefferson County,
where Port Arthur is located, is home to one of the country’s largest chemical-industrial
complexes and is consistently ranked among the top 10 percent of America’s dirtiest
counties. In June 2007, the U.S. Army temporarily suspended shipments of the former
nerve gas agent in the form of caustic wastewater while the federal court in Terre
Haute, Ind., listened to the case (Meux 2007). A judge in late September ruled that the
disposal plan didn’t violate federal or state laws (Levine, 2008).

TCE Contamination in Dickson, Tennessee

There are literally dozens of locations across the nation where ER has left an ugly scar.
Dickson, Tennessee, is a textbook case—the “poster child” for ER. Dickson is a town
of 12,244 located about 35 miles west of Nashville. Dickson County was only 4.5
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percent African American in 2000 (U.S. Census Bureau, 2000), but Dickson’s mostly
African American Eno Road community has been used as the dumping ground for gar-
bage and toxic wastes dating back more than four decades (Cornwell, 2003). The Eno
Road community was first used as the site of the Dickson “city dump” and subsequent
city and county Class I sanitary landfills, Class III and IV construction and demolition
landfills, balefills, and processing centers.

The Dickson County Landfill consists of seventy-four acres off Eno Road, 1.5
miles southwest of Dickson. Scovill-Shrader automotive company opened in Dickson,
Tennessee, in 1964—the same year the U.S. Congress passed the sweeping Civil
Rights Act that outlawed racial discrimination. The plant manufactured automotive
tire valves and gauges. The process included metal plating, etching, rubber molding
and application, polishing, degreasing, and painting, according to documents prepared
by the TDEC Division of Water Supply. Such an industrial operation generates quanti-
ties of hazardous wastes that must be disposed of.

According to government records, in 1968, the same year Dr. Martin Luther King
was assassinated in Memphis, Scovill-Shrader and several other local industries buried
drums of industrial waste solvents at an “open dump” landfill site (Tetra Tech EM Inc.,
2004). In 1972, the unlined landfill was granted a permit by the Tennessee Department
of Health and Environment (TDEH). The town of Dickson operated the landfill until
1977, when it was taken over and operated by Dickson County (Tetra Tech EM Inc.,
2004, p. 15). More than 1,400 people obtain their drinking water from private wells or
springs within a four-mile radius of the landfill (Halliburton NUS Environmental
Corporation, 1991, p.ES-1). A 1991 Halliburton report acknowledged the fact that the
Harry Holt well (described later) is close to the landfill. It states, “the closest private
well [Harry Holt well] is located approximately 500 feet east of the landfill”
(Halliburton NUS Environmental Corporation, 1991, p. 9).

Contaminated waste material was cleaned up from other areas of this mostly white
county and trucked to the landfill in the mostly black Eno Road community. For exam-
ple, Ebbtide Corporation (Winner Boats) removed material from an on-site dump and
transferred it to the Dickson County Landfill (Halliburton NUS Environmental
Corporation, 1991, p. 17), disposing of drummed wastes every week for three to four
years. Scovill-Shrader Automotive manufacturing plant buried drums of industrial
waste solvents at the landfill. The company’s wastes are known to have contained
acetone and paint thinner (Halliburton NUS Environmental Corporation, 1991, p. 31).
A 1991 EPA Site Inspection Report notes that soil containing benzene, toluene,
ethylbenzene, xylenes, and petroleum hydrocarbons from underground storage tank
cleanups was brought to the landfill (Halliburton NUS Environmental Corporation,
1991, p. 17).

The Dickson County Landfill has received numerous unsatisfactory operational
notices. The landfill received five notices of violations (NOV) from July 18, 1988, to
April 12, 1999, including inadequate daily cover, violation of Groundwater Protection
Standards, cadmium detected in ground water and springs at concentrations exceeding
the MCL (the maximum concentration of a chemical that is allowed in public
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drinking-water systems), and violation of inadequate depth cover and pooling of water
on landfill cover (Tetra Tech EM Inc., p. 19).

Despite repeated violations at the Dickson County Landfill, the TDEC continued
to grant permits for the site on Eno Road. TDEC permitted at least four landfills for the
Eno Road site after 1988. In February 2007, Dickson County began operating a recy-
cling center, garbage transfer station, and C&D landfill at the Eno Road site. The gar-
bage transfer station alone handles approximately 35,000 tons annually, with 20-25
heavy-duty diesel trucks entering the sites each day and leaving behind noxious fumes,
dangerous particulates, household garbage, recyclables, and demolition debris from
around Middle Tennessee.

It is no accident or statistical fluke that all the permitted landfills in Dickson
County are concentrated in this black community (Bullard, 2007a). When New York
Times columnist Bob Herbert queried Dickson County attorney Eric Thornton for an
October 2006 article, “Poisoned on Eno Road,” about why the Eno Road community
had been chosen to absorb so much of the county’s garbage and hazardous waste,
Thornton’s reply was “it has to be at some location” (Herbert, 2006). Though this may
be true, why must the “Somewhere USA” generally end up being in the communities
of African Americans and other people of color?

Treatment of the African American Holt Family The Harry Holt family, a family of
black landowners that have deep roots in the Eno Road community, has been especially
harmed by the toxic assaults of the city and county landfills and government inaction.
The Holt family’s American Dream of land ownership has become a “toxic nightmare.”
For more than a decade, they have experienced the terror of not knowing what health
problems may lay ahead for their children and their children’s children. The State of
Tennessee approved the Dickson County Landfill permit on December 2, 1988, even
though government test results completed on November 18, 1988 on the Harry Holt
and Lavenia Holt wells showed TCE contamination. TCE is a suspected carcinogen
with adverse health effects if ingested including liver disease, hypertension, speech
impediment, hearing impairment, stroke, anemia and other blood disorders, diabetes,
kidney disease, urinary tract disorders, and skin rashes (Agency for Toxic Substances
and Disease Registry [ATSDR], 2003; Gist & Burg, 2006).

The TDHE letters to Harry Holt and Lavenia Holt on December 8, 1988 inform-
ing the family of the test results finding of contamination in their wells, stated: ““Your
water is of good quality for the parameters tested. It is felt that the low levels of meth-
ylene or trichloroethylene may be due to either lab or sampling error” (Letter from
Mark McWhorter, 1988).

On January 28, 1990, government tests found 26 ppb (parts per billion) TCE in the
Harry Holt well—five times above the established Maximum Contaminant Level
(MCL) of 5 ppb set by the federal EPA. Follow-up tests in August 1990 and August
1991 found 3.9 ppb TCE and 3.7 ppb TCE in the Harry Holt well.

A January 28, 1991, EPA potential hazardous waste site inspection of the landfill
was performed. And on December 3, 1991 the EPA sent Harry Holt a letter informing
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him of the three tests performed on his well and deemed it safe. The letter states: “Use
of your well water should not result in any adverse health effects” (Letter from Wayne
Aronson, 1991).

A December 17, 1991 letter from the TDEC expressed some concern about the
level of TCE contamination found in the Holts” well. Tennessee Department of Health
and Environment officials agreed that Mr. Holt’s well should continue to be sampled.
However, this was not done. The letter states: “Our program is concerned that the sam-
pling twice with one considerably above MCL and one slightly below MCL in a karst
area such as Dickson is in no way an assurance that Mr. Holt’s well water will stay
below MCL’s. There is a considerably seasonal variation for contaminants in karst
environments and 3.9 ppb TCE is only slightly under the MCL of 5 ppb” (Letter from
Thomas A. Moss, 1991).

Although Tennessee state officials expressed concern about the tests, they stood
by and allowed the Holt family to continue to drink contaminated well water. A January
6, 1992, letter from the TDHE continued to express concern about the level of contam-
ination found in the Holt well (Letter from Thomas Moss, 1992).

A month later, on February 12, 1992, state officials continued to discuss the TCE
contamination in the Holt family wells and the Dickson County Landfill. The letter
states:

A search of our Division’s files has been made concerning the allegation that a domes-
tic well, located on the Harry and Lavenia Holt property, may have been adversely
impacted by the Dickson County Landfill. No substantial evidence was found in our
files to support this allegation. Attached is a 1988 memo from our Division showing
that groundwater samples from the Holt well were obtained and analyzed at that
time. Those sample results showed that trichloroethylene (TCE) and methylene chlo-
ride were found to be at the upper regulatory limit of the acceptable drinking water
standards set by EPA. It was concluded by this Division that these detection levels may
have been due to either laboratory or sample error. There is no record that any addi-
tional samples were obtained at a later date by either our Division or by the EPA
(Memorandum Written by Debbie Sanders, 1992).

A March 13, 1992 letter from the TDHE sides with EPA on the Holt family well
water being “safe.” The letter states:

Since EPA has already completed a site investigation, has identified the pollutants
involved, and has, in part, determined the extent of the leaching, | would suggest
that they, EPA, continue with their chosen course of action, rather than create the
added confusion of various agencies making their own agendas. | would suggest that
if Mr. Holt is concerned about possible health risks in using his well water between
now and June (when EFPA’s priority decision is made), that he should rely on bottled or
city water for cooking and drinking purposes until he is convinced that his well water
is safe (Sanders, 1992).
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In the final analysis, the state handed the ball off to the federal government, and
records show that the Harry Holt well was not retested or monitored as recommended
by state officials. According to the 2004 EPA Dickson County Landfill Reassessment
Report, no government tests were performed on the Harry Holt family well between
August 24, 1991 and October 8, 2000—a full nine years (Tetra Tech EM Inc. 2004,
p. 28). No scientific explanation has been given for this gap in government testing,
even though the TDHE and the federal EPA were periodically performing tests on
private wells that were within a one-mile radius of the leaky Dickson County
Landfill.

An April 7, 1997, TDEC confirmation sample at DK-21, a nearby well, showed
TCE at 14 parts per billion and Cis-1, 2 dichloroethene at 1.3 parts per billion. On
April 18, 1997, the City of Dickson closed the DK-21 well, halting its use as a supple-
ment to the municipal water source, after a call from the state requiring an aeration, or
water filtration, system, and began using the Piney River exclusively as the municipal
water source, according to the TDEC Division of Water Supply (Cornwell, 1991).

A dye-tracer study, Summary and Results of Dye-Tracer Tests Conducted at the
Dickson County Landfill, Tennessee, 1997 and 1998, was conducted to help evaluate
whether the landfill was a possible source of the contamination (Gresham Smith and
Partners, 2000). One of the dye-tracer test sites was the Humane Society of Dickson
County, a facility located at 410 Eno Road, only a few hundred feet from the Harry
Holt homestead located at 390 Eno Road. The Harry Holt, Roy Holt, and Lavenia Holt
family wells were not part of the 1997-1998 government study even though they are
all within several hundred feet of the landfill.

The Harry Holt well was not retested until October 9, 2000, when it registered a
whopping 120 ppb TCE. A second test on October 25, 2000, registered 145 ppb. These
numbers are 24 times and 29 times higher than the MCL of 5 ppb set by the federal
EPA (Tetra Tech EM Inc. 2004, p. 28). It was only after the extremely high TCE levels
in 2000 that a Dickson County Landfill official visited the Holt family home, inform-
ing them that their wells were unsafe. No written reports or letters were sent to the
Holt family explaining the October 9, 2000, test results.

The Holt family was placed on Dickson City water on October 20, 2000—twelve
years after the first government tests found TCE in their well. The county paid the
Holts’ entire water bills because well water on the property tested positive for TCE.
On December 2, 2003, the Harry Holt family filed a lawsuit against the City of Dickson,
County of Dickson, and Scovill-Shrader, and immediately afterward, the Dickson
County Commission stopped paying the family’s water bills (Cornwell, 2004). Before
the county landfill was sited, the Holt family wells were clean and the water was safe
to drink and it was free. Now the Holt family must incur an added