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Abstract and Keywords

It is well established that racial and ethnic minorities in the United States have lower life 
expectancies and suffer more from numerous health conditions than their white counter
parts. This chapter draws on a US perspective to provide an overview of racial and ethnic 
health disparities and their causes. It describes public health policy initiatives that ad
dress racial and ethnic health disparities, situates racial disparities in the current social 
and political context, examines what progress has been made in reducing racial and eth
nic disparities, offers an account of the moral foundations for further efforts to reduce 
disparities, and suggests a way forward for eliminating racial and ethnic health dispari
ties. Public health issues of social justice, racism, and violence are discussed.
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(p. 277) Introduction
IMAGINE two men of the same age in the United States standing together on a Metro 
platform in Washington, D.C., heading to their respective homes. One boards a train that 
takes him to Montgomery County, Maryland. The other rides a train to his home in Prince 
George’s County, Maryland. The men live just ten miles from each other. Can you predict 
how long each will live based on where the subway stops? The answer is yes, as illustrat
ed in Figure 24.1.
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Figure 24.1  A Short Distance to Large Disparities in 
Health

Source: RWJF, 2013. Copyright 2013. Robert Wood 
Johnson Foundation. Used with permission from the 
Robert Wood Johnson Foundation.

The graphical presentation of data in Figure 24.1 has been repeated for cities across the 
United States, and the same pattern emerges each time (RWJF, 2015). And while the 
these differences in life expectancy based on “place” may seem startling, differences in 
life expectancy based on race are even more staggering. For example, a black man living 
in Washington, D.C. can expect to live 68.8 years, while a white man who lives in Wash
ington can anticipate living 83.2 years—more than 14 years longer (Department of Health 
Systems Administration, Georgetown University School of Nursing & Health Studies, 
2016). Both place and race contribute to health in the United States.

Differences in life expectancy between black and white men provide just one of many ex
amples of how the color of one’s skin is reflected in one’s health. Racial and ethnic mi
norities in the United States suffer more from numerous health conditions than their 
white counterparts. Racial differences in illness and death from many of the leading caus
es of death (e.g., cardiovascular disease, diabetes, cancer) would be easy to ignore were 
they not so well documented. Cancer incidence rates for all cancers combined are highest 
for black men compared to all other racial and ethnic groups, and mortality (p. 278) from 
most major cancers is highest among African Americans. An African American woman 
with a college degree is more likely to have her baby die in the first year of life than a 
white woman without a high school diploma (Reeves and Matthew, 2016). American Indi
ans and Alaska Natives continue to have the poorest five-year survival rates among all 
racial and ethnic groups for all cancers combined (HHS, 2012). Notably, cervical cancer 
statistics differ significantly for Hispanic women when compared to non-Hispanic white 
women: they are nearly two times as likely to have the disease and 1.4 times more likely 
to die from it (CDC, 2016). According to the American Diabetes Association (2018), Lati
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nos are 70 percent more likely to have diagnosed diabetes compared to non-Latino Cau
casians, and racial and ethnic minority populations have a higher risk of complications of 
diabetes compared to non-Hispanic whites. Excess death and disease among racial and 
ethnic minority groups compared to the majority white population constitute health dis
parities, defined by the US Department of Health and Human Services as “a particular 
type of health difference that is closely linked with social, economic, and/or environmen
tal disadvantage. Health disparities adversely (p. 279) affect groups of people who have 
systematically experienced greater obstacles to health based on their racial or ethnic 
group” (NCHS, 2016).

Racial and ethnic minority health disparities are closely linked with socioeconomic status 
(SES), which is an individual’s or group’s position or standing in society, as determined by 
a combination of factors, including occupation, education, income, wealth, and place of 
residence (Williams and Jackson, 2005). Yet research shows that even at “equivalent” lev
els of SES, racial and ethnic minorities still suffer more from many health conditions than 
whites, indicating that factors additional to SES are responsible for determining one’s 
health. After controlling for SES (as defined by income and education), researchers found 
that “few of the already described racial/ethnic health differentials disappear” (Crimmins, 
Hayward, and Seeman, 2004, 334).

Based on the work of the Robert Wood Johnson Foundation’s Commission to Build a 
Healthier America, Figure 24.1 is a graphic description of how life-span disparities reflect 
differences in wealth, education, and environment across all community residents (RWJF, 
2013). SES also determines what social determinants of health people face. Social deter
minants of health (SDOH) are defined by the US Centers for Disease Control and Preven
tion (CDC) as “conditions in the places where people live, learn, work, and play [that can] 
affect a wide range of health risks and outcomes” (CDC, 2018). In addition to SDOH, oth
er determinants of health include biology and genetics, health care access, and personal 
lifestyle behaviors, among others. However, though the numbers have yet to be conclu
sively determined, researchers suggest that SDOH are major contributors to health. Early 
estimates suggested that SDOH accounted for around 15 percent of overall health, while 
more recent research increases the significance of social, economic, and environmental 
determinants to 50 percent, with individual biology, behaviors, and health care account
ing for the other 50 percent (McGinnis, Williams-Russo, and Knickman, 2002; Department 
of Health Systems Administration, Georgetown University School of Nursing & Health 
Studies, 2016). Some might argue that individual behaviors are largely influenced by the 
social and economic conditions in which one lives. Likewise, genetics and biology can be 
influenced by physical environment and other social determinants. Thus, the conclusion is 
clear: SDOH, factors beyond medical care, are significant contributors to health.

In what follows, this chapter (a) describes public health policy initiatives that address 
racial and ethnic health disparities, (b) situates racial disparities in the current social and 
political milieu, (c) examines what progress has been made in reducing racial and ethnic 
disparities, (d) offers an account of the moral foundations for further efforts to reduce 
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disparities, and (e) suggests a way forward for eliminating racial and ethnic health dis
parities.

Health Disparities and Public Health Policy
The emergence of health disparities as a US public health priority was first codified in 
1980 with the publication of a seminal report by the Secretary of the US Department of 

(p. 280) Health, Education and Welfare (DHEW, a predecessor agency to the Department 
of Health and Human Services). The Report of the Secretary’s Task Force on Black and 
Minority Health (also known as the Heckler Report) documented the evidence of excess 
death among black and other minority groups compared to the white population (Heckler, 
1985). In 2002 the Institute of Medicine (now the National Academy of Medicine) re
leased Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care, 
which further delineated a significant body of research documenting the existence of dis
parities in actual delivery of health care services (Smedley, Stith, and Nelson, 2002). Ac
cording to the report, minorities are less likely to be given appropriate cardiac medica
tions or to undergo bypass surgery, and are less likely to receive kidney dialysis or trans
plants, compared to their white counterparts.

In 1979, prior to the release of the Heckler Report, the Healthy People Initiative began 
with the Surgeon General’s Report Healthy People: Health Promotion and Disease Pre
vention (US Public Health Service, 1979). Since that inaugural report, the Healthy People 
Initiative has continued to set science-based national health goals to improve the health 
of Americans in ten-year increments. In its initial iteration, the Healthy People goals 
called for the reduction of preventable illness and death, but it stopped short of specifi
cally identifying health disparities as a focus. The Healthy People 2000 goals included, for 
the first time, the reduction of health disparities (ODPHP, 2018). That same year, Con
gress passed legislation creating the National Center on Minority Health and Health Dis
parities (Minority Health and Health Disparities Research and Education Act of 2000, 
Public Law 106-525), just after new guidelines were issued on the collection of race and 
ethnicity data in biomedical and public health research (HHS, 1999). In 2003 the Agency 
on Health Research & Quality (AHRQ) released its inaugural annual report on health care 
disparities, representing the first comprehensive national effort to measure differences in 
quality of and access to health care services overall and by various populations (Kelley et 
al., 2005). Beginning with Healthy People 2010, and continuing with Healthy People 2020, 
the elimination of health disparities became a central goal of the initiative. Additionally, 
for the first time, the 2020 plan included addressing the social determinants of health 
(Breen, 2017).

The reinvigorated mission to eliminate health disparities was furthered by the passage of 
the Affordable Care Act (ACA) in 2010, which ushered in a new era of federal provisions 
designed to close the health disparities gap. These provisions included the establishment 
of individual Offices of Minority Health within a number of federal agencies and depart
ments. Additionally, it called for the establishment of the National Institute on Minority 
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Health and Health Disparities. Passage of the ACA also helped millions of Americans with
out health insurance to finally obtain coverage, decreasing disparities in access to care. 
The ACA also supports new prevention initiatives that address health disparities, includ
ing, but not limited to, the National Prevention Council, which involves twenty federal de
partments, agencies, and offices and is chaired by the Surgeon General (HHS, 2016). 
However, various efforts to repeal and actively undermine the ACA have created some un
certainty about whether these initiatives will remain in place.

(p. 281) Public Health Ethics in the Era of Black 
Lives Matter
In 2002 the Public Health Leadership Society (PHLS), a highly regarded group of senior 
public health officials and others, published the often cited Principles of the Ethical Prac
tice of Public Health (PHLS, 2002). This code delineates twelve principles to guide the 
ethical practice of public health. Two principles stand out as useful for addressing health 
disparities:

Principle 1: Public health should address principally the fundamental causes of 
disease and requirements for health, aiming to prevent adverse health outcomes.

Principle 4: Public health should advocate and work for the empowerment of dis
enfranchised community members, aiming to ensure that the basic resources and 
conditions necessary for health are accessible to all.

Principle 1 is important because there is growing scientific consensus that racism is a 

fundamental cause of premature illness and death among racial and ethnic minority 
groups in the United States (Phelan and Link, 2015). Principle 4 is also significant be
cause black men in general, and young black men in particular, are the most disenfran
chised demographic in the nation. It is ironic that since the 2008 election of Barack Oba
ma, the first self-identified African American/black person to become president of the 
United States, the plight of black men has garnered national and international attention 
largely due to staggering high school dropout rates, high unemployment, and high rates 
of incarceration. Sociologists coined the metaphor of the “school-to-prison pipeline” to 
describe disturbing vestiges of historic subjugation manifest in the pattern of black men 
involved with the juvenile and adult criminal justice system. President Obama’s election 
did not immediately eliminate the legacy of slavery that undergirds the persistent racism 
and discrimination shaping the social determinants of health that disproportionately im
pact people of color in general, or African American men in particular.

Violence is also a public health issue, and young black males are more at risk of death by 
homicide than other racial and ethnic groups. On the night of February 26, 2012, Trayvon 
Martin, an unarmed seventeen-year-old black high school student encountered George 
Zimmerman, a twenty-eight-year-old mixed-race Hispanic man who served as the Neigh
borhood Watch coordinator for a gated community in Sanford, Florida, where Martin was 
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living with his father. Before the night was over, Martin was shot and killed by Zimmer
man. Zimmerman was charged with murder, his case went to trial, and a jury acquitted 
him in July 2013.

Just over a year after Zimmerman’s acquittal, on August 9, 2014, the police shooting of 
another young black man made national news. Michael Brown, an unarmed black eigh
teen-year-old, was shot and killed by a white police officer while walking down his neigh
borhood street in Ferguson, Missouri. His dead body lay in the street, sweltering (p. 282)

uncovered in the summer heat, for hours, fueling outrage that sparked riots in Ferguson 
and protests outside the region, as far away as Baltimore. This marked the beginning of 
an unrest that continued and reignited when a November 2014 grand jury declined to in
dict the police officer who shot Brown. While each case is made more complicated by de
tails of the criminal justice proceedings, the pattern fit what far too many African Ameri
cans believe to be true—black lives are perceived as having no value.

These two events ignited what has become a national movement, “#BlackLivesMatter,” 
which is more than a Twitter hashtag. Black Lives Matter is “a call to action and a re
sponse to the virulent anti-black racism that permeates our society” (Black Lives Matter, 
n.d.). While the hashtag was originally coined just after the acquittal of Zimmerman, it 
did not catch on until the following months brought national and international attention 
to the plight of far too many unarmed black men killed at the hands of law enforcement 
and the resulting riotous tumult in Ferguson and Baltimore.

These events, and others like them, made clear that the United States has yet to achieve 
the hoped-for postracial society many believed had been ushered in by President Obama 
and echoed by the president himself in his “A More Perfect Union: The Race Speech,” de
livered March 18, 2008, in Philadelphia:

We do not need to recite here the history of racial injustice in this country. But we 
do need to remind ourselves that so many of the disparities that exist in the 
African-American community today can be directly traced to inequalities passed 
on from an earlier generation that suffered under the brutal legacy of slavery and 
Jim Crow

(Obama, 2008)

While homicide may not be included among the ten leading causes of death in the United 
States, African Americans experience disparate rates of incidence and death for many of 
the ten, which include heart disease, cancer, and diabetes (Kochanek, Anderson, and 
Arias, 2015; Logan et al., 2013). The United States has made progress in extending the 
length and quality of life for everyone, but even with that progress there is clear evidence 
that certain racial and ethnic groups—black, Latino, American Indian, Asian and Pacific 
Islander— suffer a disproportionate burden of premature illness and preventable death 
compared to whites (Kochanek, Anderson, and Arias, 2015; Mozaffarian et al., 2016). As 
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racial and ethnic populations continue to grow toward becoming the numerical majority, 
their health and well-being will become the health baseline status for the nation.

Have We Made Progress?
Since national attention was brought to the existence of health disparities, first with the 
Heckler Report, and then with the extensive research and documentation of the problems 
that followed, the question is, has the United States made progress? In short, the (p. 283)

answer is obviously yes. But any enthusiasm for the progress that has been made must be 
tempered by the work still to come. First, the progress: The gap in life expectancy be
tween African Americans and whites is narrowing. In 1990 there was an 8.2-year dispari
ty in life expectancy at birth between a white male and African American male. In 2000 
the gap had decreased to 6.5 years, and in 2013 it had further narrowed to 4.4 years. The 
narrowing in the gap is largely attributed to larger decreases in death rates for African 
Americans due to heart disease, cancer, and HIV/AIDS. While life expectancy increased 
for both white and African American males from 1990 to 2013, it increased more for 
African Americans (+4.0 years vs. +7.8 years). A similar trend is seen with women. In 
1990 there was a 5.8-year disparity in life expectancy, which shrank to 4.8 years in 2000, 
and to 3.0 years in 2013. Again, this trend is due to larger decreases in death rates for 
African American women from heart disease, HIV, and cancer, resulting in greater gains 
in life expectancy (Kochanek, Anderson, and Arias, 2015).

Second, the reality of how far we have to go: African Americans still live shorter lives 
than whites do. In 2013 life expectancy for African American males was equivalent to that 
of white males in 1990. Even more striking, the life expectancy of African American fe
males is equivalent to that of white women all the way back to 1980 (Kochanek, Ander
son, and Arias, 2015).

In addition to improvements in the disparities between blacks and whites in terms of life 
expectancy, the racial gap for different diseases is narrowing as well. Rates of many dis
eases, including heart disease, cancer, infant mortality, and HIV/AIDS, among others, are 
decreasing more for African Americans than for other racial and ethnic groups. These ac
complishments do demonstrate progress and movement in the right direction, but the dis
parities, while narrowing, still persist. For example, while African American women saw a 
nearly 20 percent decrease in the infant mortality rate between 2005 and 2013, the 2013 
rate of 11.11 (infant deaths per 100,000) is still over two times the rate for non-Hispanic 
white women (5.06), and almost three times more than that for Cuban Americans (who 
experience the lowest rate, at 3.09) (Mathews and Macdorman, 2013). The sobering reali
ty is that promising signs of progress to date are not enough to claim victory in the na
tional goal to achieve health equity, which “requires valuing everyone equally with fo
cused and ongoing societal efforts to address avoidable inequalities, historical and con
temporary injustices, and the elimination of health and health care disparities” (ODPHP, 
2018). Such an understanding of health equity requires a commitment to a set of core 
principles to guide action.
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Social Movements and a Moral Foundation: Pil
lars of Public Health
Since the mid-1980s, minority heath has been elevated from the margins of academe to 
the mainstream of government-funded health disparities research, along with federal, 

(p. 284) state, and local public policy initiatives addressing the social determinants of 
health—all designed to achieve health equity (ODPHP, 2018). The emergence of health 
disparities as a science (Dankwa-Mullan et al., 2010) and health equity as a public policy 
goal begs the question of whether this is a public health social movement rooted in a 
moral foundation, similar to the environmental justice movement (leading to the Clean Air 
Act of 1963) or the national campaign to provide quality medical care for people with 
AIDS (leading to the Ryan White Act of 1990). Is there a moral foundation of public health 
that provides a philosophical framework for health disparity research designed to achieve 
health equity? Some theorists answer in the affirmative.

Madison Powers and Ruth Faden (2006) argue that social justice is the moral foundation 
of public health. At its core, public health is concerned with the well-being of people in 
social communities—populations of people where they live, learn, work, play, and wor
ship. According to Powers and Faden,

Public health is the social institution charged with promoting human welfare by 
bringing about a certain kind of human good, the good of health. The moral foun
dation for public health thus rests on the general obligations in beneficence to 
promote good or welfare. . . . [T]he moral imperative in public health to produce 
health must be tempered with concern for who experiences these health benefits 
as well as who is exposed to hazards that harm health. (81)

Powers and Faden rightly call for public health research and programs to be grounded in 
social justice. This call has even greater salience for health disparity research, because 
inequalities between groups are the most urgent ones to address. Social justice is not on
ly about how individuals live, but also about how groups live. Systematic discrimination 
linked to gender, ethnicity, race, religion, social class, sexual orientation, and disability 
makes groups and entire communities even more disadvantaged and vulnerable to health 
disparities.

Health disparities remain the unfinished business of public health. Over the years, efforts 
to reduce and ultimately eliminate health disparities and achieve health equity have fo
cused primarily on access to medical care designed to cure and/or treat disease at the in
dividual level. Far less attention has been focused on the social and economic conditions 
in society that fuel persistent disparities in health care access and individual and commu
nity health status. Health is more than freedom from disease or infirmity. To eliminate 
health disparities, we must address cultural and environmental conditions that shape the 
lived experience of people and communities suffering from health disparities.
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It is also critical that we look to the past to guide our future plans. We need to understand 
why these disparities exist in order to understand where and how to focus our efforts to 
eliminate them. Research is needed, and the historical injustices and mistreatments of 
racial and ethnic minorities is a legacy that cannot be ignored by researchers today. 
There are well-known examples of this legacy, including the US Public Health Service 
Syphilis Study done in Tuskegee (1932–1972), where approximately four hundred black 

(p. 285) men from rural Alabama were recruited into a natural history study to determine 
what would happen if syphilis went untreated. Unfortunately, the men were not told the 
truth about the study, and the government doctors went to great lengths to ensure that 
even when penicillin became available in the 1950s, the men in the Tuskegee Study did 
not receive treatment (Jones, 1993).

The Tuskegee Study is just one of many examples of research abuse that cast a shadow of 
mistrust on biomedical and public health researchers today. Trust, and mistrust, play an 
important role in the decisions of individuals to participate in the very research studies 
that help investigators understand health and health disparities. Minorities remain under
represented in many clinical research studies, including those investigating the very dis
eases in which the greatest disparities are seen (Murthy, Krumholz, and Gross, 2004; Oh 
et al., 2015; Sardar et al., 2014). We also know, from a limited number of research re
ports, that different racial and ethnic groups have different risk factors for different dis
ease conditions, and that they respond differently to specific treatments (Cubeddu et al., 
1986; Exner et al., 2001).

Toward a New Generation of Health Disparities 
Research
In their publication “Toward a Fourth Generation of Disparities Research to Achieve 
Health Equity,” Thomas et al. (2011) delineate generations of health disparities research. 
First-generation disparities research is focused on surveillance (incidence and prevalence 
trends); second-generation research is focused on associated risk factors (e.g., heart dis
ease and diet high in saturated fat); and third-generation research is focused on random
ized controlled trials (what works). According to Thomas et al., now is the time to launch 
a fourth generation of health disparities research, focused on taking action. This ap
proach translates the science of medical and public health research into culturally tai
lored community-based interventions designed to reduce exposure to risk factors for 
chronic disease and ultimately eliminate health disparities to achieve health equity.

This call to take action must address racism within the context of the social determinants 
of health, and it reflects moving beyond documenting and understanding the existence of 
health disparities to actively implementing solutions. Additionally, expanding access to 
health care is critical to moving the nation closer to health equity; it represents a moral 
and ethical obligation that “public health should advocate and work for the empowerment 
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of disenfranchised community members, aiming to ensure that the basic resources and 
conditions necessary for health are accessible to all” (PHLS, 2002, 4).

There is no one right way to conduct fourth-generation research. However, there are ethi
cal characteristics that should be embodied in these efforts, especially Principle 6 from 
the Principles of the Ethical Practice of Public Health: “Public health institutions (p. 286)

should provide communities with the information they have that is needed for decisions 
on policies or programs and should obtain the community’s consent for their 
implementation” (Thomas et al., 2002, 1058). Fourth-generation disparities research ef
forts include strategic partnerships with community groups, sustained outreach efforts, 
and the involvement of local media to help spread awareness. Researchers are called on 
to critically examine themselves, their team, and their unconscious biases through self-re
flection. They must also become comfortable with feeling uncomfortable (Thomas et al., 
2011).

Conclusion
Race and racism continue to be the color line that, as first described by W. E. B. Du Bois 
defines the great challenge of our democracy:

Herein lie buried many things which if read with patience may show the strange 
meaning of being black here at the dawning of the Twentieth Century. This mean
ing is not without interest to you, . . . for the problem of the Twentieth Century is 
the problem of the color line …. [T]he relation of the darker to the lighter races of 
men in Asia and Africa, in America and the islands of the sea.

(Du Bois, 1903, Forethought)

In the twenty-first century, that color line runs through population health. It is sometimes 
easier to gloss over race and racism, rather than face them head on and acknowledge 
how pervasive they are in today’s society. But the mounting scientific evidence that struc
tural racism can get under your skin and make you sick must not be dismissed, because 
the demographic transformation from majority white to majority minority is here to stay: 
as people of color become the numerical majority in the nation, the health of these popu
lations will constitute and represent the health of the United States. We must be filled 
with the urgency of how to ensure that the color of your skin, or where you live, or how 
much money you make, does not define your life expectancy. The political climate follow
ing the 2016 US election is full of uncertainty about how the Trump administration will 
impact US health policy. Thus, public health researchers must stand on principle and not 
depend on shifting political idiosyncrasies. We must be ever vigilant about the ethics of 
public health and how race and ethnicity still define one’s health status, and we must fo
cus on educating and inspiring the public to demand ethical treatment and end social in
justice.
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