NOTICE CONCERNING
COPYRIGHT RESTRICTIONS

The copyright law of the United States [Title 17, United
States Code] governs the making of photocopies or other
reproductions of copyrighted material.

Under certain conditions specified in the law, libraries and
archives are authorized to furnish a photocopy or other
reproduction. One of these specified conditions is that the
reproduction is not to be used for any purpose other than
private study, scholarship, or research. If a user makes a
request for, or later uses, a photocopy or reproduction for
purposes in excess of “fair use” that use may be liable for
copyright infringement.

The institution reserves the right to refuse to accept a
copying order if, in its judgment, fulfillment of the order
would involve violation of copyright law. No further
reproduction and distribution of this copy is permitted by
transmission or any other means.



weiaa TN: 620521 IR VAN

ILL Number: 20848760

AR RN

DELIVER VIA:Arlel{Regular )

SHIP TO:

106 Hatcher Graduate Library ILL
University of Michigan

920 North University Avenue

Ann Arbor M| 48109-1205

JOURNAL TITLE: Report of the Secretary's
Task Force on Black & Minority Health.
CITATION: (1985) v. 2 no. pp. ?

ARTICLE TITLE: The Contribution of
Socioeconomic Position to Minority Health
ARTICLE AUTHOR: Haan MN, Kaplan GA,;

OMLINE:

File Saved

Reguest Updated

HSL / OTHER CAMPUS LIBRARY

ISSN:
Library: med
Call#: WA 300 US7r 1985-86

Request Routed

Date Printed: 6/16/2006 ‘_/

ARIEL: 141.211.175.21 or
ariel.lib.umich.edu

FAX:. (734) 936-3630

PHONE: 734-763-5060

E-MAIL: interlibrary.loan @ umich.edu

Call #: WA 300 U57r 1985-86
Library: med

Borrower: EYM
Patron: Christman, Natalie Diane

Comments:
Borrowing Notes;

Need by: 07/07/2006

Max Cost: $25.00tFM

NOT FOUND:
Reason:
Requeast Cancelled:

Comments:

Document Delivery for Non-Affiliates
Ebling Library, Am 2350A
University of Wisconsin - Madisen
750 Highland Avenue
Madison, WI 53705-2221

Phone: (B0B) 262-6524 or 1-800-442-6471 Wisconsin oniy

Fax: (608} 285-5598
Arial: ariel.hsl.wisc.edu

Email: eblingmis @library. wisc.edu
Hours: Monday - Friday 8:00-5:00 CST

THL wmewinkafr

WISCONSIN

LD




Report of the
Secretary’s Task
Force on

Black &
Minority
Health

Margaret M. Heckler
Secretary

Human Services






The Contribution of Socioeconomic Position to Minority Health

Introduction

Investigation of the differential health experience of minorities and
whites cannot help but raise important guestions concerning the reasons for
these differences. In Part 1 of this report, we will argue that socio-
economlic position (SEP) represenls an impertant and plausible area of
Investigation in the scarch for reasons. Tt is important because SEP and
minority status are clearly intertwined, and examination of both will
potentially clarify our understanding of minority health., We say plausible
because limitations in the available data advise caution in interpretation

and application. However, there is considerable information which points
to the critical role of SEP. We will examine this role in several stages.
First we will review the strength and consistency of the association
hetween SFP and a variety of disease outcomes. Rather than focusling on

specific organ systems, we will use the epidemiologic triad of person,
place, and time to organize the massive amount of evidence on SEP and
health, Then we will consider the asscciation between SEP and membership
in minority groups. Our next step will be to consider available evidence
concerning the consistency of the assoclation between SEP and health,
between and within specific minority groups. We will then move to evidence
which indicates how much of the differences in health between minorities
and whites can be attributed to SEP. In Part 2, we will examine evidence
which suggests some of the ways in which low SEP may be asscciated with
poorer health.

As a first step, we need to consider for a moment what is meant when
we rtefer to SEP. This topic has been addressed recently by Morgenstern
(66). Most imvestigators have viewed SEP as an amalgam of income, educa-
tion, and occupation. Various indices have been constructed in an attempt
to combine, on empirical or theoretical grounds, information from these
three domains. Indices of social status have also been constructed, again
on empirical or theoretical grounds, which rank people according to
“prestige.” Lastly, the construct “"soclal class” has been used to order
groups 1in a number of ways, rTanging from broad cccupational groupings to
orderings based. on influence, authority, and power in the economic
structure.

It is clear from this brief discussion that we can mean many things by
SEP. Measures which combine different domains of sccloeconomic information
can hinder our understanding of the ways in which SEP is associated with
health. Although different sociceconomlc measures may be related, they
have dffferential utility depending upon the gquestion being asked. For
example, 1n situations where illness is likely to effect occupation and

income, education may be the preferred socioceconomle measure, Income
level, however, may be more important in obtaining services or meeting
needs than education would be. On the other hand, because of secular and

group—specific trends in educational attainment, ‘level of education may
behave differently as a risk factor for different c¢ohorts, Measures of
occupation which group individuals in broad classes such as professional-
technical, managers-administrators—proprietors, or semiskilled operatives
may obscure large income or educatiomnal differences within these classes,
On  the other hand, occupation may summarize the cumulative effects of
education and Income or measure other aspects of SEP not tapped by
education and Iincome.
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In what fellows, we will report on sociceconcmic measures which are
derived from income, education, or occupation. Where possible, we will
utilize more than one measure in our discussion. In addition, in sone
cases, we will utilize measures which reflect characteristics of the areas
in which individuals live. Census tract characteristics such as median
family income, median vears of education, or per cent in a particular
occupational category are sometimes used as proxy measures of individual
levels. Recognizing Lhe potential "ecological fallacy™ (65) involved in
the use of such measures, we will use them with great caution and only
whete the pattern of findings is consistent with results wusing other
measures. In Part 2 of this report, we will indicate, however, how such
area characteristics may, in themselves, be inmportant to our understanding
of the health differentials between minorities and whites.

Part 1
All-Cause Mortality: The General Picture

Ever since the 12th century, when data were first recorded on this
topic, those at the lowest socioeconomic levels in the community have heen
found to have higher death rates (1, 90), This pattern is reflected in a
large number of reports which have examined the association between socio-
economic factors and all-cause mertality. An illustrative example comes
from Kitagawa and Hauser's study of adult mortality in the United States in
1960 (51). They found a conmsistent inverse gradient of mortality rates
asgoclated with socioeconomic position. Those who had higher SEP had lower
mortality rates. This was true whether the measure of socioeconomic
position was based on family income, median income of census tract of
residence, educaticn, or occupation. Tn the many studies of which we are
aware, this pattern of increased all-cause mortality associlated with lower
socioeconomic position is found in well over 80 per cent. Furthermore, in
many cases, there is an orderly gradient of rates associated with increases
or decreases in S5¥P. In what follows, we will briefly examine the consis-
tency of this finding for different age groups, diseases, geographical
locations, and time periods.

Consistency by Age

All~-Cause Mortality. Socioeconomic gradients of all-cause mortality
are found in most age ranges. There is some evidence that the association
between socioceconomic factors and health is somewhat weaker at the older
ages, Kiﬁggawa and Hauser (51) found that the gradients associated with
income and education were larger for persons 25-64 years of age than they
were for those 65 years or older, Tn analyses (49) of the 18~year mor-
tality experience of a large (n=6,928) cohort of individuals representative
of Alameda County, California, in 1965 (6}, we found that the increased
risk associated with low compared to high family income decreases with age,
becoming non-significant between 60 and 70 years. Others have reported
similar findings (51). liowever, 1in Interpreting the significance of this
apparent dilution of effect, we must take into account the fact that income
generally declines with rctirement, resulting in a disproportionate lower-
ing of the income of those who were not previously in the lower income
categories. Thus some portion of those in the lower SEP groups have only
recently entered these groups. The absence of lifelong measures of SEP may
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result 1in dilution of the association between SEP and mortality in cthe

later years, Similarly, average levels of education have increased in
successive birth cohorts, and the educational requirements for most occupa-
tions have Increased. It is, therefore, reasonable to believe that the

health consequences of a low education may have similarly increased. As
always, the interpretation of "age" effects are complicated by peried and
cohort effects.

Digeases of the Young. The overall consistency of the association
between socioeconomic position and health status can be further seen by
examining outcomes which are age-related. A substantial body of evidence
exists linking higher rates of infant mortality to soclineconomic position
(2, 7,12, 16, 35, 36, 60, 73, 79, 84, 102)., Many studies have shown that
perinatal and infant mortality rates are elevated for those with lower
income, lower educational attainment, poorer occupatlomal status, or other

types of social disadvantage (9%, 10, 51, 105}, There is alsc evidence
which suggests that higher rates of birth defects are found in the poor
(14, 28). The major sources of mortality from unintentional injury in

children (housefires, drowning, and suffocation) also show a sirong asso~
ciation with SEP (4). A similar pattern is found for a wide wvariety of
health outcomes in the young (9, 10, 27, 57, 63, 83, 85, 89, 92, 104),

Diseases of the Middle Years, When we turn to diseases of middle-age,
we see similar patterns. Vital statistics data confirm the inverse asso~
clation between SEP and the various manifestations of atherosclerotic
disease (29, 37, 46, 69, 76, 81). 1In the United States, both prevalence
and incidence of cardiovascular disease are inversely related to SEP {15,
48, 50, 51, 53, 78, 95, 112), although for some groups, there have been
changes in the direction of the association between SEP and cardiovascular
disease (64}, In the 1972 Health Interview Survey (1Cl), those who had
family dincomes under §5,000 had 33 per cent higher prevalence of heart
conditions than those with family incomes of §15,000 or more. The rates of
hypertension without heart invelvement were over 60 per cent higher in the
poorer group. Similar findings have heen reported in a number of studies.
Findings from the Hypertension Detection and Follow-Up Program show a
strong inverse gradient of prevalence of hypertension associated with
years of education (41). Mortality from coronary heart disease shows a
congistent SEP gradient when SEP is measured by occupational groupings as
well (51). 1In addition, survival from coronary heart disease appears to he
inversely asscciated with SEP (82). An SEP gradient is also found for
unintentional injuries in this age group. For example, residents of low
income compared to high income counties have about three times the
mortality rate for motor vehicle occcupants even through they are likely to
be driving less {(4). Similar patterns are found for other diseases of this
age grouf (11, 31, 40, 91, 112).

Diseases of the Later Years. Many cancers which reach their peak
prevalence in the later years show inverse gradients with SEP. Among these
are cancers of the lung and pleura (56, 81, 109}, oral cavity and pharynx
(42, 111), esophagus (59, 110), and stomach (43, 93), There are, of
course, sitas which evidence the opposite gradient such as breast (3, 26)
and testicular (&8, 77), However, it ie notable that the poorer survival
assoclated with lower SEP is found both for sites where there 1s an inverse
association with SEP, [or example, prostate (21), and for sites where there
1s a direct association with SEP, for example, breast {(22). Gradients of
disease related to SEP are also found for stroke, ostecarthritis, and other
diseases and for various measures of disability and impairment (19, 51, 99,
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100). Mortality rates for those in this group from pedestrian injuries,
falls, fires and burns, and exposure to cold also show a stromg asscciation
with SEP (4).

Although mnot an exhaustive listing, the evidence presented above 1is
quite compelling regarding the consistency of the association between
socioeconomic position and health at different age groups. In general,
those at lower levels of SEP have higher rates of most diseases, covering a
wide range of ages and organ systems.

Consistency by Place

The association between sociceconomic position and health 15 consis-
tently found throughout the world. Mortality differentials assoclated
with socioeconomic position are found in countries as diverse as the
the United States and India., These differentials are found in England and
Wales (67, 76), Sweden (30), Finland (69, 80), France {(24), Norway (453),
Australia (29), New Zealand (74), Latin America (5), Ghana (13), Canada
(62), and many others. Within the United States, associations between
socioeconomic position and health outcomes have heen found in such diverse
places as Evans County, Georgia (95), and Alameda County, California (38);
Towa (31) and Hawaii (83); and Chicago (51) and Charleston (50).

Consistency over Time

Despite the large improvements in health seen during the last 8O
years, the gradient of health associated with SEP has changed very little.
Hollingsworth (45) has done the most extensive review of changes in the SEP
health gradient over time. He examined changes in all cause mortality by
occupational class in England and Wales for the period -1891-1971. The
standardized mortality ratio for the lowest social class (V) compared to
the highest social class (I) in the period 1890-1%02 was 1,530, In the
period 1970=1972, the same ratio was 1.58. Although there clearly are
problems in the comparability of data sources and definition of social
¢lass over this 80-year period, the similarity between the two figures is
striking. It is especlally striking when we consider that these data cover
a period in which there were major changes in the leading causes of death.
Similarly, Kitagawa and Hauser {51) found very little convergence of the
socloeconomic differentials in mortality for all causes, excluding infant
mortality, in Chicago during the period 1930-1960. Others have reported
similar findings (54, 88). Analyees of mortality between 1960-1970 in
Birmingham, Buffalo, and Indianapolls suggest that there was a slight
increase 1in the gradient of mortality associated with scocioeconomic posi-
tion during that period (112). Some reports have suggested that the
assaciation between socioeconomic position and specific diseases has
changed over time (58, 64). TFor example, mortality from cancer of various
sites has changed over time (556). Blaxter (8) summarized these changes in
England and Wales between 1930-1963 by noting that for sites which have
been more common in those of lower socioeconomic position, the gradient
assoclated with SEP has increased, whereas the gradient assoclated with SEP
had decreased for sites more common in those of higher SEP. For =sites
which are decreasing in mortality, SFEP gradients are increasing, and for
sites which are increasing, SEP gradients are reversing.

Changes in the SEP gradient for coronary heart disease have also been
noted, For example, in analyses in Evans County, Georgia (64}, and Fngland
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and Wales (58), there appears to have been a reversal in the SEP gradient
for mortality from coronary heart disease (CHD). That is, CHD among low
SEP men has increased, and CHD among high SEP men has decreased. However,
in both casés, this trend has been seen only for men; low SEP women have
consistently had higher rates than high S5EP women, Tt is important to note
that although SEP gradients for CHD in men may have reversed in rural
Georgia (Evans County) during this period, there is no evidence In the
total mortality experience of this cohort which suggests that at any time
during the carly part of the 20-year follow—up, low SEP individuals had
bhetter survival than high SEP individuals (95),.

To summarize, lower SEP is consistently associated with poorer health.
This association is found when considering different ages and diseases,
different geographical locales, and has been relatively stable over a
considerable period of time. In the next section, we will present evidence
which argues for the important role of SEP as a risk factor in the examina-
tion of minority and white health differences,

Sociceconomic Position and Minority Status

This section describes the socioeconomic position of minority groups
in the United States. Data on income, educatien and occcupation is
presented for hlacks, hispanics, Asians, and American Indians. Much of the
avallable data permits only analysis of white compared to "non-white.” The
"non-white" group is approximately B5 per cent black and 15 per cent other
"non-whites.” When possible, more detailed groupings will be presented,.

From a health standpoint, the lack of detailed information on other
minority groups is a deficit since what data does exist suggests there are
some dimportant differences in SEP and in health status between the various
minority groups.

TIncome

Table 1 shows the income distribution for hispanics, blacks, and all
others 1including whites (23, 97). This data shows that hispanics and
blacks are similar in income and that both have substantially lower incomes
than whites. For children under 18, black children are four times more
likely to 1live in poverty than whites. When the family is headed by a
woman, black children are 56 per cent more likely to live in poverty than
whites. However, the poverty status of blacks i1s not entirely due to the
higher proportion of female-headed households. In fact, the black-white
poverty difference decreases when comparing female-headed households only,
sugpgesting that presence of dependents and lower incomes afforded women in
generad also serve to increase the poverty rates.

Comparison of 1970 median incomes earned by non—-black minority groups
shows that white males earned more than three times that earned by American
Indians, 47 per cent more than Japanese males, and twice that earned by
Chinese males and Filipino males. The median income differentials were
less striking for females, but white females tended to earn 10 per cent
more than other females except for American Indian women, who ecarned two
times less than white women (23).

Occupation

The white labor force participation rate 1s 7 to 8 per cent higher
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than the rate for blacks and other minority groups, This vpicture is
further complicated by the fact that black women have a 4 per cent higher
participation rate than white women, while black men have an 8 per cent
lower rate than white men, Examination of employment status among persons
over 16 years of age for other minority groups shows that American Tndians
are the wmost disadvantaged (36% of males not in the labor force}, while
Japanese, Chinese, and Filipino males are similar to whites, with approxi-
mately 21 per cent of males over 16 not in the labor force. Rates for
women of non-black minority groups follow a similar pattern, except that
their non-participation rates tend to be around 50 per cent. About 65 per
cent of American Indian women are not in the labor force (23, 97).

Table 2 shows the occupational distribution by minority group and sex.
These [igures were calculated as the relative proportion of whites employed
in a category to minorities employed in that category. For example, white
females were 39 per cent more likely to be employed in white collar jobs
than black females. Consistently, minority groups have proportionately
fewer wmembers in white collar jobs and greater numbers in blue collar and
service jobs. Blacks, hispanics, and American Tndians are most similar in
this regard. Asians are more similar to whites, except for employment in
service jobs where white females exceed Asian females, and white males are
slightly fewer than Asian males.

Job tenure also varies hy minority status. Thirty per cent of white
males have job tenure of 20 years or greater. Females of both groups have
the shortest tenure (10%), and black males have job tenure 10 per cent less
than that of white males., Job tenure is associared with increased social
stability, increased income, and increased post-retirement benefits and
therefore affects socioeconomic position.

Education

Blacks, hispanies, and American Indians have lower educational attain-
ment, and lower college enrollment than whites. This is much less true for
Aslans, whose educational attainment is similar to whites, According to
1978 data, among persons over 18 years of age, B83.9 per cent of whites,
69.8 per cent of blacks, and 55.5 per cent of hispanics were high school
graduates, BElacks aged 18~19 had lower college enrollment (25%) compared
tao whites of the same ages (35%). Hispanics were eight times less likely
te have college or greater education than whites and 2.5 times more likely
to have a less than eighth-grade education than whites.

In 1978, the black—white ratio for college enrollment among persons
14~34 years of age was .13 for men and .15 for women, Tables 3 and 4 show
educational attainment levels for whites and minorities.

The , data presented above abundantly demonstrate that blacks,
hispanics, and American Indiang are of lower socioeconomic position than
whites as masured by income, education, and occupation., Asians appear to
be at less of a disadvantage with respect to educational attainment but are
also disadvantaged with respect to income and occupation, The recent
changes in immigration patterns may have altered the socioeconomic position
of Asians, and an examination of more recent data (i.e., 1980 Census) could
be useful. Tt seems apparent that our understanding of winority health
status must include ewamination of SEP. The evidence provided in previous
sections on SEP as an independent risk factor and on the close association
between minority status and low SEP peint to the need for thisg approach,
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Minority Status, Socloeconomic Position, and Health

This section will review research on minority status and health which
also examines socloeconcomic position, We will specifically examine all-
cause mortality, cardiovascular disease, cancer, Infant mortality, and
mortality from non-disease causes such as accidents, fires, and drownings.
In general, research on minority and health has not simultaneously examined
SEP. This is of particular concern hecause of the close association
between minority and socioceconomic position discussed ahove. Without such
an approach in studies of minority health, especially of the more disadvan-—
taged groups such as blacks, hispanies, or American Indians, it is
difficult to conclude whether any results obtalned are due to some minority
characteristic or due to the socioeconomic conditions prevailing 1in that
group.

All-Cause Mortality and General Morbidity

Black, hispanic, and Ametrican Indian minority groups in the
United States generally incur higher mortality rates from all causes and
exhibit higher rates of other indicators of morbidity. Table 5 shows some
measures of morbidity for blacks, hispanics, and all others (including
whites) of all ages for incomes less than $5,000 and greater than $15,000
for 1576 (106). The prevalence of morbid conditions, hospitalizations, and
activity limitations are negatively assoclated with income for all groups.
The rates for each aof these measures of morbidity are very similar between
the different groups at each income level. The number of days of
restricted activity varies somewhat but a consistent income gradient is
still present within each group.

Kitagawa and Hauser {51) have shown that SEP is consistently asso-
ciated with mortality and that the assoclation between SEF and all-cause
mortality is as consistent within minority groups as it is for whites, A
problem found in the Kitagawa and Hauser study and many others is that the
preat majority of minorities have lower incomes than whites, making
adjustment for SEP difficult within minority groups and for purposes of
comparison to whites.

An opportunity to examine the contribution of SEP to the differential
survival experience of whites and blacks presented itself in studies of
Alameda County, Califormia, residents. In 1965, the Human Population
Laboratory of the California Department of Health Services selected a
representative sample of almost 7,000 adults to participate in a longitu—
dinal study (6). The mortality experience of this cohort has bheen
ascertained through 1982. Survival of blacks, as expected, was poorer than
whites. A proportional hazards model showed that the age-sex adjusted
hazard rate was 34 per cent higher for blacks (p=.004). When a measure of
income adjusted for family size was introduced, the difference hetween
black and white survival was no longer significant, while the impact of

income was significant (p=.0001). Figures la and 1lb present the differen-
tial survival experience of blacks and whites 1in this cohort without
ad justment for income (la) and with such adjustment (1b). Thus in these

analyses, differences in SEP appear to account, to a great extent, for the
differential survival experience of blacks and whites.

The association hetween SEP, minority status, and health is relatively
consistent when specific disease ocutcomes are examined. The next sectlons
will discuss these associations with respect to cancer, cardiovascular
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disease, and infant mortality. These outcomes were chosen because they
represent major causes of morbidity and mortality and because data are
available that permit adjustment for both minority status and SEP.

Cancer

Several studies have reported assoclations between 1Increased cancer
incidence and poorer survival with soclceconomic position (17, 55, 71, 72).
The asscciation has been observed for cancer incildence and survival for
all sites but varies by specific site. Similarly, differences in cancer
incidence and mortality vary by minority group. For example, blacks have
higher incidence rates and poorer survival from rectal cancers than whites.
White women have higher incidence of breast cancer and better survival than
black women {71).

A study of cancer patient survival among minority groups in the United
States reported that survival from all-site cancer was substantially worse
for blacks, American Indians, and Chinese than for whites (113). Table 6a
shows the ratio of white five-year survival rates to each minority group's
survival rates for males., Table 6b shows these ratios for breast and corpus
uteri for females.

Black males and Hawaiian males have been reported as having higher
cancer incidence rates than whites and other minority groups for all sites,.
{107). White females and black females have similar incidence rates (300/
100,000} for all cancer sites, while Hawaiifan women have much higher rates
{400/100,000) than all other groups. Site—specific incidence rates for
blacks vary considerably, as do those for other minority groups. TFor
example, black males have higher incidence rates than white males for lung
cancer, pancreatic cancer, and prostatic cancer, and black females have
higher incidence rates than white females for cervical cancer, Hispanics
have notably lower incidence rates than most other groups for all sites and
for most site-specific cancer incidence rates, Although site-specific
cancer Incidence among blacks 1s not dramatically higher for most sites
than white rates, survival from cancer for blacks and some other groups is
poorer than whites' for many sites.

Blacks' five-year cancer survival is poorer than whites' for colon,
rectum, mnasopharynx, larynx, lung, bronchus, skin melanoma, prostate,
urinary bladder, kidney, pelvis, brain and other nervous system, thyroid,
non~Hodgkin's lymphoma, breast, and corpus and cervix uteri. American
Indians also have poorer survival rates than whites for a large number of
cancer sites. In general, blacks and American Indians are at greater risk
than whites, while other minority groups appear to do better than whites,
Notably, Chinese do worse with all-site and stomach cancer than whites, It
is usefud to note that the more disadvantaged groups (i.e., American
Indlan, black) have paorer survival rates than whites for many sites (113).
SEP may also affect survival from cancer by affecting access to medical
care ot availability of information on cancer. Unfortunately, data showing
incidence and survival for each minority group by SEP are nmot available.

Cancer incidence from some sites may also be associated with SEP. TFor
example, a study of coke plant workers found that blacks had a lung cancer
SMR  six times greater than whites emploved in the same plant (61). Black
workers in this study were employed in much greater numbers In jobs where
the exposure to benzopyrene and other carcinogens was high. This study
demonstrated, in part, that differences in employment opportunities may
lead to differences in exposure and disease occurrence.
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In fact, few studies of cancer survival and incidence among minority
groups have also examined SEP, Limitations of availabhle data are part of
the reason for this lack: cancer is a rare disease, and a large number of
cases 1s needed for such multivariate analyses; also, accurate Information
on socioeconomic variables is often mot available, However, those studies
which have examined SEP, minority status, and health have produced some
important results. .

Dayal (21, 22) has conducted two analyses examining black-white
differences in survival from prostate and breast cancer and the contribu-
tion of SFP to those differences, In hoth studies, black-white survival
differentials became non-significant with adjustment for SEP. A factor
complicating the understanding of minority cancer differences is that some
minorities present cancers at a later diagnostic stage than whites. The
Dayal Study on hreast cancer found that, even with adjustment for diagnos-
tic stage, the black-white difference 1s significant. However, adjustment
for SFP rendered the black-white survival difference non-significant,

Lung cancer incidence rates for blacks are higher, and survival rates
are lower than whites. A study by DeVesa and Diamond (25) reported an SEP
gradient for lung cancer incidence in males within both black and white
groups. DBlack rates were higher than white rates, and rates for low SEP
persons in both white and black groups were poorer than rates for high SEP
persons. The group with the lowest rates was high SEP white males, and the
group with the highest rates was low SEP white males. However, the overall
black-white difference lost significance when adjusted for age, area of
residence, 1income, and education. Comparison of white teo black males at
the same educational level suggested that there were no significant differ-
ences, A major shortcoming of this study was the lack of data on smoking,
a majer risk factor in lung cancer, However, the study authors felt that
adjustment for smoking would not explain all of the differences and that
SEP had an independent effect on lung cancer.

Little research has been done on cancers in minority groups other than

hlacks in the United States. Some of the survival rates experienced by
these groups are shown in the tables above. These rates are not adjusted
for SEP, so it is not possible to determine what effect SEP may have on

cancer incidence and survival in these groups. A study of cancer survival
among Asians and Pacific Islanders in Hawaii reported that Caucasians had
the lowest median survival time overall and that Chinese, who were at the
lowest status economically, survived the longest (107}. Hawailans and
Filipinos who were at the lowest SEP level exhibited the shortest median
survival time, After adjustment for sex, age at diagnosis, stage of
disease, and SEP, many of the white-minority and minority-minority differ-
ences were non~significant. The strongest predictor of death in that study
was .tage at diagnesis, which has been associated with both SEP and
minority group status in other studies,

Thus there exist substantlal differences between whites and minority
groups with respect to cancer incidence and survival. Both minority status
and SEP are associated with incidence of some cancers and with stage at
diagnosis for many cancers. It seems apparent that mincrity status and SEP
are intertwined in the etioclogy of and survival from cancer.

Cardiovascular Disease

Blacks in the United States have among the highest rates of cardiovas-
cular disease (CHD) in the world (33, 34). Reports of CHD mortality have
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shown black male rates to be higher than white rates for the past twenty
years. Rates among black and white women are similar, Ischemic heart
disease and stroke account for 35 per cent of mortality among blacks and
other non-whites as a group. However, CHD incidence and mortality rates
for other minority groups do not follow the same pattern as for blacks. A
study of CHD wortality in Los Angeles County, California, reported blacks
as having the highest CHD mortality; whites as second; and hispanics,
Japanese, Chinese, and Filipinos in descending order of mortality. Black
rates were 10 per cent higher than whites for all major cardiovascular
diseases and 24 per cent higher for cerehrovascular diseases (32).

' Few cardiovascular disease studies have addressed the simultaneous
issues of minority group membership and SEP. A study conducted in Evans
County, Ceorgia, between 1960-1977 (34, 95) has attempted one such analy-
sis. In this study (as in many studies), virtually all blacks were of low
SEP. Tn fact, they were of lower SEP than most low status whites. This
study reported that 20-year survival from all-cause mortality was almost
identical for low SEP whites and blacks, and both were higher than high SEP
whites, The risk of dying from ischemic heart disease associated with
blood pressure, cholesterol, and smoking was similar for low status whites
and for blacks, and both were substantially different from high status
whites,

A study in Charleston, South Carolina (50}, comparing CHD incildence
among black males and females, white males and females, and high SEP black
males for the period 1961-1975 demonstrated that SEP is strongly negatively
associated with CHD. This study reported that high SEP black males had the
lowest iIncidence of all categorlies of CHD compared to all blacks and all
whites, except for arteriosclerotic heart disease, for which they had the
highest rates. Table 7 shows these results. The lower rates observed in
high SEP black males were found for all CHD, non-fatal CHD, fatal CHD,
acute myocardial infarction (both fatal and non-fatal), angina, and sudden
death. The number of cases of CHD {n=12) among high SEP black males was
low, however, and the observations are most valuable for the trend they
suggest,

CHD Risk Factors

The CHD risk factors most frequently measured include hypertension,
blood lipids, smoking, diabetes, Type A behavior, overweight, ECG abnor-
malities, and, in some studies, heavy alcohol consumption. Blacks are
reported (33, 34, 095) as being at greater risk for CHD from hypertension,
diabetes mellitus, ECG abnormalities, and overweight (among black women ),
As a general pattern, these CHD risk factors operate for blacks and other
minority groups as they do among whites.

Several studies on the distribution of CHD risk factors have suggested
that there is an association between SEP and risk of CHD among blacks,
Attempts to examine the association between CHD risk factors, minority
status, and SEF have included both ecological level and individual level
measures. '

Research (94) by Tyroler and Cassel has reported that ecological
measures of social disorganization are strongly assoclated with mortality
from stroke among black males and females. Another study using ecological
measures cof urban stress {40) reported a positive association with systolic
and diastolic blood pressure for blacks but not for whites. _

Kraus, Borhani, and Franti (52), in theilr study of CHD risk factors,
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reported a consistent negative SEP gradient for CHD risk factors and a
consistent mnegative assoclation between SEP and CHD risk within ethnic
groups. Comparison of different minority groups at the same SEP 1levels
suggests that (a) low SEP white males are at greater risk than minority
males at the same SEP level, and (b) high SEP white males are at lower
risk than minority males at a high SEP level, except hispanic males. For
example, low SEP white males were at 30 per cent greater risk than low SEP
black males, 52 per cent greater risk than low SEP Asian males, and 130 per
cent greater risk than low SEP hispanic males. Conversely, high SEP white
males were at 28 per cent lower risk than high SEP blacks males, 8 per cent
lower than high SEP Asifans, but 25 per cent higher risk than high SEP
hispanics.

A study by Stern et al. (87) on Mexican Americans reported that they
had higher CHD rigsk factors levels than whites with respect to plasma
lipids, diet, and adiposity but lower risk from cigarettes, blood pres—
sure, and alcohel. The study made the point that Mexican Americans were
primarily of low SEP but did not treport any SEP-stratified data. A study
by Roberts and Lee (75) on Mexican Americans reported that adjustment for
health practices reduced but did not completely explain the health differ-
ence between whites and Mexican Americans.

Data from the Hypertension Detection and Follow-up Program has been
reported (47} showing that prevalence of hypertension among blacks and
whites of both sexes decreases with increasing education. Furthermore, the
difference between whites and blacks generally decreases with increasing
education.

The evidence presented above suggests that SEP is a powerful risk
factor that may help to explain the higher incidence and mortality rates
and the poorer survival rates among certain minority groups. Furthermore,
it supggests that the association between SEP and minority status and CHD
cannot be fully explained by adjustment for risk factors such as smoking,
alcohol consumption, or obesity. In short, SEP appears to exert an inde-
pendent influence upon CHD and to partially explain the differences between
blacks and whites. The association between SEP and CHD risk and occurrence
among other minority groups 1s less clear, primarily because data on these
groups 1s sparse and not generally presented with information on SEP.

Infant Mortalilty

As discussed 1n an earlier gection, the association between infant
mortality, low birth weight, and SEP is well established. The question to
be examined in this section is whether the differences observed between
blacks and whites can be explained by SEP.

Dgta from 1976 on low birth welght reported by NCHS (104) show that
(a) the percentage of infants weighing 2,500 graws or less at birth
decreases with dincreasing education of mother or father, (b) that the
percentage of low birth weight infants 1s greater at all education and
income levels among blacks but declines with increasing SEP for both
groups. Education of the mother appears to have little direct effect on
low birth weight when prenatal care is totally absent. When prenatal care
is present, education of the mother has a strong effect for both groups.
The effect of prenatal care is not unrelated to S5EP, however, since access
to medical care and awareness of the need for prenatal care arte probably
both associated with SEP (89), The prevalence of low birth weight infants
is greater among lower SEP indlividuals of both black and white groups and
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is greater for blacks than for whites at all SEP levels,

tnfant death is strongly associated with SEP for both whites and
blacks (103, 105) whether measured by education of father or mother or by
family income. Blacks at all income or education levels had higher rates
than whites. However, the black-white difference decreases as SEP
increases. For example, the black-white difference is 12 per cent when the
father's education is eilghth grade or less and 4 per cent when the father's
education 1s at high school level (105), In this data, blacks were not
present at the highest SEP levels, so it was not possible to determine
whether the black-white differential for Infant mortality would disappear
at higher SEP levels, These data suggest that SEP as measured by parental
education or family income can help explain the black-white differences in
infant mortality. Data on higher SEP blacks and other minoritiles are
lacking, however.

SEP and minority status appear to have direct effects om infant
mortality and an indirect effect on neonatal mortality. A 1980 study by
Brooks (12) wusing area measures of racial composition and income reported
that racial composition did not affect post neonatal mortality, whereas
income and low birth weight together explained 65 per cent of the variance.
Low income alone explained 57 per cent of the variance. The addition of
racial composition to a model including low birth weight, 1llegitimate
status, and low income increased the explained variance by only 1.2 per
cent, a non-significant change, suggesting that income and not minority
status contributed most to infant mortality. Neonatal mortality in this
study was best explained by a model including low birthweight, low income,
and racial composition. Low birth weight and low income were highly
correlated (.80) in this study, as were racial composition and low income
(.683) (57).

Further evidence for the hypothesis that the higher rates of infant
death and childhood experienced by blacks may be partly explained by SEP is
provided in research by Mare (57). His research reported that for both
blacks and whites, mother's education and family income were nepatively
associated with death £for children of all ages under 19 years of age.
Furthermore, this association increased in size with Increases in the
child's age. 1In general, mortality rates for white males were higher at
most ages than rates for black males at both high and low Income levels.
Among females, the effects of income were less clear. For annual family
income less than $10,000, black females generally had lower rates than
white females, and this was more true at older age levels. Comparison of
white females to black females at family incomes over 510,000 shows that
black females suffered substantially higher mortality rates at all age
levels. Examination of the association between mother's education and
mortadity produced somewhat different results. Mortality rates for white
male children were lower than black male children at younger ages and

higher at older ages for education less than twelve grades. For mother's
education at twelve grades or more, the reverse was true, and black males
mortality rates were lower than whites, The mortality rates for black

females whose mothers had less than a twelfth-grade educatlon were somewhat
higher than white females., For those females with mothers educated at
twelve grades or better, black females suffered substantially higher
mortality than white females. This study demonstrated a clear association
between SEP and childhood mortality for both blacks and whites and suggests
that, for males at least, the higher childhood death rates suffered by
blacks may be due to lower sccloeceonomic position,
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These data suggest that neonatal and post-neonatal mortality are
affected by SEP for both blacks and whites. Such socioceconomic factors as
low income, low education, low status occupation, minority status, teenage
pregnancy, and non-married parents are all closely associated risk factors
in the etiology of 3low birth weight, uveonatal mortality, and infant
mortality. The data available on SEP was insufficient to conclude that all
black-white differences could be explained by SEP. However, it is elear
that SEP 1s a powerful risk factor in both infant and neonatal mortality
for both blacks and whites and that increasing SEP substantially decreases
the bhlack-white differences with respect to low birth welght, 1Infant
mortality, and childhood mortality,

Non-Disease Causes of Injury and Death:
Minority Status and Socioeconomic Position

There 1s substantial wvariation in injury death rates among ethnic
groups, In general, Native Americans and blacks have the highest death
rates from such causes, and Asian Americans have the lowest. TFor a number
of non-disease causes of death, the differences between ethnic groups 1s
lessened or eliminated with adjustment for some measure of SEP. This
section reviews some available data which demonstrates these peints  for
unintentional injuries, motor vehicle accidents, accidental death from
firearms, and deaths from house fires,

More than 160,000 Americans died in 1980 from unintentiomal injuries,
ineluding such causes as accidental ingestion of poison, poisoning by
faulty heaters (i.e., carhon monoxide), and motor vehicle accidents (nearly
50% of all unintentional injuries), etc. Asian Americans have the lowest
rates, and Native Americans have the highest rates, with blacks and whites
faliling in Dbetween. All rates decline substantially with increasing
income, although the differences between minority groups are not preatly
reduced by such adjustment, except for Native Americans, The rate per
100,000 for Native Americans drops by nearly 300 per cent between per
capita income less than $3,000 and per capita income of §5,000, The rate
for blacks drops by more than 100 per cent with adjustment for income. The
change in rates for Asians and whites 1s similar to those for blacks with
income adjustment.

Death rates from unintentional firearm injury for whites and blacks
are similar, with the rates for both groups declining precipitously with
increasing income. Blacks have much higher death rates from housefires
than whites. However, this difference declines substantially with adjust-
ment for income, The difference between hlacks and whites at per caplta
area dncomes less than $3,000 is three-fold. At incomes greater than
$6,000, the difference is less than 100 per cent higher. The black-white
death rate difference for occupants of motor vehicles and for pedestrian
deaths declines with income adjustment also, although blacks have lower
rates than white from the former cause and higher rates than whites from
the latter cause, In general, it may be said that differences im non-
disease mortality rates between whites and minorities, especially blacks
and Native Americans, are diminished with adjustment for income (43,

Part 2

In the preceding sections, we have argued that socioceconomic position
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ought to be considered as a potential explanatory variable when considering
minority and white health. We have reviewed the evidence that SEP is
consistently related to a variety of health outcomes for different ages,
places, and times. We have bhriefly presented evidence of the strong asso-—
clation between SEP and membership in minority groups and have reviewed
much of the available evidence that differences in the distribution of SEP
may account for the differential health experience of whites and winori-
ties, Our intent was to make the argument plausible. The evidence which
we have presented, in our opinion, supports such an argument, However, it
is important to specify why low SEP is associated with poor health,

Tt has has been argued that such associations reflect the downward
drift of less healthy individuals into lower sociceconomic strata. However,
there are a number of reasons to believe that this is not what accounts for
the assoclation between SEP and health, Although it is undoubtedly true
that leng-term illness has an impact on income, {1t is difficult to see how
such an explanation might apply te groups of individuals, Given the over-
all pattern of lower SEP associated with minority status, 1t 1s hard to
argue that this lower SEP is the result of poorer health. Indeed, 1in one
analysis (18), dincome differences between minorities and whites were
substantially reduced when there was statistical adjustment for age, educa-
tion, occupational prestige, hours worked in the previous week, and average
income of the state of residence, This adJjustment accounted for 57 per
cent of the income differences between whites and blacks. The comparable
figures for Mexlcan Americans, Puerto Ricans, and American Indians were 49
per cent, 93 per cent, and 70 per cent, respectively. Tn short, the lower
SEF of winorities i1s not due to poorer health, rather it reflects an
overall pattern of disadvantage.

The argument is also not plausible given the varlety of measures of
SEP shown to be assoclated with poorer health, As we have poilinted out
earlier, although each of the measures of SEP has some interpretive
problems, the overall patterm across measures 1s sufficiently consistent to
be compelling.

Differential patterns of risk factors are often proposed as explana-—
tions for SEP pgradients of disease. Our review has mnot turned up
consistent patterns of risk factor differences which could account for the
disparities between minority and white health. There are few studies which
allow us to examine in detaill the validity of these explanations. The few
studies there are suggest that such explanations do not adequately account
for SEP gradients. With respect to cardiovascular disease, there are three
studies which have had the opportunity to directly address this issue. In
one study of cardiovascular disease among 18,000 male British ecivil
servants,; it was possible to examine the contribution of serum cholesterol,
smoking, hypertension, and other cardiovascular risk factors to the gradi-
ent of cardiovascular disease assoclated with SEP, measured by broad
occupational groupings (76). In these analyses, there was a consistent
gradient of cardiovascular mortality associated with SEP; those in adminis-
trative classifications had the lowest rates, followed by those in
prefessional/executive positions, clerical positions, and the remainder.
Figure 2 presents the results from this study when cardiovaseular risk
factors were introduced. Taking into account the standard risk factors for
cardiovascular disease did not alter the gradient associated with SEP.
Similar results were found by Salonen (86) in Finland, and Holme et al, in
0Oslo (46),
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Turning to lung cancer, SEP gradients do neot seem to be entirely due
to higher rates of smoking among lower SEP groups. Although lower SEFP
groups such as blacks may have higher rates of curreat smoking, some
evidence suggests that they smcke fewer cigarettes and tend to use weaker
tobacco preducts (86, 1ll), Analyses of data from the Third National
Cancer Study (25), the Washington County, Maryland, Study (15), and other
studies (109) suggest that adjustment for level of smoking does not elimi-
nate the SEP gradients for lung cancer incidence,

Differences in access to medlcal care are also often proposed as an
explanation for SEP gradients in health, However, such facters do not
adequately account for SEP gradients. The presence of the Natlonal Health
Service 1in England and Wales and the equivalent services 1In the
Scandinavian countries would seem to provide reasonable access to care.
However, 1in England and Wales, Sweden, and Finland, there are substantial
SEP gradients of health. The evidence in England and Wales is that these
gradients did not change substantially following introduction of the
National Health Service (45). Similarly, the last 2ZC years in the United
States have geen large changes in the accessibllity of medical care teo the
poor. Between 1964 and 1976, persons in the lowest fifth of the dincome
distribution increased wutilization of physician and hespltal services by
one third (54, 70). Similar changes in health insurance coverage have
occurred, particularly for the aged. However, despite these changes,
national data do not indicate any major changes in the SEF gradient of
prevalence or mortality. This is not to say that such changes have not had
important health c¢onsequences but only that they do not seem to have
resulted in major changes in the associatlon between SEP and health.

Further evidence that differences 1in levels of risk factors or medical
care do not account for SEP gradients of health comes from analyses we have
recently completed at the Human Population Laboratory in Alameda County,
California (38). In these analyses, we examined the nine-year mortality
experience of a representative sample of adults in Oakland, California,
beginning in 1965. At that time, a portion of Oakland was federally desig-
rnated as a poverty area, based on rates of unemployment and income reported

in the 1960 Census, Table B shows some of the characteristics of the
poverty area compared to the nonpoverty area (44). Approximately 41 per
cent of Qakland's population lived in the designated poverty area. The

poverty area exhibited disproportionate levels of unemployment for both men
and women, poorer health measured in a varlety of ways, and poorer quality
of housing., Those 1in the poverty area had three times the rate of unem-
ployment, twice the number with an eighth grade education or less, two and
one-half times the rate of inadequate Iincomes, and almost two and one~half
times higher rates of no health insurance compared to residents of the
nonpove¥ty area,

We were Interested in the extent te which this pervasive pattern of
socloeconomic disadvantage would be associated with poorer health among the
residents of the poverty area, Furthermore, because data were availlable
for each partieipant, we were able to ascertain if poorer health among the
poverty area residents might be due to differences in age, income, baseline
health status, lack of medical care, minority group status, health prac-
tices such as smoking and alcohol econsumption, or psychologlical factors
such as depression.

When we examined the nine-year mortality experience of this cohort,
residents of the poverty area were at significantly increased risk of
death. Furthermore, when all of the above factors were taken into account
statistically, poverty area residents had 46 per cent higher mortality from
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all causes., In other analyses (49), we have shown that this survival
disadvantage persists over 17 years of follow-up. In addition, when
adjustment for residence in the poverty or nonpoverty area was carried out,
there were no significant differences in mortality for whites and non-
whites,

These results suggest that we need a broader based approach to our
examination of SEP gradients in health and their value in explaining
minority health experience. Poverty areas are characterized by a large
nunber of vectors of disadvantage ranging from poorer environmental
quality, higher unemployment, lower income and education, higher rates of
crime, greater social 1solation, poorer services, to higher levels of
reported stress, It is of great significance that these are the areas in
which a disproportionate number of minority group members live.

This clustering of high socio-enviroomental demands such as pollution,
bad housing, and crime, coupled with low rescurces such as low 1Iincone,
social isclation, and inadequate services, may be what is responsible for
SEP gradients of health, Several research efforts, using ecolegical
measures of social area characteristics, have produced results relevant to
this approach. Jenkins et al. (48) found census tract SEP indicators such
as low occupational status, substandard housing, and low median education
to be associated with mortality from hypertensive diseases. They also
found significant assoclations for mortality due to all respiratory
diseases, cerebrovascular disease (excluding hypertension), and ischemic
heart disease. Dayal et al. (20) has reported that residence in low socio~
economic level neighborhoods is associated with mortality from both lung
and non-lung cancers, suggesting that both alr pollution and socioeceonomic
variables are associated with poorer health among low SEP groups. This
association was not affected by adijustment for race, Harburg et al. (40},
using an area measure of social stress, found a significant cross-
sectional association between systolic blood pressure and residence in such

areas for black males and females, 8imilarly, area measures of socilal
disorganization were found by Tyroler and Cassel (94) to be positively
assoclated with stroke mortality. Finally, a step toward I1ntegrating

ecologic and individual level variables has been taken by Hakama et al.
(39) in an analysis of cancer of the breast and cervix. The findings in
his study suggest that social and physical envirommental factors might be
relatively more important in the etiology of breast cancer than cervical
cancer.

Conclusions

Studies which have examined minority/white differentials in thealth
have wsften alluded to differences in culture, lifestyle, or genetics and
have generally ignored the role of SEP. However, minority status and SEP
are closely associated, and the evidence suggests that a portion of the
difference iIn health bDetween whites and minoritlies can be explained by
differences in SEP. Furthermore, SEP gradients of health cannot, in many
cases, be explained by differences in risk factor levels or differences in
medical c¢are. Finally, in analyses of all-cause mortality, survival
differences 1in cancer of the breast and prostate, male lung cancer
incidence, and mortality from coronary heart disease, minority/white
differentials 1in thealth decrease significantly when SEP is takenr into
account. For many other outcomes, the evlidence suggests a diminution of
minerity/white differentials with adjustment for SEP.
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These reesults suggest that it is not winority status, dtself, which
leads to poorer health. Indeed, some minority groups evidence, for some
outcomes, better health. Rather, it is the assoclation of low SEP with
minority group membership which has consequences for health,

It is clear from this review that more research and analysis is needed

on the health status of minority groups. Much of the available data only
focuses upen white versus black differences and excludes other minority
groups oY includes them In a non—-whlite grouping,. As we have demonstrated

in the preceding sections, there are significant differences hetween the
various minority groups with respect to both SEP and to health. However,
our understanding of the role of SEP in minority health is compromised by
the lack of data on patterns of incidence, survival, and medical care
utilization. As has become apparent in the consideration of the declines
in CHD mortality, such information may be critical to our understanding of
mortality differences. These data may be particularly significant in
unraveling the impact of SEP on minority and white health,

Similarly, the effort to understand minority health experience would
be pgreatly improved by analyses that also examine the role of SEP, The
evidence presented in this report strongly suggests that such analyses
would be particularly helpful in clarifying the reasons for the substantial
differences hetween whites and minorities observed for most major disease
outcomes and all-cause mortality. '

As we have discussed previously, the measurement of SEP is prab-
lematic. The most commonly used measures -— income, occupation, and
education —- may not adequately assess the effects of SEP on healith. For
example, a white collar worker and a blue collar worker may have the same
income and education hut experience a different socfal and physical
environment at work. Similarly, a highly educated person may have a rela-
tively low income. Also, different measures may affect health in different
ways. For example, income may affect health through the ability to
purchase adequate medical care, while occupatlion may affect health through
differential social and physical exposures on the job. Finally, one or
two—time wmeasures of SEP may fall to capture the lifetime exposures that
individuals actually incur. As we discussed earlier, much research
suggests that social and physical risk factors may co—occur in consistent
patterns which are not random but are determined by larger sociloecononic
forces. Our understanding of the role of SEP in minority health would be
enhanced by examination of both ecological and individual-level risk
factors. The studies by Jenkins et al., Dayal et al., Tyroler and Cassel,
and Harburg et al. and Hakama et al. (20, 39, 40, 48, 94) indicate that SEP
involves more than measures of income, education, and occupation can
capture. As  we have amply demonstrated, a large proportion of minority
group mehbers are also low SEP group members. Therefore, our understanding
of minority health will be improved if analyses capturing the complex
interrelationships between these different levels and types of risk factors
can be attempted., An approach which combines environmertal and individual
level analyses can provide a method for a more coherent description of
disease etiology than approaches which focus on only one level of analysis.
This approach could be especially important in the investigation of
minority health and SEP, factors which are multi-faceted and which exert
their effects at both group and dindividual 1levels, Without such an
approach, it is unlikely that we will be able to understand the reasons for
the differential health experience of minorities and whites.



TARLE 1
Income by Minority Status for Curtently Employed Persons

17 Years of Age and Older (per cent), 1976

All other
Income Hispanie Black (including white)
55,000 13.5 17.2 7.4
$5,000 te 30.5 0.6 17.6
£9,999
$10,000 to 26.9 28.0 24.5
$14,999
$15,000+ 29,1 28.0 50.5
Totals 3,662 7,418 69,463 (number)

Source: (23)
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TABLE 2
Occupational Distribution of Minority Groups

Ratio of White to Minority

Group
American

Category Black (112) Asian (88) Indian (88) Hispanics (23)
S5ex F M F M F M F M
White 1,39 1.59 1.03 .96 1.50 2.04 4.70
collar
Blue A7 .85 .88 1.42 .68 A7 1.54
collar
Farm 1.56 1.08 1.20 1.03 .78 .66
Service .56 .49 1.03 .35 .57 .57 .13
Employed 1,08 1.07 1.90 1.39 2,95 1.82

Source: (23)
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TABLE 3

Educational Attainment by Sex and Race, 1978

Females Males
Z % A 4
White Black White Black
to 8th 4.3 4.0 4.3 6.5
grade
4 vears of 21.4 12.6 27.6 10.7
college :

Source: (97)
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TABLE 4

Median Years of School by Minority Status, 1970

American
Indian Japanese Chinese Filipino
Women 9.9 12.4 12.2 12.7
Men 9.7 12.6 12.5 11.6

Spource: (97)
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TARLE 5

Age-Adjusted Rates for Selected Conditions by Income and Minority Group

Condition Higspanics Blacks All Others
$5,000 §15,000+ $5,000 $15,000+ $5,000 515,000+

Limit of 19.7 12,2 24.9 16.4 23.0 10.8

activity

due to chronic

condition

Hospitalization 11,7 9.1 13.7 9.0 12.6 9.7

in short-term

stay hospital

Days of 16.3 4,2 12.8 8.5 10.1 5.5

restricted

activity

Source: (106)
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TABLE 6A

Ratio of White/Minority Group 5-Year Survival Rates for Males

Minority Cancer Site
Group
All Sites Lung Stomach Rectum Prostate
Anglo 1.00 1.00 1.00 1.00 1.00
Hispanic .97 1.00 .b0 1.09 .92
Black 1.07 1.14 .82 1.40 1.10
American Indian 1.48 2,00 1.50 1.67 1.55
Chinese 1;15 .b7 1.13 .81 .94
Japanese .91 .80 .43 .78 .82
Filipino 1.11 .B9 .82 1.03 .80
Hawaiian 1.29 .80 .75 W75 .98
TABLE 6B

Breast Corpus Uteri
Anglo 1.00 1.00
Hispanie .99 .99
Black 1.16 1.65
American Indian 1.25 1.23
Ch?nese .90 .96
Japanese .79 .95
Filipino .97 .95
Hawaiian .96 L.15
Sourece: (113)
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TABLE 7
Age-Adjusted Incidence of Cardiovascular Disease by Sex and

Minority Status, and SEP

Males Females
Blacks Whites Hi~SEP Black Blacks Whites
All CHD 131.7 188.4 61.2 161.0 113.8
CHD Deaths 79.8 93.8 38.3 62.2 46.3

Source: {93)
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TABLE 8

Poverty Area Characteristics

41% of Dakland's Populatien

66% of unemployed males 14 years or older
61% of unemployed females 14 years or older
85% of Oakland Ceneral Assistance recipients
79% of AFDC recipients

79% of aid to disabled

63% of blind receiving aid

65% of police work load

68% of active TR cases

697 of Oakland’'s deteriorating housing units
75% of Oakland's non—owner occupied units

89Z of Qakland's housing units with shared or no bathroom

Source: (44}
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Figure 1

Age and Sex-Adjusted Survival for

Blacks and Whites in the Alameda County Study
In 1a, blacks have significantly poorer survival (p < 0.004); when there is
adjustment for SEP (ib), this difference is no longer significant (p > 0.05),
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Figure 2

Relative Risk of Death from

CHD Compared to Administrative Classification
Adapted with permission from reference 76.
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