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INTRODUCTION

K

aiser Permanente is committed to improving the quality of care provided to our
increasingly diverse membership. Ensuring that members’ cultural needs are considered
and respected at every point of contact is integral to providing a culturally competent
system of care. This commitment is aligned with Kaiser Permanente’s mission to provide
personalized care and to improve the overall health of the communities we serve.
This handbook is the second edition of the Provider’s Handbook on Culturally Competent
Care: African American Population. This revised edition includes updated information
throughout and a new section on lupus. The term “culturally competent care” is the delivery
of health care services that acknowledges and understands cultural diversity in the clinical
setting, respects members’ health beliefs and practices, and values cross-cultural
communication. Increasingly, health care organizations are being evaluated by consumers and
regulatory authorities for their ability to provide such care.
Incorporating cultural sensitivity in meeting our current and potential members’
needs is an important strategy in:
•

Enhancing quality of care

•

Expanding our markets

•

Maximizing retention rates

•

Realizing our mission to improve the health status of the communities we serve

•

Cost containment

This handbook is one in a series of targeted initiatives in Kaiser Permanente’s overall strategy
to address diversity as a business imperative and a way of maintaining a competitive quality
advantage. Our goal in creating this handbook for Kaiser Permanente’s health care
professionals is to provide an overview of the cultural and epidemiological differences that
characterize the major ethnocultural groups which comprise our membership. It focuses on
the characteristics of each group that affect health care utilization. It does not, by any means,
suggest that we stereotype our members or patients by groups. Rather, the handbook presents
the general background information and health care statistics that can help our providers
become even more sensitive and knowledgeable about our diverse membership. Culturally
competent care, the acknowledgment of the underlying genetic, environmental, psychosocial,
and behavioral factors that shape human experience, is critical to altering the prevalence,
incidence and the successful management of disease in all populations.
The data reported in this handbook comes primarily from three sources: (i) articles published
in medical and other health-related journals, (ii) state and federal publications on health, and
(iii) Kaiser Permanente providers. In addition, national efforts to improve the timeliness and
quality of vital statistics have resulted in access to information via the Internet. Most of the
data were gathered or reported in the last decade. An editorial board comprised of Kaiser
Permanente physicians and staff reviewed all materials. Data sources are placed in the
reference section at the end of the handbook, which is divided by topic.
Kaiser Permanente National Diversity Council 2003
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DEMOGRAPHICS
Introduction
In this handbook, we have chosen to refer to people of African descent who reside in the
United States as African Americans. We use the term African Americans interchangeably with
the term Black, which is used most frequently in scientific literature. The term “African
American” refers to persons who are descendants of peoples from the continent of Africa. The
majority of African Americans are descendants of persons brought from Africa to the Americas
between the 17th and 19th century. The enslaved Africans consisted of a range of ethnic
groups of primarily West and Central African origin; hence, the parent populations were
culturally and genetically diverse. The present African American population is formed from a
genetic mixture across African ethnic groups and other racial groups, primarily European and
American Caucasians, as well as Native Americans. It is clearly not a homogeneous
population.
African Americans comprise 34 million or slightly over 12% of our nation’s population. The
African American growth rate during the 1990s (15.6%), exceeded that of the nation as a
whole (13.2%). However, as with Whites, African American population growth came primarily
from natural increase (84%) rather than immigration. African American women have a fertility
rate of 63.2 compared to 60 for Whites, 95.1 for Latinas, and 54.6 for Asians and Pacific
Islanders per 1,000. In 2000, the African American population’s median age was 30.2 years, 7
years younger than that of the White population and 4.7 years older than the Latino. The
median age of African American women was 31.7, for men, 28.5. Because of the youth of the
African American population, some demographers feel that African Americans may grow to be
near 23% of the U.S. population by the year 2015.
In recent years, immigrant additions to the African American population came primarily from
Caribbean or African nations. For example, there are an estimated 506,000 Jamaicans in the
United States (1996). Haitians make up the second largest Caribbean group at about 400,000.
Most of the immigration of Caribbean Blacks has occurred since 1980, and a vast majority of
these immigrants have settled in Florida (356,000), New York (459,000) and New Jersey
(66,000).
There has also been a small increase in immigration from Africa in the last 20 years as a result
of several factors: refugee resettlement from civil unrest in Ethiopia, Eritrea and Somalia and
the impact of the Immigration and Naturalization Diversity Program. From 1994-1996, legal
immigration from Africa totaled 122,057.
African Americans are primarily an urban population and are more widely distributed than
most other population segments. Many of the heaviest concentrations of African Americans
live in the southern and eastern United States; the cities of Baltimore, Atlanta, New Orleans,
Memphis, and Norfolk all have African American populations in excess of 60% of the total
population. African Americans comprise more than one-half of the population in the following
cities: Washington, D.C., New York, Chicago and Los Angeles. The four most populous states
in the union, California, New York, Texas and Florida contain the largest concentrations of
African Americans.

African American Families
African American families are generally larger and younger than White families. Only one in
five White family householders is under the age of 35, while in African American families the
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proportion is one in four. The average family size for African Americans is 3.33 and 3.02 for
Whites.
One of the most critical issues for America is that a number of social and historical events
have resulted in a high proportion of female-headed households in the African American
community. In 2000, nearly half (44%) of African American families were headed by a woman
and 68% of these households included children under age 18. Because of this, African
American families were less likely to have two or more wage earners than Whites (43% vs.
59%) and more likely to have no earners (20% vs. 15%). These factors in family composition
contribute to the greater proportion of African American families living at or below poverty
levels than Whites.
Another unique characteristic is that children living in grandparent maintained families are
more likely to be Black, younger and living in the South compared to grandchildren in
parent-maintained families. Black grandmothers are more likely to care for grandchildren on
their own (53%) than White grandmothers caring for grandchildren on their own (28%). More
than 60% of African American children live with their grandmother and do not have either
parent present in the household, so the grandmother is the major caretaker. Grandchildren
living with only their grandmother have the highest poverty rate (63%) compared to living
with their grandmother and one or both parents (30%). While some of the children in these
families receive health care through Medicaid, many are among those who have “fallen
through the holes in the safety net” and have received inadequate health care. Providers may
expect to care for some of these children as programs funded by recent federal and state
legislation to address their health care needs get underway.

Education, Income and Occupation Patterns
The percentage of African Americans achieving a high school diploma has increased
significantly. In 2000, 88% of African Americans 25-34 years old had completed high school;
up from 51% in 1980. By 1999, the annual high school drop-out rate of African Americans
(6.5%) was not significantly different from that of Whites. Recent California data indicate that
the proportion of Whites and African Americans over age 25 that do not have a high school
diploma is the same: 14%. Thirteen percent of African Americans were college graduates.
According the U.S. Department of Education, 17.9% of 25-29-year-old African Americans
completed a bachelor’s degree or higher in 2001, up from 6.7% in 1971 for both sexes.
The economic situation for African Americans is complex and dynamic and demonstrates
important gains in many areas. As with other Americans, the gap between affluent and poor
African Americans has widened in recent years.
•

In 2000, the poverty rate for African Americans remained disproportionately high at 22%,
still far in excess of White Americans at 8%.

•

On the other hand, two thirds of African Americans can be considered middle-class as
defined by their incomes relative to the U.S. median family income.

•

In 2000, 14% of the group had family incomes of $50,000 or more and 41% had incomes
of $25,000 to $49,900.

•

For African Americans, as with others, increases in earnings are strongly linked to
education. The median earnings of African Americans with a B.A. ($32,360) were 75%
higher than that of high school graduates.
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In metropolitan areas, the economic situation of African Americans varies greatly, reflecting
differences in opportunity structures. According to a study conducted by the Population
Studies Center at the University of Michigan, nearly one in four African American residents of
Washington, D.C. is affluent (5 times above the poverty level), one in ten in San Francisco,
but just one in twenty five in Miami. The median income of an African American family living
in the northern or western U.S. in 1993 ($29,910) was 47% higher than in the southern U.S.
($20,370). The increasing number of middle class and affluent African Americans in many
cities has fueled a sizable growth in suburban African American populations.
In 2000, a higher proportion of African American women than men, were employed in
professional or managerial jobs (25% and 18%). Thirty-eight percent of Black women worked
in technical, sales and administrative support jobs. Of African American men, 15% were in
skilled production jobs and 29% worked as operators and laborers.
In 2000, African American men age 16 and older were less likely to be in the labor force than
White men (68% as compared to 74%), but African American women age 16 and older were
more likely to be in the labor force than White women (64% as compared to 61%.) African
Americans experience an unemployment rate nearly three times that of Whites (8% compared
to 3%.)
According to the 1997 Economic Census, 4% of all U.S. businesses were owned by African
Americans compared to 5.8% by Hispanics, 4.3% by Asians and 83.2% by non-Hispanic
Whites.

Health Care Coverage
According to the 2000 U.S. Census Bureau Current Population Survey, the proportion of
African Americans who did not have health care insurance dropped from 21% in 1995 to 19%
in 2000. Whites, starting at much lower levels, experienced a similar proportional drop, from
14% to 13%, while Latinos dropped from 33% to 32%. In 2000, about 59% of African
Americans, 48% of Latinos and 79% of Whites were privately insured, either through self or
employer paid plans.
In 2000, 88% of the nation’s 72 million children were covered by either private or government
health insurance; 36% of African American children, compared to 17% of Whites, were
covered by government health care insurance.

Racism
In several U.S. geographic regions, African Americans represent the largest ethnic population
of color. Published in 2002, the Institute of Medicine’s Report, “Unequal Treatment:
Confronting Racial and Ethnic Disparities in Health Care” reported the many ways in which
populations of color and, particularly, African Americans bear a disproportionate burden of
illness, disability and mortality, when compared to American Whites.
The data showing the relatively poor overall health status of African Americans raises
tremendous concerns and, taken as a whole, can be discouraging. However, it is important to
consider that the painful reality of the data reflect centuries of racial oppression, political and
social discrimination, and reduced health care access.
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Implications for Kaiser Permanente Care Providers
The African American population, while not increasing proportionally as rapidly as others,
will increase steadily as a source of healthcare consumers. The growing African American
middle class, unionized workers in manufacturing areas, and rapidly expanding mandates
by state and federal governments for Medicaid and Medicare risk groups to receive health
services from managed care plans will continue to make this an important healthcare
market segment. Many African Americans will be unfamiliar with managed care systems,
and many will be receiving such coverage for the first time.

•

African and Caribbean immigrants are expected to have a lack of information regarding
how American health systems work. They are also likely to be distinctly different from
African Americans in terms of culture, language, health beliefs and disease prevalence.

•

Poverty, discrimination and lack of access to quality health care have created
circumstances where many African Americans suffer more from chronic life style diseases
and environmental hazards than other Americans. Culturally appropriate health education,
outreach and prevention strategies will be especially critical in achieving good health
outcomes in this population.

•

Prejudices are an integral part of the human experience. As healthcare professionals, we
should assess our individual stereotypes, biases, and perceptions about African Americans
and determine if or how they might influence our clinical practice.

•

Awareness of the heterogeneity of African American experiences and health care beliefs
and behaviors is critical to the successful delivery of culturally competent health care to
this population. We do not, by any means, imply that we stereotype patients or that we
view African Americans or any other ethnic group as a monolithic group. Throughout this
handbook we stress that the high variability within the African American population is a
result of factors which include: geographic region, urban or rural, socioeconomic status,
recent immigrant status, and country of origin.

HEALTH BELIEFS AND BEHAVIORS

B

ecause of the heterogeneous origins and subsequent dispersal found among African
Americans, each cultural group has a variety of beliefs and perceptions that shape
health behavior, including care, compliance and treatment outcomes. We describe
various cultural values and beliefs and their relationship to health behavior and perceptions of
illness, diseases, and symptoms related to disease among African Americans. Also discussed
are a number of social and structural factors that influence health.

Implications for Kaiser Permanente Care Providers
Demographics

•

Similar to documented universal patterns of health beliefs and behaviors, African American
health beliefs and behaviors may be shaped by factors such as the following:
•

Whether the individual is an immigrant or U.S. born;

•

Whether the individual is of middle or lower socioeconomic status (SES);

•

Whether the individual grew up in an urban or rural environment;
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•

Gender and age; and

•

Religious beliefs and practices.

Effects of Cultural Orientation
It is well documented that aspects of cultural orientation, including cultural values, world
view, beliefs about health, illness, and pain, and expectations regarding health care
professionals, all affect health behaviors. We address some dimensions of cultural orientation
that have been documented among African Americans.
Religious doctrine has a lengthy tradition in the African American community. As such,
spiritual or religious experiences of African Americans may shape beliefs about the causes of
illness, as well as treatment decisions. There is also a tendency for religious faith and prayer
to be seen as having substantial potential for healing and may serve as an alternative to
medical care for serious illnesses. Strong religious faith among many African Americans has
been associated with a preference for life-sustaining procedures.
Cross-cultural interactions between providers and patients may be marked by differences in
the understanding and definition of health terms. As cultural distance between individuals
increases, so does the likelihood of a communication problem. Sociocultural issues in African
American health care include eye contact, touch, facial expressions, language, and symbolism.
Black patients may be particularly sensitive to impersonal or hasty treatment by non-Black
providers and may interpret their experiences as racism. African American patients prefer
personalized interactions that include a greeting, an introduction of the provider to the
patient, as well as a handshake. African American patients may also prefer to be greeted
and/or addressed by Mr. and Mrs. rather than by their first names. In the southeastern United
States, African Americans may prefer to be addressed by “Sir” or “Ma’am.”
Family and friends play an important role in successful treatment and healing. Several social
scientists have documented extended family networks among African Americans. Many
African American families are organized around blood lineage with the oldest members as
heads of the extended family unit, that may also include non-blood related individuals. Often
people who are not related by blood lineage are accepted as family members and given titles
such as “Aunt” or “Uncle,” or “Brother” or “Sister.” Among African Americans, it is generally
expected that family members, including extended family members, will play an important
role in treatment decisions. Where possible, it is critical to increase family education about
disease states and the benefits of compliance in achieving successful outcomes.
A strong “sense of the present” has been documented in research on cultural and economic
challenges in diabetes and hypertension management among African Americans. Preventive
health behaviors are more consistent with an orientation toward the future. A more “presentbased” cultural orientation has been associated with a tendency for fatalism among African
Americans. This “present-based” orientation is reinforced by the reality that, in the lives of
African Americans, events may often be associated with the unpredictability of discrimination
and legal and social conflicts.
Fatalism, which may or may nor be linked to the “will of God,” is also a critical factor in
explaining racial differences in health beliefs. Notions of fate or an attitude of resigned
forbearance are typical of poor and/or traditional people worldwide, probably as a result of
their inability to control many factors impacting their lives. Fatalism is a known factor in
influencing an individual’s decision to (a) seek health care and (b) adhere to preventive
health care recommendations.
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Fatalism may also stem from perceptions that developing diseases such as cancer are
inevitable regardless of an individual’s actions. A study of African American women residing
in urban Chicago found that personal stress arising from caring for families on very limited
resources took precedence over being tested for diseases for which they perceived themselves
as unable to control. Recent literature has recast fatalism as experientialism, and argued that
individuals are more likely to perceive acquisition of a disease as inevitable, and/or
particularly lethal if watching scores of individuals in their communities develop and die from
a disease has been an integral part of their experience.

Traditional Beliefs and Practices
Several social scientists have described the retention of African and Caribbean beliefs and
practices among those individuals transported to the Americas in the 17th through 19th
centuries. In Africa, healers relied heavily on medicinal roots, herbs, and leaves for the
treatment of illness. Variations have occurred as a result of the intermixing of African and
Caribbean belief systems. Recent African and Caribbean immigrants may revitalize folk
traditions, especially in urban areas. Health professionals are more likely to see these beliefs
and practices among older, rural, or lower income African Americans. Not all beliefs held by
African Americans are grounded in traditional African Americans beliefs and practices for the
majority of African Americans in urban areas will follow popular American health care beliefs.
Many African groups perceive the individual as existing as part of a community. Although
illness is seen as having natural causes, Africans may also believe that illness results from
discordant relations between a person and their natural or social worlds. Similar beliefs of
illness as a consequence of evil influences or spirits have been observed among
contemporary African Americans, particularly those who are older, from the south and/or rural
communities, or low income.
African Americans of lower socioeconomic status have been described as seeing illness as
“natural” or “unnatural.” “Natural” illnesses result from failure to take care of the body and
soul, or by sinful behavior. “Unnatural” illnesses do not follow natural laws and may be seen
as work of the Devil. Some African Americans believe that the body will stay healthy
indefinitely with moderate diet, rest, and exercise. It is believed that the body must be
protected from extremes of heat and cold and must be kept clean inside and out. In addition,
individuals must keep their relationship with God in order. A study of Haitian immigrants
found similar beliefs in the power of God’s will and health. Health and welfare are seen as
God’s gifts to give or take. God, prayer, and the Bible are seen by many African Americans as
protecting the individual from illness and misfortune and enhancing the effects of Western
biomedicine.
Accounts of slavery describe how Blacks maintained their own medical system, utilizing root
and herbal remedies and avoiding treatment by enslaved doctors. Contemporary studies of
African American health beliefs and behaviors indicate that many individuals will seek medical
attention only after exhausting traditional remedies that include the use of aloe vera, garlic,
beets, poke greens, lemon, and other plant based home remedies in preparations such as
teas, tonics, and poultices.
A common cultural phenomena is the concept of “draft,” air current that one should avoid
while sweating, as a cause for colds or arthritis. The belief is that the body is more
susceptible to a cold when the skin “pores are open.” Cold is seen especially dangerous to
the very young, women of childbearing years, and the very old, as their bodies are viewed as
“open” and more susceptible to illness.
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Blood Beliefs
Foods, diets, and concepts about blood play an important role in traditional models of health
and illness among African Americans. For example, blood may be spoken of as too much, too
little, too sweet, too bitter, too thin, bad, high, or low. Similar beliefs about blood have been
found among Southern Whites, and immigrants to the United States from Haiti, Jamaica, the
Bahamas, and the Cape Verde Islands.
“Low blood” refers to anemia, resulting from not eating the right foods, but may be confused
with low blood pressure. The perceived symptoms of “low blood” are weakness and “falling
out” (fainting). Self medication includes the consumption of the “blood builder” foods such as
beets, carrots, grape juice, red wine, and red meat, especially pork.
Some Blacks may be suspicious of many blood tests or feel that they are more harmful than
helpful. This belief may be based upon mistrust of the medical system, as well as upon
traditional beliefs about the importance of retaining the proper balance of blood in the body.

Peoples of Caribbean Descent and African Immigrants
Recent political and economic changes have resulted in increased numbers of African
immigrants to the United States. Also, many people from places such as Puerto Rico, Cuba,
Panama, and the Dominican Republic are of African descent and Latin descent which may
result in cross-cultural issues in health perceptions. Below are a few perceptions from
Caribbean and African cultures:
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•

If a patient is terminally ill, Somalis, Ethiopians, and Eritreans may consider it uncaring for
a physician to tell the patient. It is preferable for the physician to tell the patient’s family
about the terminal illness.

•

Haitians may refer to illness as “battement de coeur.” Religious beliefs, such as voodoo,
divide illness into natural and supernatural. Supernatural illness appears suddenly and is
caused by evil spirits. The intervention of a voodoo priest may be sought. Dreams are
also important events that allow an individual to communicate with deceased relatives.
Patients may rely on these dreams to interpret their illness.

•

Emotions, harmony, and balance in life may play an important role in treating Jamaicans.
Hence, warm foods and medications may be preferred to cold.

•

Among Haitians there may be a preference for medication in the form of injections rather
than pills.

•

Beliefs about the central role of blood in illness are found among Haitians. Like some
American born African Americans, some Haitians are suspicious of many blood tests.
Patients may feel that losing blood will make them weak, that the blood could be used
for voodoo purposes, or that the doctors could be selling the blood for profit. Illness may
be seen as related to a spell of grief, anger, or fear which may reduce the quality of the
patient’s blood.

•

Personal fortitude is valued by Haitians, and illness is shared only with family and friends.
Public displays of weakness are discouraged.

•

In many Haitian families parental authority is respected without question, even into
adulthood. Parents may control decisions, including the selection of a spouse or
occupation, and healthcare decision-making.

Implications for Kaiser Permanente Care Providers
Consider that each patient represents a mixture of culture and experience. Each patient is
an individual and the degree to which an individual is representative of their culture is
varied and up to the health care professional to explore, interpret, and not stereotype.

•

Make your patients feel comfortable. Address your patient by his or her surname unless
given permission to use another form of address particularly if you introduce yourself by
surname and title. Be sensitive to the implicit distrust that may exist between the patient
and yourself.

•

It is important that patients feel comfortable with and trust their health care professional
for diagnosis, patient compliance, treatment decisions, and follow-up treatment.
Demonstrating understanding of how the patient’s day-to-day life factors might interfere
with positive health promoting behaviors is important in delivering high quality health
care as is working empathetically with patients to overcome these barriers. For example,
a provider may mention, “The subtle forms of discrimination and racism may be
contributing to your condition.”

•

Failure to elicit a patient’s understanding of an illness, as well as its cause and how he or
she believes it should be treated often results in fear, anger, frustration, and
noncompliance.

•

Doctor-patient interactions may be characterized by the use of extremely technical
language often inaccessible to patients without medical training. When possible, use
visual aids such as models, drawings, or educational pamphlets to aid patient
understanding. Health care professionals can check patient understanding by having them
describe treatment regimens back to them. This process lends itself to fostering better
communication with members and patients, as well as increased likelihood of patient
compliance.

•

Because socialization shapes health care beliefs and behaviors, knowledge of the origin
of a patient’s parents may be helpful in illuminating patients’ perspective relative to
health, disease states, etiology, compliance, and treatment. Determine whether the patient
is from the southern or northern United States, Africa or the Caribbean.

•

Health care professionals need to be aware of folk medicinal practices. Many folk
practices are kept secret and patients might feel too embarrassed to volunteer
information. Give credibility to patients’ folk beliefs in a non-judgmental way. It is
important to realize that folk beliefs and practices are important strategies for coping,
survival and medical empowerment.

•

Where possible, combine folk and biomedical therapies. It is believed that combining folk
and biomedical therapy may increase compliance since it places the biomedical plan
within the context of the patient’s cultural system. Many folk medicinal beliefs and
practices are benign and do not interfere with biomedical therapy. However, there are
some that can be potentially hazardous. Asking what other treatments or therapies the
patient has tried may prove beneficial.

Implications for Kaiser Permanente Care Providers
Health Beliefs and Behaviors

•
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•

As with all patients, take extra efforts to be certain that the patient understands his or her
illness and its implications. Use models and drawings to assist in educating patients. Make
certain patients understand the implications of non-compliance. Write down complete
drug regimens for patients.

Implications for Kaiser Permanente Care Providers
Health Beliefs and Behaviors

RISK FACTORS
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The disparities in health status between Black and White Americans, discussed previously,
have been documented extensively. It is widely accepted that health status is determined by a
number of risk factors. Here we discuss how five key risk factors shape health status and
influence disease patterns among African Americans: (i) socioeconomic status, (ii)
environment, (iii) medical bias, (iv) lifestyle choices and behaviors, such as obesity, physical
inactivity, and inadequate diet and nutrition, substance abuse and chemical dependency, and
(v) aspects of our society that affect health behaviors. Age, race, heredity, and gender
differences are also risk factors that individuals have the least control over. However, the
preponderance of evidence points to the influence of their lifestyle choices as a major
precursor of disease.

Socioeconomic Risk Factors
Socioeconomic status (SES) is a reliable predictor of health status throughout the world.
Generally, high SES is associated with better health status and low SES with poorer health
status. In the United States, people of lower socioeconomic status have decreased chances of
adopting healthy eating and exercise patterns, and less access to adequate, regular health
care.
Levels of income and education, and occupation are widely used indices of socioeconomic
class. However, numerous social scientists have argued that these indices are inappropriate for
studying all groups, including African Americans. Despite the significant economic, social,
political gains experienced by African Americans over the last fifty years, Whites still have
more resources than Blacks at every income level. Also, compared to Whites, African
Americans are less likely to have a formal education. These disparities in education and
economic resources may negatively influence health beliefs and behaviors among African
Americans.
People of lower SES are more likely than their wealthier peers to concentrate on day-to-day
survival and experience feelings of hopelessness, powerlessness, and social isolation. These
psychological factors limit health self-efficacy.
Lower SES is more likely to increase risk in the following areas:
•

Lack of knowledge of preventive health care or screening tests for diseases such as
cancer;

•

Higher rates of premature death due to stroke, heart disease, homicide, suicide, and
acquired immunodeficiency syndrome (AIDS);

•

Higher levels of hypertension, stroke and end-stage renal disease; and

•

Higher rates of injuries, homicides, and accidents.

Environmental Risk Factors
Various environmental hazards in the home, workplace, and neighborhood (i.e., lead
exposure, proximity to toxic waste, abandoned landfills) have been associated with increased
risk for certain health problems and diseases.
Occupational Hazards

•

The American Lung Association indicates that occupational lung disease is the number
one work related illness in the United States.

•

People of color have been traditionally overexposed to occupational respiratory hazards
and are more likely to hold the “dirty” jobs, involving occupational exposures to asbestos,
textile, silica and coal dust, poisons, radiation and certain biologic agents.

•

Higher smoking rates among individuals exposed to workplace environmental hazards
create what the American Lung Association describes as an “insidious synergy,” the
exacerbation of the effects of toxic dust due to smoking.

•

People who hold blue collar jobs, in rural and urban areas, face increased risk for
disability and death due to accidents and injuries in the workplace.

Residential Hazards

•

Approximately 86% of Blacks, as compared to 70% of Whites, live in urban settings.
Residents in urban settings are placed at increased risk for exposure to hazards that
include: toxic waste; air pollution; higher concentration of crime, and older, poorly
maintained buildings with inadequate heating, lead paint, and cockroach allergen.

•

Three out of every five African Americans (more than 15 million) and Latinos (more than
8 million) live in communities with uncontrolled toxic waste.

•

Crime tends to be concentrated in urban areas which is associated with the excessive
deaths due to intentional injury among African Americans, especially in males. Lower
income Blacks and Latinos are more likely to experience exposure to urban violence.
Researchers believe that exposure to violence may increase feelings of alienation,
powerlessness, and hopelessness and may foster negative perceptions of health, wellbeing, and health promotion behaviors. Ethnic minorities who live under these conditions
may perceive limited benefit in adopting lifelong health promoting behavioral changes.

Social and economic variability exists in the African American population, as in all
populations. Although some of these SES and environmental factors are less likely to be
operative in a middle-class African American privately insured population than in the general
African American population, the early effects of poverty may even have early influences on
some upwardly mobile African Americans.

Medical Bias: Truth or Fiction
In 2002, the Institute of Medicine reviewed evidence suggesting that persistent and substantial
racial disparities in health care delivery do exist. These disparities may help explain some part
of the disproportionate number of “excess deaths” and morbidity experienced by African
Americans. “Excess deaths” refers to the difference between the number of deaths
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experienced by African Americans and the number that would have occurred if African
Americans had experienced the same death rates as Whites.
The following list provides a general overview of the areas in which medical bias has been
identified as a factor that significantly shapes patient outcomes. The reader is referred to the
bibliography at the end of this handbook for references to studies that demonstrate racial
disparities in treatment.
A substantial number of studies indicate that African Americans in the general population,
even when insured, are less likely than Whites to receive:
•

High tech hospital procedures including: Carotid endarterectomy, coronary artery bypass
grafting, coronary angiography, angioplasty, automatic implantable cardioverterdefibrillator, and organ transplantation;

•

Thrombolytic therapy;

•

Prescription drugs, such as more effective antibiotics and analgesics;

•

Intervention therapy for coronary artery disease and stroke;

•

Medical services, such as intensive care, for critical illnesses;

•

Full options for treatment of prostate, breast, and colorectal cancer;

•

Cutting edge drugs for HIV infection; and

•

Adequate prenatal care and advice from health care professionals.

It is clear that such biased treatment does not exist in all medical settings, yet socioeconomic
status and health care access may play a role.
Given African Americans’ experiences with discrimination and abuse and medical biases, it is
natural that many African Americans would develop a sense of mistrust towards the health
care system. Numerous other practices and events such as medical experimentation on Blacks
in the “Tuskegee Study of Syphilis in the Negro Male” have added to that mistrust.
•

Studies report that many African Americans may delay reporting disease symptoms and
health problems to physicians due to their general mistrust of the medical establishment.

•

Negative feelings about the medical establishment have been associated with lower
African American participation in clinical trial studies and with some members of the
Black communities’ belief that AIDS is a form of global genocide.

Behavioral/Lifestyle Risk Factors
While genetic and social factors are important in defining African American disease patterns,
so, too are lifestyle choices and behaviors. In general, these particular risk factors are more
responsive to alteration by individual choice.
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Substance Abuse/Chemical Dependency

Tobacco, alcohol and drug use are major risk factors for coronary heart disease, stroke,
cancer, chronic obstructive pulmonary disease, liver disease, fetal abnormalities, premature
and low birthweight infants, accidental injury, suicide and violence. African Americans
experience a significant burden of a majority of these diseases.
Smoking

Estimates of mortality associated with smoking-related diseases demonstrate the toll tobacco
use is taking on this population:
•

Approximately forty-five thousand African Americans die from smoking-related diseases
each year. While African Americans smoke fewer cigarettes per day than Whites on
average, they tend to smoke brands with higher nicotine levels.

•

African Americans have the highest lung cancer mortality rate in the general population.
In 1998, the age-adjusted death rate for lung cancer among African Americans was 46 per
100,000 compared to 38 per 100,000 among Whites and 17 per 100,000 among Asian and
Pacific Islanders.

Educational efforts and media publicity have been effective in reducing smoking among U.S.
adults from 42% in 1965 to 24% in 1999. Although the overall percentage of American adults
who smoke has decreased, African American males still smoke more than African American
females and their White counterparts.
Interestingly, studies indicate that fewer African American teens smoke. Black American teens
initiate smoking later in life, 14 years of age, as opposed to 12 years of age for Whites.
Studies demonstrate a very different age-related smoking pattern for African Americans than
for Whites:
•

Among White women, there is very little increase in percentage of smokers across 10 year
cohorts from age 18 to 64, hovering consistently around 26%. Among White males, a
similar consistency prevails through 18-64 at about 29%.

•

Among African American females however, from a low of 8% in the 18-24 age cohort, the
percentage of smokers triples to 25% in the 25-34 age group, and increases further to 32%
in ages 35-44 and finally drops after age 44 to 21%.

•

Among African American males, the percentage is relatively low in the 18-24 age group,
20%, but increases to 31% in the 25-34 group, goes up further to 37% in the 35-44 age
group and goes even higher, to 42%, among those in the 45-64 group.

Therefore, African Americans, beginning in their young adulthood, have rates of smoking that
increase through middle age. This persistent pattern may account for their higher mortality
rate from smoking related disease. Studies appearing in the Journal of the American Medical
Association suggest the possibility of a greater susceptibility to nicotine addiction among
African Americans as a result of a variation in nicotine metabolism. JAMA editors summarize:
“Emerging from these studies is an appreciation for the complex interaction of
distinct pharmacogenetic mutations associated with racial ancestry, bestowing some
individuals unfavorable combinations of drug-metabolizing genes or gene products
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that alter nicotine metabolism or the body burden of toxic substances increasing
genetic damage or risk for cancer.”
If further research validates racial differences in the metabolism of nicotine and differences in
the extent to which carcinogenic compounds are deactivated in the body, these differences
may contribute to a greater understanding of the long-term persistence of smoking among
African Americans and the greater risk for lung cancer.
Alcohol

Use of alcohol is normative among the American population: more adults drink than do not.
However, there is wide variation in the frequency and quantity of alcohol consumption. The
terms “alcohol abuse” or “problem drinking” are used to indicate drinking practices which are
associated with personal and social problems experienced by the drinker. The terms “alcohol
dependence” and “alcoholism” are used to designate drinkers who demonstrate both social
problems and signs of physiological dependence on alcohol. These distinctions are more fully
described in the Diagnostic and Statistical Manual, IV-R, of the American Psychological
Association.
Studies in 1984 and 1992 recorded an interesting pattern of alcohol use that distinguished
African Americans from the larger population:
•

There was no difference in lifetime rates of abstention among African Americans and
Whites and no differences in overall lifetime prevalence of abuse and dependence;

•

Young Blacks had lower rates of alcohol use, abuse and dependence than Whites;

•

African American men in the youngest age group (18-25) were more likely to be
abstainers than men in other groups.

•

Older cohorts of African American males had higher rates of alcohol use and heavier
drinking than Whites and higher prevalence of abuse and dependence; African American
women who consumed alcohol in middle-age were heavier consumers than White
women of a similar age.

•

As they aged, African American and Latino men were more likely to increase or remain
stable in heavy drinking categories through middle life, thus increasing their risk for
cirrhosis and other alcohol-related problems; White men usually reduced heavy drinking
as they entered their thirties.

•

By middle age, African Americans who drank were experiencing comparatively greater
numbers of alcohol-related problems.

•

Abstention increases with age among African American women. Light drinkers maintain
this pattern with age. The very small number of heavy drinking women tend not to break
this practice with age.

Drinking practices among African American men and women are affected differently by their
income levels. Increased income leads to lower rates of abstention among women but no
increase in the prevalence of heavy drinking. Abstention remained similar across income
levels among men, though men in the lowest and highest income levels were the heaviest
drinkers.
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Studies of adolescent drinking confirm lower rates of drinking among African American youth
as compared to other youth:
•

According to the 2000 National Household Survey on Drug Abuse, African American
youth reported a past month alcohol use rate of 19% compared to 31% among Whites
and 14% among Asians.

•

The 2000 Youth Risk Behavior Survey conducted by the CDC showed that White and
Hispanic students (36% and 32%, respectively) were significantly more likely than Black
students (16%) to report episodic heavy drinking.

The epidemiological patterns of alcohol use follow the same general trajectory as those of
smoking: limited use among youth, but increasing use through young adulthood and middle age.
These patterns, research indicates, result in higher rates of Fetal Alcohol Syndrome, cirrhotic
liver disease, esophageal cancer and social and employment problems for the African
American population, that add to and interact with preexisting problems related to
disadvantage and discrimination. Studies of African American treatment populations indicate
that this group suffers from:
•

Greater feelings of social isolation;

•

Limited financial support, including insurance for chemical dependency treatment;

•

Combined alcohol and polydrug use; and

•

Employment difficulties.

No specific treatment modality is more effective than others, although the need for culturally
sensitive awareness, whatever the modality, has been stressed.
Drugs

A major paradox is found in African American drug use. National household surveys generally
show small differences in rates of drug-taking among Blacks, Whites and Latinos. A National
Institute on Drug Abuse survey showed that cumulative illicit drug taking is lower among
Blacks than their White counterparts in all age cohorts below 35. The 2000 National
Household Survey showed:
•

Lifetime prevalence of illicit drug use for 12-17 year olds was 28% among Whites, 27%
among Latinos and 25% for African Americans.

•

For 26-34 year olds, the rates were, respectively 41%, 28% and 36%.

As with smoking and alcohol use, drug use prevalence starts out lower among African
American youth, but is higher among the middle-aged than in other groups.
On the other hand, case indicators and mortality and morbidity data all show substantial overrepresentation of African Americans. This may be partially attributable to public perceptions
and media coverage which focus on associations between drugs and violence among people
of color in central cities.
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A National Research Council review of illicit drug use in the United States (1993) characterizes
this contrast as one of “two worlds.” While African Americans are less likely to be involved
with drugs than most other population groups, those who do get involved are far more likely
to be dysfunctional and have difficulty getting off illicit substances. A combination of
unfavorable factors such as inadequate housing, economic instability and high crime rates
predispose Black youth who do use drugs to abuse.
•

Clearly, illicit drug use is highly variable across segments of the African American
population.

•

Heavy cocaine derivative use by inner city African American young women is associated
with the birth of “crack babies.”

•

Injected drug use by inner city African Americans is associated with high rates of HIV and
AIDS.

Findings from the 1999 Youth Risk Behavior Survey conducted by the Centers for Disease
Control among high school students in grades 9-12 report that:
•

Use of illicit substances is not pervasive among African American youth.

•

There were no significant differences across racial/ethnic groups of lifetime marijuana use
(47%).

•

Latino (15%) and White (10%) students were significantly more likely than Black (2%)
students to have used cocaine during their lifetime.

•

About 2% of all students had used injected drugs.

•

Black students (2%) were significantly less likely to have used methamphetamines than
Latinos (11%) and Whites (10%).

Obesity

Overweight is defined as a Body Mass Index (BMI) equal to or greater than the 85th
percentile of the total U.S. population, and severe overweight or obesity are defined as a BMI
equal to or greater that the 95th percentile of the total U.S. population. Data from the Fourth
National Health and Nutrition Examination Survey 1999 showed the percent of overweight
and obese male and female Americans increased from 56% to 61% between 1994 and 1999.
Data collected by the CDC in 1997 showed that among Americans age 18 and older, the
median percentages of obesity were 16% among Whites, 18% among Hispanics and 26%
among Blacks. Overweight and obesity are established risk factors in association with
cardiovascular diseases, diabetes mellitus, hypertension, high blood cholesterol, arthritis,
respiratory problems and some forms of cancer. Obesity, therefore, is a definite risk factor
among African Americans, contributing significantly to higher incidence of cardiovascular
disease and type II diabetes.
Investigations of metabolic responses during rest, exercise, and recovery suggest that African
American females may be genetically predisposed to the eventual onset of obesity. Compared
to White women with similar family histories of obesity, African American women were found
to have patterns in metabolic response associated with slower impact on energy balance
which predispose them for eventual onset of obesity.
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These differences in metabolic patterns include:
•

lower rates of oxygen consumption;

•

higher metabolic reliance on carbohydrates;

•

higher insulin levels.

Black women are less likely than White women to perceive themselves as overweight,
regardless of their actual relative weight. Based on U.S. Department of Agriculture statistics,
22.6% of African American men and 56.9% of African American women exhibited centralized
fat distribution or elevated waist-to-hip ratio. Centralized body fat distribution, the
concentration of fat on the trunk or abdomen relative to the limbs or lower body, has been
associated with a number of serious metabolic disturbances and chronic diseases.
Diet and Nutrition

Of the four major lifestyle risk factors associated with increased risk for disease among African
Americans, diet and nutrition are the factors most intimately tied to cultural practices, such as
family eating practices, ethnic food habits, dietary preferences, and cultural beliefs and values.
Hence, because dietary habits may be associated with personal and group identity, they may
pose the biggest challenge to modification for patients and health care professionals.
Although there have been few empirical studies to support it, there is a general assumption
that major differences exist between the eating patterns of American Blacks and Whites.
Increased wealth among African Americans is unlikely to change dietary preferences for
culturally preferred foods. Undernourishment and poor quality food sources exist in poorer
African American and White communities, leading to growth retardation and increased risk of
inadequate dietary intake of vitamins and minerals. Rural/urban residence may also account
for diversity of dietary patterns and level of consumption within the African American
population.
Strengths of African American diets include frequent consumption of leafy green vegetables,
cruciferous vegetables and citrus fruits and consumption of rich sources of Vitamin A and
thiamin and relatively high rates of fish and poultry. On the other hand there are several
weaknesses in African American dietary practices that contribute to inadequate nutrition:
•

Food preparation methods that tend to include overcooking of vegetables and extensive
use of frying.

•

A preference for high fat and sodium seasoning methods, including high fat meats such
as pork, lunch meats, and organ meats. These animal protein sources represent a
significant number of calories consumed, and are high in saturated fats. The fat drippings
that remain after meat preparation are often recycled as gravy.

•

Over 60% of adult African Americans are lactose intolerant resulting in habitual avoidance
of milk and milk products. Those who do consume milk are more likely to use whole
milk as opposed to non-fat milk which can lead to decreased calcium intake.

•

Analysis of the National Health and Nutrition Examination Study II data found that African
Americans consumed more eggs, sweets and salty snacks than White Americans.

•

Patterns of low consumption of fresh total fruits and vegetables resulting in decreased
consumption of dietary fiber and potassium and with its associated risk for colorectal
cancer and hypertension.
17

Offer culturally appropriate recommendations for African
Americans as follows:
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INSTEAD OF:

TRY:

Fried foods such as fried chicken, fried
fish, or fried beef liver

Broiling, boiling, grilling, stewing,
poaching, or baking meats instead of
frying; roasting or broiling meat on a rack;
trimming extra fat from meat; removing
skin from poultry; limiting intake of organ
meats

High-fat cuts of meat, such as pig feet,
spare ribs, neck bone, sausage, pork
bacon, ham; high salt lunch meat (cold
cuts), hot dogs

Lower-fat meats, such as skinless chicken
or turkey (choose white meat); chicken or
turkey based meat products, such as
turkey bacon or chicken or turkey
sausage or fish

Pork sausage and ground beef or pork

Ground skinless turkey breast;
Ground turkey or sirloin

Basting meat with fat and using extra fat
for gravy

A gravy substitute such as
non-fatty marinades

Lard, butter, or other fats that are hard at
room temperature

A small amount of vegetable oil; nonstick
pans or spray or virgin olive oil

Cooking vegetables and beans with high
fat and high salt meats cuts such as fat
back, salt pork, or ham hocks; seasoning
food with salt

Cooking vegetables with fresh turkey
parts without skin, fresh seasonings such
as garlic, onions, celery, bell peppers,
lemon juice, or saltless dried seasonings
and spices

Baked macaroni and cheese, fried
potatoes, or grits served with extra butter

Baked macaroni with low-fat cheese,
baked or broiled potatoes, or grits with a
little margarine

Whole milk

Low-fat (1-2%) or non-fat (skim) milk

Instead of whole-milk cheeses

Low-fat or part-skim-milk cheeses

Cream

Evaporated skim milk

Ice cream, frosted cake, and cobbler
made with lard or shortening

Low-fat frozen yogurt, ice milk, sorbet,
sherbert, fruit ice, angel food cake or fruit
cobbler made with a small amount of
margarine

High fat and/or high salt foods such as
potato chips, corn chips, salted nuts,
pickles, many canned foods and donuts or
cakes

Foods high in dietary fiber, plain popcorn,
especially fresh whole fruits and
vegetables and high fiber grains

Physical Activity

Health practitioners generally agree that a significant correlation exists between physical
inactivity and overweight or obesity. Inactivity is an established risk factor for many of the
chronic diseases prevalent among all Americans. The majority of the U.S. population is
relatively physically inactive. As reported by the American Heart Association, the rates of
physical inactivity among Black women and men are 68% and 63%, respectively, compared to
56% for White women and men.
Black men and women have been found to have lower energy expenditure for leisure-time
activity than their gender-specific White counterparts, and Blacks are more sedentary than
Whites independent of income and education.
The perceptions and beliefs about exercise, rest and health among African Americans have
been studied. It is generally believed by African Americans, albeit erroneously, that:
•

Since African Americans have more blue-collar jobs, they experience physical activity
through increased job-related physical labor.

•

A “rest ethic” exists, which posits that rest is needed to compensate for job- and familyrelated physical labor. Lack of exercise is a physical stressor that may cause or aggravate
certain health conditions, such as high blood pressure.

Aspects of American Society that Affect Health Behavior

Because historical circumstances of persistent discrimination and racism have resulted in
blocked access to health care for African Americans, understanding the role of structural and
economic barriers to health care utilization is critical. The marked disparities between Black
and White morbidity and mortality have resulted in numerous studies that have documented
the role of beliefs, values, and perceptions in influencing health behavior among African
Americans.
•

Many African Americans were blocked from health care access until Title VI of the Civil
Rights Act of 1964, which decreed that Blacks could not be legally barred from health
services delivery.

•

Low socioeconomic status with its major impact on health is approximately fourfold
greater among Blacks than Whites. Consequentially, many Blacks reside in neighborhoods
with increased violence and exposure to environmental toxins and decreased
opportunities for quality nutrition, or safer environmental opportunities for physical
activity and exercise facilities.

•

More than 30% of Blacks, the highest concentration of all ethnic groups, reside in central
cities. Residence in urban areas increases exposure to the hazards of urban decay,
including congested neighborhoods, unsanitary and dilapidated housing, high crime and
drug trafficking, inadequate and/or unwilling police protection, high unemployment, and
deteriorating schools. Residence in urban areas has been associated with a
disproportionate incidence of asthma and lead poisoning among African American
children.

•

Blacks are more likely than Whites to live in racially segregated neighborhoods. For Blacks,
residence in racially segregated neighborhoods has been associated with higher rates of
homicide, accidents, suicides, infant mortality, cancer, HIV, and cardiovascular disease.
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•

Lack of information about available services, lack of culturally competent health care
professionals, dialect differences, cost, need for child care, lack of transportation, loss of
pay from being away from work are documented barriers to adequate health care and are
validated socioeconomic predictors of health disparities.

Implications for Kaiser Permanente Care Providers
Risk Factors

Implications for Kaiser Permanente Care Providers
•

Inquiring about patient workplaces and homes can assist in determining the potential risk
factors and associated health problems faced by patients. Educating patients about
strategies for reducing their risk is critical to efforts to combat major health problems and
foster favorable quality of life experiences for our patients.

•

Prejudices and biases are part of reality and have a deleterious impact of quality of life,
health status and life expectancy. Health care professionals should examine their personal
practices for unintentional bias along the health care continuum. Sometimes inappropriate
assumptions can impact the selection of treatment options. Only through increased
awareness of prejudices and meaningful efforts to remove them when treating patients
can existing and potential disparities in diagnosis and treatment be addressed.

•

Knowing the level and scope of lifestyle-related risk factors among African Americans,
providers can help to plan improved treatment strategies for their patients.

•

Recognize that the increase in use and persistence of use of tobacco, alcohol and illicit
drugs through middle age among African Americans is a critical, group-specific
epidemiological pattern that:
•

May cause earlier onset and greater acuity of diabetes and hypertension.

•

Makes treatment of diabetes, hypertension and other disorders more difficult
and compliance more problematic.

•

Creates social and economic problems that compound medical problems.

The persistence and stability of substance use among some African American patients is a
particular challenge for chemical dependency providers. The literature indicates that while
there is no specific chemical dependency treatment modality that works best for African
Americans, clients will stay in treatment and respond better when providers and treatment are
sensitive to African American culture. Programs must address the issues of mistrust and
provide a level of respect for the patient that is often missing from other areas of their lives.
Early and consistent screening for overweight, especially among African American women is
critical in the prevention and management of several major health problems. Dietary
differences may contribute to the higher propensity for overweight among African American
patients. Assist patients in developing weight control goals and culturally specific strategies to
reach these goals. Encourage the participation of family and friends in the adoption of healthy
strategies for weight control.
Patients are more likely to comply with dietary changes if they are consistent with current
eating patterns. Because some African American diets are distinct from other Americans, it
would be important to be clear on each patients dietary practices and use those practices as a
point of departure.
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Educate patients about the need to read food information labels in order to make healthy
choices in purchasing low-fat and low-sodium foods.

•

Encourage patients whose dietary habits may be deficient in vital nutrients to supplement
their diet with a multiple vitamin.

•

Encourage family participation in dietary modification.

•

Educate children about the importance of healthy eating and exercise and its relationship
to a lifelong program of health promoting fitness and health.

•

Studies on dietary modification report reasons given by African Americans for not making
dietary changes for health reasons include: enjoyment of food, belief that existing diets
were healthy, too many recommendations about what to eat or not eat became a barrier
in making change, recommended changes too costly. These barriers in making dietary
changes and the documented correlation between dietary choices and health status signal
the need for the development of classes that address cultural dietary issues and
socioeconomic realities.

•

Encourage the creation of culturally appropriate health promotion and education classes
and brochures.

•

Educate patients about the association between physical inactivity and increased risk for
cardiovascular diseases, some cancers, type II diabetes, osteoarthritis, osteoporosis,
obesity, falling, depression, and anxiety and the benefits of exercise in reducing stress.
Assist patients in establishing goals related to physical activity (both anaerobic and
aerobic exercise) and a strategy to meet their goals. Encourage the adoption of exercise
as a daily health promotion activity.

•

Because some African Americans may reside in areas where it is unsafe to exercise,
encourage group exercise with friends, relatives, and neighbors (i.e., walking, at home
aerobic dance videotape sessions) may help such patients develop a consistent exercise
routine.

MAJOR DISEASES
Introduction

A

lthough genetic factors determine specific diseases (i.e., sickle cell disease), hereditary
propensity also plays a major role in diseases like hypertension, diabetes, and perhaps
even in prostate cancer. There is substantial evidence that the increased prevalence of
hypertension and its cardiovascular consequences in the African American population can be
ascribed to both hereditary and lifestyle factors. For example, salt sensitivity in animal studies
suggest the propagation of generations of salt sensitive subjects, whose lifestyle habits include
use of salt and fats, low potassium and low calcium intake, and low physical activity, may
have severe implications. Similar genetic influences are hypothesized to affect human beings.

Implications for Kaiser Permanente Care Providers
Risk Factors

•
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Hypertension
The American Heart Association reports that high blood pressure is the leading preventable
cause of excess deaths annually among African Americans. Prevalence of hypertension among
African Americans in the United States is among the highest in the world. Compared to
Whites, African Americans tend to develop hypertension earlier in life and their average blood
pressures are much higher. African Americans have higher rates of hypertension and
hypertensive related morbidity and mortality rates compared to Whites. The precise cause of
the higher incidence of hypertension among African Americans remains unknown.
In 1999, the overall age-adjusted death rate from high blood pressure was:
•

46.8 per 100,000 for African American males (366% higher than for White males)

•

40.3 per 100,000 for African American females (315% higher than for White females)

Risk factors associated with hypertension among African Americans include:
•

Sodium intake resulting in genetic susceptibility;

•

Higher rates of overweight and obesity often resulting from poor diet and lack of physical
activity;

•

Higher incidence of cigarette smoking over 35 years of age when Blacks have been
shown to increase smoking, and its relationship among women when combined with oral
contraceptives; and

•

High salt consumption.

Factors increasing complications among African Americans with hypertension include:
•

Younger age of onset, but later diagnosis;

•

Higher prevalence of severe hypertension at any decade of life; and

•

Concomitance with type II Diabetes.

Numerous studies have documented reasons in patient compliance to pharmacologic control
of hypertension. These reasons for patient non-compliance include: cost-prohibitiveness of
drugs and unpleasant side effects such as impotence, drowsiness, and lethargy.
Late diagnosis leads to higher rates of hypertension-related complications, and poor
compliance control in diagnosed cases results in:
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•

Increased risk for the development of hypertensive End Stage Renal Disease (ESRD).
Statistics show that nationwide, Blacks have a 10- to 17-fold increased risk over Whites
for the development of hypertensive ESRD.

•

Increased risk for heart disease and stroke, which is a leading cause of mortality among
African Americans.

•

Increased risk for development of left ventricular hypertrophy and therefore
cardiovascular disease.

Diabetes Mellitus
The American Diabetes Association (ADA) estimates that approximately 2.3 million, or 10.8%,
of African Americans in the United States have type II diabetes. However, it is estimated that
approximately half of the African Americans who meet diagnostic criteria for diabetes remain
undiagnosed.
Latinos have the highest prevalence of diabetes mellitus, but African Americans experience
the next highest rate, with increased morbidity and mortality than their Latino counterparts.
This increased prevalence is almost exclusively limited to type II or non-insulin dependent
diabetes mellitus. Type II diabetes is most prevalent among individuals in the 45-64 year age
group with the rate for Blacks being 51% higher than Whites. African American women are
more likely to develop diabetes than are African American men, and women with diabetes are
generally overweight or obese. National Health and Nutrition Examination Survey data
indicate that the prevalence of reported diabetes is 2.9 times higher in persons who are
overweight than non-overweight, although non-obese African Americans are still at higher risk
than non-Hispanic Whites. Compared to White men and women, the 1999 age-adjusted death
rate due to diabetes was 188% higher for Black men, and 246% higher for Black women.
Risk factors associated with increased risk for type II diabetes among African Americans
include:
•

Family history.

•

Impaired glucose tolerance rates.

•

Higher prevalence of microalbuminuria, a marker for renal involvement.

•

Overweight and obesity with earlier onset of both.

•

Higher rates of centralized obesity.

•

Concomitant hypertension.

•

Lower levels of physical activity, especially among African American women.

•

Southern born African Americans who have migrated to other regions of the United States
have a higher incidence of diabetes related morbidity and mortality.

Late diagnosis is a major issue defining diabetes among African Americans. Estimates for the
duration of diabetes before diagnosis range from 4-7 years. Late diagnosis and higher rates of
type II diabetes, as well as poor control in diagnosed cases result in much higher prevalence
of severe complications:
•

Higher rates of diabetic retinopathy: African Americans are twice as likely as Whites to
suffer from diabetes related blindness. Documented barriers to retinal screening include
lack of knowledge or understanding that screening and treatment can prevent visual loss.

•

Higher rates of lower extremity amputations: African Americans are 1.5 to 2.5 times more
likely than Whites to suffer from lower limb amputation.

•

Increased chance of developing end-stage renal disease (ESRD): The increased frequency
of ESRD in Black diabetics compared with White diabetics ranges from 2.5 to 5.6 times
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excess, with higher rates for Black women. The probability of developing ESRD is greater
for African Americans who have type I diabetes than for those with type II diabetes.
However, statistics show that survival after development of diabetic ESRD may be better
for Blacks than Whites.
•

Increased risk of microvascular disease, including cardiovascular disease and
cerebrovascular disease. However, prevalence of cardiovascular disease in diabetic Blacks
appears lower than in diabetic Whites.

•

Increased risk for mortality among babies of African American women with diabetes.

End Stage Renal Disease (ESRD)
African Americans, Latinos, and Native Americans experience a disproportionate incidence of
ESRD. This is related to the greater prevalence of hypertension and diabetes in these
populations. While rates of hypertension have decreased over the past two decades, for
unknown reasons renal failure has continued to increase during the same time period.
Increased rates and complications among African Americans are thought to be related to but
not entirely explained by:
•

Higher rates of hypertension, including younger age at onset for hypertension.

•

Higher rates of diabetes.

•

Higher rates of hypertensive nephrosclerosis and nephropathy secondary to type I and II
diabetes.

•

Higher incidence of ESRD among lower socioeconomic status individuals, possibly related
to lack of access to preventive health measures.

•

In 1992, the median age of onset of hypertensive ESRD was age 59 years for Blacks and
70 years for Whites. Although the risk for ESRD increases with age, African Americans
show disproportionate higher incidence rate of hypertensive ESRD in all age groups
beginning at age 15.

Cardiovascular Disease
The American Heart Association estimates that over 61 million Americans have one or more
types of cardiovascular disease. Cardiovascular disease includes high blood pressure, coronary
artery disease, stroke and congestive heart failure. African Americans experience higher rates
of death resulting from all causes of cardiovascular disease.
The 1999 overall mortality rate due to cardiovascular disease was 28% higher for Black males
and 36% higher for Black females compared to Whites. From ages 35-74, the age-adjusted
mortality rate from coronary artery disease for Black women is more than 71% higher than for
White women. Blacks are more likely to have higher out-of-hospital mortality from acute
myocardial infarction. This trend may be related to disparities in the recognition and
interpretation of symptoms. Medical literature has documented racial bias in the treatment of
coronary artery disease. For example, Whites undergo one-third more coronary angiographies
and more than twice as many coronary bypass graft procedures as Blacks. Sociocultural
factors may adversely affect the quality of care of Black patients, (e.g., medical decisions are
sometimes influenced by race.)
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Increased risk for cardiovascular disease, among African Americans is associated with the following:
•

Increased prevalence of hypertension, increased severity of hypertension, earlier onset
and often inadequate therapy;

•

Higher rates of high blood cholesterol, diabetes and the effect of vascular disease;

•

Cigarette smoking, especially in the more vulnerable years over 35;

•

For nonsmokers, exposure to second hand smoke;

•

Overweight or obesity, especially centralized obesity;

•

Increased rates of physical inactivity;

•

Previous heart attack or stroke; and

•

Longer delay times for seeking treatment.

Cerebrovascular Disease
African American stroke mortality rates are among the highest in the world. Stroke incidence
is one of the major contributors to the differential mortality rates between Black and White
Americans. The late 1960s to early 1970s increased public health and private organization
emphasis on the detection and treatment of hypertension. These decades have resulted in a
marked onset of a decrease of stroke mortality for Black and White Americans and the overall
rates of decline have been greater for Blacks than for Whites. However, the frequency of
stroke mortality for Blacks remains markedly higher, particularly in the “stroke belt,” (the
southeastern United States.) Although the specific causes of the “stroke belt” remain
unknown, researchers estimate a greater than 40% excess risk of stroke mortality, and more
than 1200 excess stroke deaths occur in this region annually. Recent data from the Centers for
Disease Prevention and Control estimate that the cluster is beginning to break up and extend
into Texas and Arkansas. U.S. Census data estimates than nearly 60% of African Americans
reside in the south, in states considered part of the “stroke belt.”
•

According to the National Heart, Lung and Blood Institute, age-adjusted stroke incidence
rates per 1,000 people were 4.44 for Black males (249% higher than for White males) and
3.1 for Black females (250% higher than for White females.)

•

African American men and women are more likely to die from stroke than their White
counterparts. Compared to Whites, exceedingly higher stroke mortality occurs for Blacks
in every age group over 25. Stroke mortality in Blacks occurs at younger ages.

•

Research has documented that African American patients have a significantly lower
likelihood than White patients of undergoing carotid artery angiography and subsequent
endarterectomy. Explanations for these lower rates include racial bias, racial differences in
pathophysiology of the carotid disease, affordability, and racial variation in patient
decisions regarding care.

Increased risk for stroke among African Americans is associated with the following:
•

Increased prevalence and severity of hypertension with earlier onset, inadequate therapy
and/or poor compliance resulting in higher rates of untreated or uncontrolled hypertension;
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•

Diabetes and hypercholesterolemia, both of which are more prevalent among Blacks;

•

Higher rates of smoking, particularly in the more vulnerable years over 35 when Blacks
have been shown to increase their use of smoking; and

•

Higher rates of physical inactivity.

Cancer
The aggregation of cancer within families is well documented. Risk factors such as smoking
and drinking do not account for the excess cancer deaths experienced by Blacks and have
hypothesized that certain cancers, such as cancers of the prostate, lung, skin, bladder, and
breast are more aggressive in African Americans. The American Cancer Society reports that
prostate, lung and colorectal cancer in Black males, and breast, colorectal and lung among
Black females are the leading causes of cancer in the African American population. African
American men have a higher overall cancer incidence rate than any other racial or ethnic
group in the United States. Between 1979 and 1990, for all cancer sites combined, Blacks
experienced 10% higher cancer incidence and 30% higher mortality than Whites.
Although advances have been made in establishing risk factors, screening and treatment and
the overall mortality rates have decreased, substantial racial disparities still exist in survival
rates:
•

In a description of 5-year survival rates for American Blacks and Whites between 1989
and 1993, for all sites survival rates were 44% for Blacks and 60% for Whites. Black
females experienced higher survival rates than Black men. Overall, cancers in Blacks are
diagnosed at a later stage.

•

The National Cancer Institute’s Surveillance, Epidemiology and End Results Program
reports cancer mortality rates for deaths occurring between 1989 and 1993, as 0.9 times
higher for prostate, colon and rectum, lung and bronchus, and breast; the leading causes
of cancer mortality among African Americans.

•

Southern-born African Americans almost always had higher cancer-related death rates
than their counterparts born in the northeast, midwest, and west. Southern-born migrants
almost always experienced higher cancer mortality rates than persons who were born and
remained in the South.

•

Lower rates of cancer have been documented among foreign-born Blacks.

Risk factors specific to African Americans for leading cancer are summarized in the
following chart:
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Cancer
Site

Specific Factors Associated with Higher Mortality
Among African Americans

Breast

Breast cancer strikes African American women at an earlier age, under
40. The causes may be:
•

Earlier onset of menstruation

•

Higher mortality due to diagnosis at later stage of disease

Cancer
Site

Specific Factors Associated with Higher Mortality
Among African Americans

Breast (cont.)

•

Possibly a difference in tumor biology

•

Possibly a high fat diet, inadequate fruit and vegetable consumption,
alcohol consumption, physical inactivity

Colon &
Rectum

Lung

Prostate

•

Studies show Blacks treated less aggressively than Whites. Blacks
less likely than Whites to undergo surgery or adjuvant therapy. When
Blacks undergo surgical resection, they experience lower postoperative survival.

•

Higher rates of physical inactivity

•

Consumption of a high-fat or low-fiber diet

•

Higher mortality due to diagnosis at later stage of disease

•

Cigarette smoking and exposure to environmental tobacco smoke

•

Increased likelihood of workplace exposure to certain substances,
including asbestos and some chemicals

•

Higher mortality due to diagnosis at later stage of disease

•

Possibly larger mediastinal tumor burden than Whites

•

Possibly a higher burden of high histologic grade prostate cancer in
Blacks, indicating a more aggressive form of the disease

•

Higher mortality due to diagnosis at later stage of disease

•

Possibly related to the prevalence of higher testosterone levels in
young Black men as compared with age-matched White men

•

Increased risk for developing prostate cancer at younger ages

•

Blacks less likely to undergo biopsy or radical prostatectomy for
treatment

Beliefs, perceptions, and attitudes are known predictors of health behaviors. Research that has
investigated the disproportionate burden of cancer of Blacks has shown that Blacks are:
•

Less likely than Whites to:
- Be knowledgeable of or perceive the importance of early detection through
screening.
- Be knowledgeable about the signs and symptoms of cancer.
- See their doctor when they experience symptoms of cancer.
- Engage in cancer risk-reduction behaviors, such as dietary modification.
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•

More likely than Whites to:
- Fear a diagnosis of cancer and potential treatment, pain and embarrassment.
- Be fatalistic, or pessimistic about their survival, and to perceive a diagnosis of cancer
as a “death sentence,” thus undervaluing early detection and therapy.
- Express disbelief in the value of early detection and therapy.
- Underestimate the prevalence of cancer and their own susceptibility.
- Believe cancer myths and misconceptions, including those surrounding the causes of
cancer or the side effects of screening tests.
- Believe that “surgery can expose cancer to the air” and cause it to spread.

•

Poverty, decreased access and less knowledge about diseases, such as cancer are typical
risk factors used to explain racial differences in disease morbidity and mortality. However,
in studies where these factors are statistically controlled, African Americans are less likely
to participate in screening. Similarly, even with intervention, such as providing knowledge
about colorectal cancer, African Americans remain less likely to participate in cancer
screening. These findings suggest that other factors affect important health care decisions.
It is also important to note that socioeconomic variability exists within the African
American population and that some of these factors may be less likely to be operative in
a middle-class African American privately insured population.

•

African American men are receptive to screening, despite anecdotes about their reluctance
to undergo prostate cancer screening.

•

In 1993, the CDC reported no difference in the proportion of Black and White women,
age 40 and older who reported use of mammography within the previous two years.
However, use of mammography rates decline for women in all ethnic groups at 65-yearsold and older. Similar rates have been reported for Pap smear use. Not surprising, the
highest rates of mammography and Pap smear screening are reported by women who
belong to an HMO.

Autoimmune Diseases
Systemic Lupus Erythematosis

Systemic lupus erythematosis (SLE) is a chronic autoimmune disease that occurs more
frequently in females throughout the United States. African American females are three to four
times more likely to manifest this disease than their Latino or White counterparts. The
incidence and prevalence of the disease appears almost equally among Black and White
males.
African-Americans demonstrate SLE at an earlier age, with musculoskeletal, arthritic and
cutaneous manifestations occurring more frequently in the initial presentation. More severe
disease activity and organ involvement occurs as age progresses, contributing to a higher
incidence of morbidity and mortality. Although overall survival rates have improved, renal
involvement is still more frequent and more aggressive in Blacks and contributes to a higher
incidence of death. Such differences in renal outcomes remain unknown but are independent
of age, duration of illness, history of hypertension, hypertension control during therapy and
activity or chronicity indices on renal biopsy and suggest some familial clustering.
In comparison to other ethnoracial groups, there is evidence that a genetic difference exists in
the African American population with the gene yet to be identified. Various serologic markers
have been identified in Blacks that are different than their White counterparts.
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Numerous studies have linked socioeconomic status and psychosocial well-being with the
incidence and outcome of the disease, although there is no difference between African
Americans and Whites in this same socioeconomic group. This status seems more to correlate
with the availability and quality of medical treatment, education, and counseling.

Pulmonary Disease
Populations of color in the United States are disproportionately affected by respiratory
diseases. Chronic Obstructive Pulmonary Disease, sarcoidosis, pneumonia and influenza have
a higher incidence among African Americans, than among Whites or Latinos. Chronic
bronchitis and emphysema are the only major lung diseases for which Whites carry a
disproportionate burden of morbidity and mortality.
In addition to cigarette smoking, pulmonary diseases are generally attributed to the following
risk factors:
•

Low socioeconomic status, less education and residence in urban areas.

•

Occupational hazards. Men in occupations who are exposed to cotton, hemp or grain
dust or fire fighting work involving exposure to asbestos experience higher mortality
rates.

Asthma

The American Lung Association reports:
•

In 2002, the asthma prevalence rate among Blacks was almost twice as high than that of
Whites. In 1998, there were an estimated 1.7 million cases of asthma among Blacks.

•

Although Blacks represent only 12% of the population, Blacks account for 24% of all
asthma deaths. In 1998, the age-adjusted death rate for asthma among Blacks was 3.7 per
100,000, almost three times the death rate of 1.1 for Whites.

•

Asthma prevalence has increased steadily among all sex, race, and age groups since the
1970s and is the most chronic disease in childhood. Studies show that compared to
Whites, Black children experience increased asthma prevalence, with symptoms
presenting between the ages of 1 and 3 years old. It is believed that Blacks have a more
severe form of asthma beginning in childhood.

•

An analysis of National Center for Health Statistics data found that between 1979 and
1998, the rate of increase for asthma deaths was nearly two times higher for Blacks than
Whites. Researchers hypothesize that the racial disparity in asthma morbidity and
mortality may be attributed to the level of health care services available and to
environmental factors posed by the increased likelihood that Blacks reside in urban areas
with higher levels of air pollution.

Infectious Diseases
Compared to White Americans, tuberculosis, Acquired Immune Deficiency Syndrome (AIDS)
and Sexually Transmitted Diseases (STD) are infectious diseases that disproportionately affect
African Americans.
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Tuberculosis

Following a decrease in the occurrence of tuberculosis in the early 1980s, the last two
decades have been characterized by increased occurrence, especially among Blacks and
Latinos.
The American Lung Association reports:
•

Blacks are nearly eight times more likely to contract active tuberculosis than are Whites.

•

In 1999, the total number of new tuberculosis cases among Blacks was 5,552. While
Blacks represent 12% of the U.S. population, they accounted for 32% of the tuberculosis
cases.

•

American Lung Association statistics for 2000 indicate that 77% of the 16,377 cases of
tuberculosis in the United States were people of color. Of these, approximately 32% were
Black, 23% Latino, 21% Asian and Pacific Islander, and 1% American Indian and Alaska
Native. Among children from birth to 15 years of age, 89% of tuberculosis cases were
among children of color.

HIV/AIDS

HIV/AIDS is a major health problem of national and international proportions. Globally, there
are an estimated 35 million adults and 1.5 million children (15 years and below), living with
HIV/AIDS. In the United States, CDC data show 800 - 900,000 residents living with HIV
infection.
Since 1997, U.S. data indicate an average of 40,000 new HIV infections per year, with half of
the cases occurring in individuals under the age of twenty-five. Alarmingly, more than half of
these new HIV infections occur among African-Americans (54%), who represent only 12% of
the U.S. population. (Hispanics are also disproportionately affected (19%), although they
constitute 13% of the population.)
Black men most often contract the disease through homosexual activity. Black women are
most often infected through heterosexual contact, with intravenous drug use being the second
most common cause of infection in both groups. Ninety-five percent of pediatric AIDS cases
are in utero from HIV infected mothers. An encouraging finding has been a decrease in the
progression of perinatal HIV since the prompt implementation of zidovudine at the onset of
pregnancy.
By the end of year 2000, overall deaths from AIDS were 448,660 in the U.S., making AIDS the
fifth leading cause of death among residents 25-44 years of age. In the African American
population, AIDS has become the leading cause of death in males of this age group and the
third leading cause among African American women.
Although the introduction of new medication in the mid-1990’s has caused a dramatic decline
in AIDS deaths by slowing the progression of HIV to AIDS, this decline is slowing with the
emergence of new multi drug resistant strains of HIV and by the growing incidence of
cardiovascular disease presumed related to interactions of these protease inhibitors with the
cardiovascular system.
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Other Sexually Transmitted Diseases (STD)

According to the CDC, about 12 million cases of STD are reported annually in the United
States. The CDC reports that risk factors associated with STD include low socioeconomic
status, poor access to good quality health care, poor health care seeking behavior, illicit drug
use, and living in communities with high prevalence of STD.

The CDC’s Sexually Transmitted Disease Surveillance 2001 Report indicates that:
•

Of the 361,000 total reported cases of gonorrhea, African Americans accounted for about
76% of these cases, with high rates reported among African American adolescents and
young adults. The rates for Black adolescent (15- to 19-year-old) females and males were
the highest among all racial/ethnic groups. The rate for African Americans in the 20- to
24-year-old age group was 26 times that of Whites.

•

Of the 6,100 total reported cases of primary and secondary syphilis, African Americans
accounted for about 62% of all cases, a rate about 15 times greater than for Whites.

Implications For Kaiser Permanente Care Providers
•

A thorough family history is critical in determining the association of a patient’s hereditary
propensity for diseases, such as breast, bladder, prostate or lung cancer, and diabetes,
hypertension, heart or autoimmune disease. Encouraging patients to informally interview
their family members about health problems and diseases can assist in developing an
inventory of patients’ family medical histories. These health inventories can assist in
taking more aggressive preventive measures for those patients with family histories of
major health problems. Educating patients about increased risk resulting from genetic
propensity and strategies that can be undertaken to counter associated risks may result in
lack of or delayed onset and/or decreased severity of disease states.

•

Educate patients about the importance of controlling the risk factors that they have the
most control over:
-

Implications for Kaiser Permanente Care Providers
Major Diseases

As reported in the CDC’s Sexually Transmitted Surveillance 2000, when STD statistics were
examined by race or ethnicity, very wide discrepancies existed between racial and ethnic
groups. For example, the congenital syphilis rate has decreased nationally in recent years, yet
2000 surveillance data indicate that among African American women, rates of congenital
syphilis were 33 times greater than among Whites. The CDC attributes discrepancies such as
this to reporting biases resulting from more complete reporting from public sources (e.g., STD
clinics) than from private sources. Since populations of color may utilize public clinics more
than Whites, differences in rates between people of color and Whites may be inflated. The
reader is advised to keep this information in mind when reviewing the epidemiological data
that follows:

Decreasing consumption of salt and alcohol;
Decreasing fat and cholesterol intake by decreasing meat consumption and increasing
intake of whole grains and fresh fruits and vegetables;
Smoking cessation and the avoidance of second-hand smoke;
Adopting daily exercise as a regularly occurring health promotion activity;
Controlling weight;
Taking prescribed medication as directed; and
Establishing safe sexual practices.
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Implications for Kaiser Permanente Care Providers
Major Diseases
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•

Culturally appropriate dietary recommendations should take into consideration African
American dietary patterns and family cooperation. Exercise recommendations should be
consistent with the patient’s lifestyle and patterns of behavior.

•

Early and consistent screening for overweight, elevated blood glucose, blood pressure,
and cholesterol levels in African American patients is necessary in slowing the
complications of hypertension, diabetes, and ESRD. Screening as early as adolescence,
particularly of individuals from high risk families, is critical to early detection. Health care
professionals who serve populations with high African American representation may want
to develop culturally sensitive outreach programs (e.g., utilize religious institutions or
programs featuring high profile African American celebrities.)

•

Educate diabetic patients about proper foot care. This strategy can help prevent serious
diabetic related foot complications, assist in early detection of problems, and possibly
reduce the incidence of amputations. Also encourage diabetic patients to have regular eye
examinations.

•

It is critical that we increase patient knowledge about heart attack symptoms and stress
the importance of seeking immediate attention when symptoms present. Give patients
culturally specific brochures that describe heart attack, stroke prevention, and warning
signs.

•

Present menopausal women with the option of estrogen replacement therapy to protect
against heart attack.

•

Given the increased risk for complications in pregnancy due to hypertension and
diabetes, early diagnosis and control are critical to reducing infant and maternal mortality.

•

Review the pharmacology of anti-hypertensives among African Americans.

•

The prevention of the onset of smoking and the timely cessation of smoking are critical
in preventing the development of pulmonary diseases. Encourage family participation in
the education of the health dangers posed by smoking and the value of behavior
modification resulting in smoking cessation.

•

Educate patients and especially parents of children with asthma about the symptoms of
asthma including shortness of breath, wheezing, tightness of the chest, and coughing that
last more than six weeks. Encourage parents/caregivers to take classes related to
controlling asthma attacks.

•

Educate parents about the potential detrimental outcomes of noncompliance in asthma
management including hospitalization, loss of days of school and work, pneumonia, and
death.

•

Because the effective control of pulmonary diseases requires the elimination of irritants
and potential sources of infection, encourage family support in the avoidance of factors
realistically within their control (e.g., cigarette smoke and dusty work or residential
environments). Encourage covering mattresses and pillows. Encourage dust and animal
dander control to decrease symptom severity. Since some patients reside in rental
properties and have less control over manipulating their environments, health care
professionals should be aware that environmental changes typically suggested for asthma
maintenance, such as carpet and drapery removal may be unrealistic for some patients.
Work with patients to help them determine what they can change to make the task of
eliminating home respiratory risks more realistic for them.

Encourage patients to investigate whether Occupational Safety and Hazards
Administration (OSHA) requirements and rules are being complied with in their
workplace.

•

Encourage patient compliance in the use of medications by enlisting family support.

•

The prophylaxis regimen is a documented challenge for patients diagnosed with
tuberculosis. Patient education and support throughout the regimen is critical to
successful medical management and eradication of tuberculosis.

•

Patient screening and education play important roles in the prevention, detection, and
treatment of HIV and STDs (e.g., gonorrhea and syphilis.)

•

Educate patients about high risk behaviors and the potential outcomes relative to the
transmission of infectious diseases.

•

Assessing patients’ exposure to infectious diseases is critical in prevention and diagnosis.
Help patients assess their risk based on behavioral (e.g., multiple sex partners,
unprotected sex) or occupational (e.g., needle sticks) risk factors.

•

Encourage “safe sex” practices, including abstinence and the correct and consistent use of
latex condoms, beginning in early adolescence.

Special Areas
of Clinical Focus
Obstetrics/Gynecology

I

n addition to facing substantially higher rates of uterine leiomyomas, review of United
States Vital Statistics Data, beginning in 1940, indicates that African American rates of infant
deaths, fetal deaths, neonatal deaths, and maternal deaths have been consistently and
significantly higher than among Whites.
Relevant Traditional Beliefs and Practices

Women in most cultures hold non-biomedical beliefs relating to birth and reproductive health.
Among African American women, one may observe:
•

Geophagia, the ingestion of earth or clay, is a folk practice that has been observed
among pregnant women and children in Africa and some parts of the United States. As
African American women migrated from the south to the north and west, the ingestion of
laundry starch replaced the red clay indigenous to the southern United States.
Pagophagia, the ingestion of large quantities of ice and freezer frost, has been observed
among African American women and children. Studies have also documented pica, the
ingestion of nonfood substances, such as the consumption of cornstarch, baking soda,
baking powder, undissolved Alka Seltzer tablets, milk of magnesia in cake form, soap,
ashes, chalk, paint, and burnt-matches. Pregnant women may perceive the consumption
of starch as a practice that will aid in blood building. This practice could potentially lead
to gastrointestinal impaction, decreased iron absorption, lead toxicity, and anemia.

Implications for Kaiser Permanente Care Providers
Major Diseases

•
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•

Some African American women may be reluctant to use contraceptive devices or
medication that affect menstrual blood flow, such as “the Pill,” IUD, or Depo-Provera.
Because of traditional beliefs about the importance of maintaining a “normal” amount of
blood in the body, any alteration in menstrual flow whether in the form of lighter
menstrual flow, occasional spotting of blood, or actual cessation of the menses may be
seen as dangerous to health and well-being. Among some African American women,
there may be resistance to using the intrauterine device (IUD) because of a fear that the
device might get lost inside the body.

•

Perdition refers to a Haitian belief that a woman may have a fetus trapped in her womb
for several years before eventually delivering the child. Perdition is believed to result
from walking barefoot, carrying too heavy of a load, or the result of a spell cast on the
unborn child’s family.

•

There are strong cultural injunctions against causing a lactating woman to lose her
temper. Some believe that should a lactating women lose her temper, her milk will
physically rise to her head and enter her brain causing violent behavior and perhaps
insanity.

•

Some women after childbirth, experience weakness, dizziness, confusion, and
disorientation. Haitian cultural beliefs interpret these symptoms as the wandering womb,
the effect of the displaced womb moving around the body in search for the child.

•

Among some Haitians, gas (gaz) is seen as a cause of illness, particularly pain and
anemia. Gas can enter the body through the ears and mouth and lead to pain in the
head, stomach, legs, back, and shoulder. A woman who has just given birth may wear a
tight belt around her waist to keep gas from entering her body.

•

Some Eritrean women believe that in the West, too much blood is drawn for testing.
Pregnant Eritrean women believe that pregnant women need all of their blood and may
not understand that blood needs to be drawn. Many Eritrean women may feel that
western doctors practice too many Cesarean sections and would prefer for the baby to
come naturally. Eritrean women generally prefer to be cared for by women.

Female Circumcision

There are still many cultural groups throughout the world who believe in the custom of
clitoridectomy or female circumcision which involves various degrees of excision of the
clitoris, labia menora and labia majora. Circumcised women may have the labia sewn nearly
closed. It is estimated that 2.5 million women have undergone some form of circumcision.
With increased immigration to the U.S., more cases of female circumcision are presenting in
OB/GYN practices.
•

Women who have experienced female circumcision typically suffer severe medical
complications including increased risk of: cysts, bleeding, infection, difficulties with
menstruation and urination, painful intercourse, perinatal difficulties, obstetric
complications, including prolonged labor and a higher incidence of maternal mortality.

Maternal Health

In 1999, the Centers for Disease Control and Prevention reported a maternal mortality rate for
Black women of 25.1 per 100,000, a rate more than 4 times the rate for White women (6.0
per 100,000.)
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•

During pregnancy, African American women face increased risk for:
- developing maternal hypertension (includes pregnancy induced hypertension,
hypertension and chronic hypertension preceding pregnancy). Analysis of National
Hospital Discharge Survey data indicate that hypertensive African American women
had a threefold greater risk of antepartum hemorrhage as a complication during
pregnancy.
- developing amniotic infection, including amniotic infection syndrome, histologic
chorioamnionitis, clinical chorioamnionitis, premature rupture of the membranes,
and early neonatal mortality from sepsis contribute to poorer perinatal outcome.
- retaining more weight after pregnancy. This finding generates hypotheses about the
higher rates of obesity found in Black mothers. It is important to monitor weight gain
during and after pregnancy.

•

The Office of Minority Health reports that the mortality rate for babies of Black women
with diabetes is three times the mortality rate for babies of White women with diabetes.

Infant Mortality and Low Birth Weight

The U.S. infant mortality rate has dropped dramatically over the past four decades. Despite
the overall decrease in infant mortality rates, the U.S. Department of Health and Human
Services reports that infant mortality among African Americans remains a national health crisis.
•

Data from the Centers for Disease Control and Prevention/Center for Health Statistics,
show that in 1999 the infant mortality rate for Black infants was 2.4 times the rate for
White infants. In 1999, the three leading causes of infant death for Black and White
infants were congenital anomalies, disorders relating to short gestation and low
birthweight, and sudden infant death syndrome (SIDS). The rate for disorders related to
short gestation and low birthweight was 4.0 times higher among Blacks than Whites.
Rates for Black infant deaths due to SIDS were 2.3 times higher. In fact, mortality rates for
Black infants were an average of 2.5 times higher than Whites in all ten leading causes of
infant death.

•

The precise cause for racial disparities in infant mortality remain unknown. Biologic,
behavioral, socioeconomic studies remain inconclusive. However, two of the primary
antecedents of infant mortality are low birthweight and small-for-gestational-age preterm
delivery. Blacks are two times as likely as Whites to have low birthweight babies and
preterm birth. Also, Black women experience higher rates of intra-uterine growth
retardation, a disorder related to higher risks for infant mortality.

•

Low birthweight babies face increased risk of death and disability and are at greater risk
of dying during their first year of life. Low birthweight has been associated with increased
risk of mental retardation, learning disability, birth defects, blindness, autism, cerebral
palsy, epilepsy, visual and hearing disabilities, delayed speech, and asthma.

•

Analysis of 1999 vital statistics indicate that infant mortality and low birth weight rates are
highest among both Black and White poor and less educated women. However, it is
surprising to learn that the Black/White ratio is lowest among women who have not
completed high school and highest among women with a college education. It has been
reported that college-educated Black women are twice as likely to give birth to low birth
weight infants and three times as likely to give birth to very low birth weight infants than
White counterparts. Research has not yet demonstrated reasons for these discrepancies.
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Implications for Kaiser Permanente Care Providers
Special Areas of Clinical Focus: Obstetrics/Gynecology

As previously stated, the precise cause for racial disparities in infant mortality remain
unknown. However, risk factors associated with increased rates of low birthweight among
African American women include:
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•

Increased rates of hypertension, diabetes, elevated cholesterol, anemia/abnormal
hemoglobin, preeclampsia/toxemia and urinary tract infections;

•

High rates of low and high pre-pregnancy weight;

•

High rates of maternal cigarette smoking;

•

High rates of alcohol and drug intake during pregnancy;

•

Lower rates of prenatal care, especially in the first trimester;

•

Poorer pre-pregnancy health and nutritional practices;

•

High rates of unplanned, unintended, unwanted, or mistimed pregnancies;

•

High rates of low maternal weight gain;

•

Unmarried status;

•

Increased likelihood of previous preterm birth;

•

Increased exposure to physical, environmental, and psychosocial stressors;

•

Residence in the most racially segregated areas;

•

Shorter intervals between pregnancies; and

•

Increased exposure to factors associated with prolonged social and economic hardship
including very young maternal age, high birth order, and lower education.

Implications for Kaiser Permanente Care Providers
•

Given the incidence of sickle cell anemia among African Americans, screen African
Americans for hemoglobinopathy and review the results and genetic implications for
childbearing.

•

Encourage patient adherence to prenatal care guidelines.

•

Given the increased risk the development of maternal hypertension among African
American women, screen African American women for hypertension and review the
results and implications for associated pregnancy complications.

•

Given the incidence of diabetes among African American women, and the increased risk
for mortality of babies born to diabetic African American women, early and consistent
screening, as well as assisting patients with control of diabetes can reduce the number of
African American patients at risk.

Given the incidence of overweight and obesity among African American women and the
evidence that African American women tend to retain more weight following pregnancy,
screen for weight gain and review the results and implications for overall health.

•

Inquire about patient’s cultural beliefs relevant to reproductive health, including
contraception, pregnancy, breastfeeding and childbirth. When possible, incorporate beliefs
and practices into treatment.

•

Be aware of the practice of female circumcision among African and Middle Eastern
immigrants and its implications. The practice of female circumcision is illegal in the
United States. This may become an issue for obstetricians who need to surgically undo
the closures prior to delivery then are requested to re-suture the closure following
delivery.

Special Areas
of Clinical Focus
Childhood and Adolescent Health
Despite the improvements in children’s health since the 1950s, morbidity and mortality rates
for African American children compared to Whites, continue to be higher. African American
children face a higher risk of asthma, lead poisoning, malnutrition, sickle cell disease, iron
deficiency anemia, disabling accidents or injuries, and poor dental care. U.S. Census data
indicate a higher incidence of extended family parenting, particularly among grandparents. In
this section, we use parent to imply caregiver.
Immunizations

Immunizations are the most cost-effective medical interventions available. However, data
show that:
•

African American infants are less likely than White infants to have completed their
immunization series.

•

Higher rates of infants and toddlers who have not received age-appropriate
immunizations are found among residents in inner cities and rural areas. Documented
barriers include lack of knowledge, cost, and inadequate health care access.

Asthma

African American children and adolescents, when compared to Whites, experience
disproportionately higher rates of prevalence, hospitalization, and mortality. The CDC reports
that in 1993:
•

Among children 0-4 years of age, African Americans were six times as likely to die from
asthma than Whites.

•

Among children aged 5-17, African Americans were four times more likely than Whites to
die from asthma, and boys were 1.3 times more likely than girls.

•

Among persons 15-24, African Americans were six times more likely than Whites to die
from asthma, and males were 1.5 times more likely than females.

Implications for Kaiser Permanente Care Providers
Special Areas of Clinical Focus: Obstetrics/Gynecology

•
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Lead Poisoning

The U.S. Department of Health and Human Services reports that average blood lead levels for
American children and adults have dropped more than 80 percent since the late 1970’s.
However, childhood lead poisoning is one of the most common pediatric health problems in
the United States.
•

According to the Centers for Disease Control and Prevention:
-

•

About one million American children younger than 6 years of age have blood levels
of at least 10 micrograms per decimeter (ug/dL), a level high enough to adversely
affect their intelligence, behavior, and development.
Children of color and poor children are disproportionately affected by lead
poisoning. More than one-fifth of Black children living in older homes have elevated
blood lead levels.
Residence in large inner cities and rural areas is associated with increased risk for
blood lead poisoning.

The most serious sources for lead exposure are:
-

Deteriorated paint in older housing, especially housing built before 1960.
Dust and soil contaminated by paint and other substances containing lead.
Residues from past emissions of leaded gasoline.
Improperly fired ceramic ware and imported pottery.
Water contaminated from lead pipes.

Sickle Cell Disease

Sickle cell diseases comprise a group of three common genetic blood disorders: sickle cell
anemia, hemoglobin SC disease, and sickle beta-thalassemia. Although sickle cell disease is
found in a few other ethnicities, it is found most commonly in the United States among
African Americans.
Initial signs of sickle cell disease may be presented in infants with fever, or swollen hands or
feet.
Consider early problems in childhood as early signs of sickle cell anemia:
•

Temperature elevation above 101° F;

•

Changes in behavior, such as increased irritability, tiredness, weakness;

•

Feeding disturbances such as not eating, vomiting, or diarrhea;

•

Rapid breathing; or

•

Pale blue or gray skin or lips.

Annually, the disease affects about 1 in 500 African American newborns and 1 in 1,000 Latino
newborns. Approximately 8% of African Americans carry the gene for sickle cell trait. Babies
with sickle cell anemia face increased risk for a number of potentially life-threatening
complications that continue into adulthood (i.e., pain crises, anemia, aplastic and splenic
sequestrant (crises, hand-and-foot syndrome, potentially life-threatening infections, stroke,
lung infarction or sickle cell syndrome) and chronic organ dysfunction.
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The emerging understanding of sickle cell disease has lead to new experimental therapies
with variable results, which nonetheless has greatly improved care and survival well into the
third and fourth decade and occasionally beyond.
Overweight

Recent studies show that while the general American population is becoming increasingly
overweight, African American children show early onset of obesity. Overweight is related to
risk factors for cardiovascular disease and diabetes, two leading causes of excess mortality
among American Blacks.
•

In an investigation of relation of percentage body fat and maximal aerobic capacity to risk
factors for atherosclerosis and diabetes in Black and White 7- to 11-year-old children,
researchers found that Black children had higher insulin levels, a risk factor for
cardiovascular disease and diabetes.

•

Findings from the Bogalusa Heart Study and Coronary Risk Development in Young Adults
(CARDIA) indicate that early onset of overweight and obesity is more prevalent in African
Americans girls in the 6- to 17-year-old range.

•

Data from the National Heart, Lung, and Blood Institute Growth and Health Study
suggests that at an early age, Black girls engage in eating practices and physical inactivity
that have been associated with weight gain. Early eating practices and sedentary activity
may have significant implications for obesity development.

Adolescent Pregnancy

According to the CDC, the birth rates for teenagers (aged 15-19) declined each year between
1991 and 2000, with an overall decline of 22% since 1991. Among African American
adolescents between the ages of 15 and 17, the birthrate declined 3% between 1999 and 2000,
and has declined 23% since 1991, reaching a record low of 52 per 1000, compared to 15.8 for
Whites, and 60 for Latinas.
•

Adolescent mothers are more likely to have low-birth weight babies, to lack timely
prenatal care, and to smoke during pregnancy. However, smoking rates differ significantly
among racial and ethnic groups. For example, in year 2000, 30.85% of White mothers
smoked during pregnancy compared to 8.2% of Black mothers and 3.2% of Mexican
American mothers.

•

Analysis of a 19-year (1975-1993) computerized perinatal data base on 69,096 births
indicate that White, Black and Latina adolescent mothers between the ages of 12-15 years
face a higher risk of having a low birthweight baby. However, in all racial groups,
females 16-19 years had better outcomes than adults.

Accidents, Injuries and Homicide

The CDC and the National Center for Education in Maternal and Child Health report that
unintentional accidents (including traffic accidents, falls, misuse of toys, poor toy design,
unintentional shootings resulting from unsecured firearms, drowning) are the leading cause of
death in children and adolescents.
CDC data indicate that homicide is the second leading cause of death of all persons 15 to 24
years of age. Homicide is the leading cause of death for African Americans and Latinos aged
15 to 24, and the second leading cause of death among Black children 1 to 14 years of age.
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The homicide rate for Black older adolescents is eight times higher than for Whites of the
same age. Homicide and other forms of intentional injury are the major causes of death and
disability among Black adolescents and young adults.

Implications for Kaiser Permanente Care Providers
Special Areas of Clinical Focus: Childhood and Adolescent Health

Implications for Kaiser Permanente Care Providers
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Asthma

•

Educate parents/caregivers in the need for control of environmental factors that trigger
asthma attacks while being sensitive to the difficulties of doing so in inner city
environments. Emphasize control of those factors that parents can manage.

Sickle Cell Anemia

•

Sickle cell anemia has been widely studied and scientific evidence clearly indicates that
its passage through generations can be averted through early detection of the hemoglobin
type and adequate genetic counseling. Screen African Americans for hemoglobinopathy
and review the results and genetic implications for childbearing.

•

Infants and children who have received a genetic diagnosis of sickle cell disease should
seek medical attention any time the child is ill, particularly when presenting with fever.
Abdominal, chest and bone pain are also indicators of underlying sickle cell crisis.

•

Educate parents/caregivers about sickle cell disease and the risk of non-compliance to
medical management of their child’s health. Encourage participation in sickle cell anemia
support groups.

•

Educate staff and emergency physicians on effective management of pain crises and the
implication of fever or pulmonary symptoms. Adolescents and adults who present to
emergency rooms requesting painkilling drugs are frequently mistaken for street drug
addicts.

Immunizations

•

Parental awareness of the importance of adhering to and completing immunization
schedules as part of childhood preventive health is critical in reducing many preventable
infectious diseases. Counsel parents about the common diseases that can be prevented
through immunization. Direct parents/caregivers to culturally relevant literature on
immunizations.

Lead Poisoning

•

Educate parents/caregivers about the key causes and hazards of childhood lead poisoning.
Provide them with written materials on how to protect children from lead exposure.

•

Children ages 6 to 72 months comprise the highest priority group for screening. Screening
is critical in the diagnosis and treatment of childhood lead poisoning. Perform routine
blood lead test screening for children at risk for lead exposure.

•

Diets high in calcium, iron, and low-fat foods can help protect children from blood lead
poisoning.

•

The CDC recommends that due to the need to work with public health agencies for
appropriate environmental investigation and remediation, lead-poisoned children and
their families may benefit from social services follow-up.

Obesity

Early and consistent screening for overweight, especially among African American girls is
critical in preventing a number of potentially debilitating health problems and diseases.

•

Encourage balanced exercise and dietary habits for children starting at an early age.
Encourage parents/caregivers to adopt family-oriented health promotional activities (i.e.,
family walks, incorporate children in healthy meal planning and preparation).

Adolescent Pregnancy

•

Promote “safer sex” strategies, including abstinence and condom use.

•

To prevent adolescent pregnancy, educate patients about birth control methods.

•

To prevent pre-term labor, educate patients about the signs of pregnancy, the benefits of
pre-pregnancy nutritional counseling and early prenatal care.

Accidents, Injuries and Homicide

•

Among all teens, gang membership is the leading cause of homicide. Encourage
parents/caregivers to stay involved in their children’s lives, and to involve their children
with positive and productive influences, such as academic, social, church, or community
activities.

•

Support participation in schools educating children and adolescents about the importance
of healthy nutrition, regular exercise habits, remaining substance free, and non-violent
methods of conflict resolution.

Implications for Kaiser Permanente Care Providers
Special Areas of Clinical Focus: Childhood and Adolescent Health

•
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Special Areas
of Clinical Focus
Mental Health
A number of researchers have argued that the experiences of racism and discrimination place
African Americans at increased risk for mental health disorders. However, epidemiological
data are inconsistent and suggest that a range of biases shape past and current research on
African American mental health. Analysis of national hospitalization data portray poorer
mental health status for African Americans. However, analysis of structured interviews and
large-scale studies such as the Epidemiological Catchment Area (ECA) Project identify few
consistent patterns of racial or ethnic differences in mental health disorders.
Racial and ethnic differences have been documented in a number of areas including:
diagnosis categories, hospitalization rates, treatment regimen of medical care, medical care
utilization and treatment preferences. Possible reporting biases can be attributed to a focus on
lower-income African Americans, or due to more Blacks being treated in public facilities that
have more consistent reporting methods than private institutions where more Whites are
treated. Further research is needed to clarify the effects of race on the decision-making
process in the diagnosis and disposition from psychiatric service providers.
Compared to Whites with similar symptoms, Blacks are more likely to:
•

Receive a diagnosis of a severe mental disorder such as schizophrenia.

•

Be diagnosed with substance abuse, when in truth, the rates for substance abuse for
Blacks are no greater than for Whites.

•

Be diagnosed with anxiety disorder.

•

Be misdiagnosed, hospitalized, hospitalized involuntarily, to receive seclusion and
restraints, to receive inadequate treatment for the severity of their diagnosis, and to be
discharged earlier.

Data also suggest racial and ethnic differences in prescribing patterns. Some studies show that
when treating African American and Latino patients, providers underuse psychotropic drugs.
Conversely, other studies show that when treating African Americans and Latinos, providers
are more likely to overuse anti-psychotics, dispense higher doses, and give involuntary
treatment which may place patients at increased risk for side effects or poorer outcomes than
when treating Whites. Despite the tendency to overmedicate African American patients, some
studies indicate that African Americans may respond more quickly than Whites to antipsychotic agents and require lower dosages.
Although depression has been identified as a major public health problem among all
Americans, studies of depression have been inconclusive in documenting the incidence and
prevalence of depression among African Americans. In a national probability study, Blacks
who were 30-39 years of age, belonged to non-Western religious groups, and lived in the
West were at greater risk compared to Whites. Yet, other studies have identified differing
ranges in age, and income levels and marital status as associated with depression among
African Americans. One explanation for the inconsistency in existing studies is that depression
may present differently in different ethnic groups.
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Family breakdown, illicit drug use, increased indifference to organized religion resulting in
increased acceptability of suicide, and easier access to alcohol and lethal suicide methods are
believed to have contributed to a recent increase in suicide rates among all youth. African
American suicide rates had been traditionally lower than for Whites. But now, the CDC
reports a disturbing trend in the increase of suicide rates among all youth, especially Black
youths. Possible reasons for the increased suicide rates amongst Black youths include a
differential recording of suicide as a cause of death, and with the growth of the middle class,
the increased possibility that Black teens may mimic the “coping behaviors” of the mainstream
society.
•

From 1980-1995, the rate of suicide among Black youths, 10 to 19 years of age increased
114%.

•

The National Center for Injury Prevention and Control (NCIPC) reports that from 19801992, the rate for suicide among African American males, aged 15-19 years old increased
by 165.3%.

Compared to Whites, Blacks and Latinos show underutilization of specialized mental health
services. Once in the mental health system, African American patients tend to terminate earlier
than White patients. African American and Latino families are less likely than Whites to seek
help from agencies and mental health professionals for their children, and are more likely to
seek help from family and community sources. Possible explanations for underutilization
include:
•

A difference in physician referral services among ethnic groups;

•

A tendency for African Americans to delay seeking help;

•

Use of more informal support than formal services, with a preference for prayer, faith, or
religion as coping mechanisms;

•

Seeking treatment and support from friends, family, clergy, non-mental health
professionals; and

•

Stigma or social embarrassment about seeking psychological help.

Given the differences in diagnosis and treatment reported in scientific studies, it not surprising
that other documented reasons for Blacks’ differential use of mental health services include
fear and suspicion of the mental health system, as well as fear of hospitalization.
Risk factors associated with increased risk for mental disorders among African Americans may
include the following stressors:
•

Racism, discrimination, and prejudice place Blacks at greater risk for reduced mental
health status. Blacks at all levels of socioeconomic status are more likely to have access
to fewer economic, social, and political resources and to be affected by institutional
racism which may place them at increased risk for the development of some mental
disorders.

•

The confounding influence of racism and sexism may place some African American
women at increased risk for mental disorders. Studies of overweight Black women have
shown an association between experiences of racism and sexism and challenges with
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Implications for Kaiser Permanente Care Providers
Special Areas of Clinical Focus: Mental Health

weight control. In addition to changes in eating patterns as a coping mechanism, higher
rates of heavy drinking found among some Black women may be attributed to the
confounding of psychosocial and environmental stressors.
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•

Lower socioeconomic status among African Americans has been associated with higher
risk for mental disorders, especially major depression. Yet, less than half of African
Americans with major depression receive clinical treatment. Compared to Whites, lower
income African Americans are more likely to reside in unsafe neighborhoods with
environmental stressors such as chronic exposure to violence, and increased likelihood of
having witnessed or been a victim of violence.

•

Compared to Whites, Blacks experience significantly higher rates of morbidity and
mortality due to chronic health problems. Blacks also tend to face increased severity of
disease and more complications. African Americans, especially the elderly, are more likely
than Whites, to have multiple chronic illnesses, such as hypertension, diabetes, heart
disease, end-stage renal disease, stroke, or cancer. Multiple stressors may also take the
form of feelings of isolation, loneliness, and alienation for elderly African Americans who
live alone. On the other hand, elderly African Americans who have taken on full-time
child care responsibilities for their grandchildren may face multiple stressors incurred in
their caregiver role and in caring for their own health.

•

Bias, stereotypes, and misperceptions held by some health care professionals and African
American patients may place African Americans at increased risk for challenges in mental
health, from diagnosis through treatment. Stereotypes that African Americans are not
easily susceptible to depression and related mental disorders may negatively influence
diagnosis or discourage some patients from seeking treatment. Blacks are more likely
than Whites to be misdiagnosed. It is believed that, in mental health especially,
misdiagnoses often occurs as a result of social distance between treating psychiatrists and
the patient. Among the elderly, misdiagnosis might also be attributed to inaccessibility of
mental health screening instruments due to cognition and literacy challenges.

Implications for Kaiser Permanente Care Providers
•

Acknowledge the impact that racism and discrimination have on the daily lives of African
American members and patients.

•

Assist patients in identifying mental health risks and make appropriate referrals for
professional therapy.

•

Because African Americans tend to terminate mental health services early, follow-up of
patients who miss appointments is critical.

•

Work with patients to gain insight into their values and perceptions of mental health care,
risk factors, coping, and treatment expectations and preferences. Where possible for those
patients who prefer the support of spiritual venues or family, incorporate patient
preference into treatment.

•

Work with patients to understand their perceptions of how feelings are expressed, what
emotions are viewed as appropriate to express, as well as how, when, and to whom.

•

Early diagnosis and treatment of depression is critical for those patients who experience
depression comorbid with a chronic medical problem. Treatment can improve patient

distress and treatment compliance, and reduce morbidity and mortality associated with
chronic medical problems.
Educate patients, particularly parents in reference to their children, those with chronic
illnesses, and the elderly and their caregivers about the symptoms of depression.

•

Consider how family members might be incorporated into the treatment process.

•

Facilitate the development of culturally sensitive mental health programs to aid in higher
return patient rates and improved outcomes.

•

Prejudices are an integral part of the human experience. As health care professionals, we
should assess our individual stereotypes, biases, and perceptions about African Americans
and determine how they might influence our clinical practice.

•

Review pharmacologic implications of African American ancestry when prescribing
medications.

Special Areas
of Clinical Focus
Gerontology
The Census 2000 reports that older adults comprise 12.4% of the U.S. population within all
major racial and ethnic groups. The older adult population is likely to grow substantially in
the years to come as health care preventive and treatment practices advance.
•

Many elderly African Americans experienced poor quality health care from conception
through adulthood. That, combined with environmental risk factors, has resulted in a
population that bears a disproportionate prevalence of acute and chronic disease, illness,
and disability, compared to Whites. Improvements in the social and economic status of
elderly African Americans since the 1950s, combined with the advent of Medicaid and
Medicare in the 1960s has resulted in improved health status for all older Americans.
Despite the improved health status of African Americans, mistrust of the medical
establishment and fatalism among groups of color is associated with decreased utilization
of screening procedures. This is true even among affluent, elderly African Americans.

•

Blacks and Whites experience an interesting “crossover” in mortality statistics past the age
of 80 years, with Blacks surviving longer than Whites.

•

Studies show that African American elderly patients may have the tendency to:
-

Implications for Kaiser Permanente Care Providers
Special Areas of Clinical Focus: Mental Health

•

Not report or under report illness and physiological changes;
Delay reporting symptoms;
Ignore certain physiological changes, such as edema of the legs, morning stiffness,
dizziness on rising, constipation, and urinary changes;
Accept bladder fullness or a sense of urgency as part of the normal process of aging;
Perceive illness as a sign of weakness;
Engage less frequently than Whites in health promoting practices; and
Treat illness at home whenever possible.
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Implications for Kaiser Permanente Care Providers
Special Areas of Clinical Focus: Gerontology
46

•

A study of cancer fatalism among elderly Whites and African Americans found that as
participants’ level of education increased, cancer fatalism decreased. African Americans
and women were found to be most fatalistic. Despite the tendency for African Americans
to engage in fatalistic beliefs, studies show that of all ethnic elders of color, African
Americans would like to and expect to live the longest.

•

Elderly Blacks experience more ophthalmological problems. Compared to Whites, African
Americans experience an estimated 4 to 8 times greater risk of developing glaucoma, one
of the most common causes of preventable blindness in the United States. A recent study
by the National Institutes of Health found that Black patients with open-angle glaucoma,
the most common form of the eye disorder, respond differently that White to treatment
options. Black patients did better when their treatment process began with laser
therapies. Whites did better beginning with a course of treatment of trabeculectomy.

Advanced Directives

Studies have shown that compared to Whites, African Americans want more life-sustaining
treatments, yet they are less likely to have discussed life-sustaining treatments with their
physicians and families, and have or want fewer living wills. There is still speculation as to
the causes of these contradictions. Some researchers suggest that compared to Whites, Black
patients may be less likely to have discussed life-sustaining treatments with their physicians
and have a living will. This may be because they trust the health care system less, fear
inadequate health care more, and feel less confident that a living will would give them
control over their terminal health care. It follows that elderly African Americans may be
resistant to completing written advanced directives because of mistrust or misunderstanding of
the medical system, or because they lack of knowledge of living wills, durable power of
attorney, and advanced directives.

Implications for Kaiser Permanente Care Providers
•

Be sensitive to their potential mistrust of the medical system and fatalism (See Risk
Factors Section: Medical Bias.)

•

Refer members and patients to social workers regarding living wills, durable power of
attorney, and advanced directives. These documents can empower the patient to have
their wishes honored.

•

Involve family members in assessing patient health problems and behaviors. Enlist family
involvement in patient care and compliance.

•

For those who live alone, address loss of self-esteem and depression. Encourage social
support through participation in family, community, or church activities

Conclusion
In this handbook we have addressed some of the major health problems that affect the
African American population. It is unfortunate that many of the factors negatively affecting the
health of this group are related to socioeconomic factors brought about by the lack of
opportunity due to racial discrimination. African Americans experience a disproportionate
amount of health care disparities compared to Whites. Many studies show that these
disparities remain even when socioeconomic factors are controlled.
In many sections of this handbook we report significant racial differences of chronic diseases
and mortality rates. Many of these deaths were most likely preventable through modification
of risk factors, early diagnosis, and access to good health care. Bear in mind that the African
American population is heterogeneous as a result of factors that include urban or rural
resident, socioeconomic status, recent immigrant status, and country of origin. It is unknown
whether or not the data reported in this handbook reflect the Kaiser Permanente membership
as there is minimal information available.
The National Center for Chronic Disease Prevention and Health Promotion identifies the
primary risk factors for chronic diseases that comprise the leading causes of death among
Americans as smoking, poor nutrition, sedentary lifestyle, alcohol misuse, inadequate health
services, and unprotected sexual intercourse. As a health maintenance organization, we are in
a unique position to address each one of these risk factors through the provision of regular
preventive health care.
Patient education, patient compliance, and medical management are critical to the prevention,
management, and cure of many chronic diseases that disproportionately affect African
Americans. In a nation as diverse as the United States, cultural experiences shape these
aspects of care from the perspectives of both patient and health care professional. Healthcare
providers can make a difference in the overall health status of Americans, and particularly
African Americans who experience such a disproportionate burden of morbidity and mortality.
The path to continued success as a national health care leader is paved with the practice of
medicine as a healing art that combines advances in the science and technology of medicine
with personalized health care delivery that recognizes and respects individual and cultural
differences among patients. We hope that this handbook will serve as a tool that assists you
in delivering high quality culturally competent health care.
A Provider’s Handbook on Culturally Competent Care: African American Population, 2nd
Edition.
©Copyright 2003 Kaiser Foundation Heath Plan, Inc.
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Resources
The following are national resources that may assist the health care provider and/or your patient. Check
with your local Kaiser Permanente Health Education Department for additional materials, videos and
local resources. Appearance of a web site link or resource does not necessarily imply endorsement by the
National Diversity Department or by Kaiser Permanente.

Breast Cancer
Sisters Network is a national breast cancer
network that provides online health information, support and referrals to African
American survivors of breast cancer.
Diabetes
National Diabetes Information
Clearinghouse provides health information,
references and resources for African Americans
with diabetes.
The American Diabetes Association
provides health information and community
support for African Americans with diabetes.
The National Women’s Health
Information Center provides health
information and resources for African
American women with diabetes.
General Health Issues
African American Health, a service of the
U.S. National Library of Medicine, provides
online health information on African
American health issues ranging from
depression to glaucoma.
Black Health Care is a private, for profit
online resource that provides health
information on a variety of health issues
including sickle cell, prostate cancer and
diabetes.
Closing the Health Gap, a U.S. Department
of Health and Human Services agency,
provides health information ranging from
cardiovascular health to diabetes affecting
African American communities.
The Magic of Good Health is an online
resource that provides information on health
issues affecting the African American
community.
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Phone

Web Site

713-781-0255

http://www.sistersnetworkinc.org

1-800-860-8747

http://www.niddk.nih.gov/health/
diabetes/pubs/afam/afam.htm

1-800-DIABETES
or 1-800-342-2383

http://www.diabetes.org/main/
community/outreach/
african_americans/diabetesin.jsp
http://www.4woman.gov/faq/
diabetesafrc.htm

1-800-994-WOMAN or
1-800-994-9662
or 1-888-220-5446 TTY

http://www.nlm.nih.gov/
medlineplus/
africanamericanhealth.html
http://blackhealthcare.com

1-800-444-6472

http://www.healthgap.omhrc.gov

http://www.magicjohnson.org/
GoodHealth/About/index.html.

HIV/AIDS
The Minority HIV/AIDS Initiative, of the U.S.
Department of Health and Human Services,
provides links to fact sheets, statistical reports and
videos on HIV/AIDS among African Americans.
HIV InSite is an online source for HIV/AIDS
health information and resources for African
Americans.
Legal Issues
NAACP Legal Defense and Educational Fund is
the primary civil rights firm representing the
African American community.
Women’s Health
National Black Women’s Health Project
provides online health information ranging from
nutrition to domestic violence for African
American women.

1-800-444-6472
301-230-7874
301-230-7199 (TDD)

http://www.omhrc.gov/omh/
aids/prevention/6C2_toc_pub.htm
http://hivinsite.ucsf.edu/InSite.
jsp?page=li-06-02

212-965-2202

http://www.naacpldf.org

202-548-4000

http://www.blackwomenshealth.
org
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1. In what context did you receive the handbook(s)?
____Training/Workshop

_____Individual Request

____Other specify (____)

2. Please rate the effectiveness of the handbook(s) as learning tools:
Not at All
Latino
1
African American
1
Asian and Pacific Islander (API)
1
Lesbian, Gay, Bisexual and Transgendered (LGBT) 1

2
2
2
2

Somewhat Extremely
3
3
3
3

4
4
4
4

5
5
5
5

3. Please rate the effectiveness of the handbook(s) in improving cross-cultural clinical skills:
Not at All
Latino
1
African American
1
Asian and Pacific Islander (API)
1
Lesbian, Gay, Bisexual and Transgendered (LGBT) 1

2
2
2
2

Somewhat Extremely
3
3
3
3

4
4
4
4

5
5
5
5

4. Describe what you like about the handbook(s):
Latino:____________________________________________________________________________
African American: __________________________________________________________________
API: ______________________________________________________________________________
LGBT: ____________________________________________________________________________
5. Describe how we could improve the handbook(s):
Latino:____________________________________________________________________________
African American: __________________________________________________________________
API: ______________________________________________________________________________
LGBT: ____________________________________________________________________________
6. Other comments?
_________________________________________________________________________________
_________________________________________________________________________________
Please FAX to 510-271-5757 or mail to the address
printed on the opposite side of this page.
If you are interested in obtaining additional copies of this handbook, please contact
the National Diversity Hotline at 510-271-6663.
Thank you

Fold Here

Kaiser Permanente National Diversity Department
One Kaiser Plaza, 17 Lakeside
Oakland, CA 94612

Fold Here
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