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Persistent racial disparities in PTB:
a key health equity issue

(NY Times 2/27/07.  With permission Photo : Dilip Vishwanat.  Article: Nicholas Bakalar)  

ÁInfant deaths
ÁStarting life unequal

ÁDisability-- physical, 
mental, emotional

ÁAdult heart disease, 
diabetes

ÁBurden on families
ÁEconomic costs
ÁMedical care
ÁSpecial education
ÁSocial services
ÁProductivity lost
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Causes unknown

Not explained by:

ÁStandard prenatal 
care

ÁTobacco, alcohol, 
drugs

ÁCurrent income or  
education

Some researchers suspect: 

ÁInfections 

ÁElective C-sections

ÁEnvironmental toxins

ÁNeighborhood/work conditions

ÁGenes or gene-environment 
interactions

ÁStress, social support

ÁLifelong experiences, especially 
in childhood
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Evidence suggests social causes are important in 
the Black-White disparity in PTB

ÅBlack immigrants from Africa/Caribbean have birthweight 
ƻǳǘŎƻƳŜǎ ǎƛƳƛƭŀǊ ǘƻ ²ƘƛǘŜǎΩ 

Å.ǳǘ ǘƘŜƛǊ ŘŀǳƎƘǘŜǊǎΩ ƻǳǘŎƻƳŜǎ ŀǊŜ ǿƻǊǎŜ

ÅNo/little PTB disparity among poor women

ÅNeighborhood effects observed often (physical & social 
environments associated with SES and racial inequity) 

ÅOften (but not 100%) linked with stress

ÅLower PTB rates among Black women in RCT of Centering 
Pregnancy  
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Plausible explanations:  Unmeasured factors

ÁStructural racism tracks Black women into 
lower SES, e.g. via segregation 
ÁSES = education, occupation, income, wealth = 

Resources and opportunities to be healthy
ÁPolluted neighborhoods

ÁSubstandard housing (lead, mold, mites, roaches)

ÁInferior schools

ÁPoor access to jobs and services
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Unmeasured factors, continued

ÁStructural racism, continued

ÁHealth-promoting vs -damaging exposures

ÁProduces chronic stress associated with constantly 
facing challenges with inadequate resources

ÁAdded stress, regardless of SES  

ÁIntended or unintended, overtly or subtly 
discriminatory incidents, re self or loved ones

ÁAnxiety/vigilance could be stressful and, if persistent, 
harm health. 



Neighborhood options vary by race & SES. 
How could a neighborhood affect health?

ÁPollution, toxins, crime

ÁSafe places to exercise

ÁAccess to healthy food

ÁAds for harmful substances

ÁSocial networks & support

ÁNorms, role models, peers

ÁDespair

ÁAccess to (good) jobs 

ÁQuality of schools

ÁRacial segregation tracks 
Blacks into poorer 
neighborhoods than Whites of 
similar income

Image: http://www.seattlemet.com/news-and-profiles/publicola/
articles/some-rich-architects-mansion.
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Stress is a biologically plausible cause

ÅNeuro-endocrine processes 
Ą immune/inflammatory 
mechanisms which could 
trigger labor
Å HPA axis, CRH

Å Autonomic Nervous System

Å Telomere shortening

Å Epigenetic effects of stressful 
experiences

Image: http://news.vanderbilt.edu/2010/07/vanderbilt-

university-study-to-be-most-comprehensive-look-at-

link-between-stress-and-health-disparities/
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CRH
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Does chronic worry about racism 
contribute to the racial disparity in PTB?

Åот҈ ƻŦ .ƭŀŎƪ ǿƻƳŜƴ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ǘƘŜȅ άǾŜǊȅ ƻǊ 
ǎƻƳŜǿƘŀǘ ƻŦǘŜƴέ ǿƻǊǊƛŜŘ ǘƘŜȅ άƳƛƎƘǘ ōŜ ǘǊŜŀǘŜŘ ƻǊ 
ǾƛŜǿŜŘ ǳƴŦŀƛǊƭȅ ōŜŎŀǳǎŜ ƻŦ ǘƘŜƛǊ ǊŀŎŜΧέ

ÅBlack women who chronically worried had twice the rate 
of PTB as those who did not

ÅBefore and after adjustment for many social, 
demographic, behavioral, & medical factors

ÅNo racial disparity in PTB after adjusting for chronic worry 
& social/demographic factors
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More questions than answers

ÁBut stress is a plausible contributor

ÁMany studies conclude a racial difference is due 
to underlying biological differences because it 
ǇŜǊǎƛǎǘǎ ŀŦǘŜǊ  άŎƻƴǘǊƻƭƭƛƴƎ ŦƻǊ {9{έ ǿƛǘƘƻǳǘ 
considering unmeasured experiences/exposures 
across the life course

ÁImpossible to control fully for SES 

ÁUnmeasured racism-related disadvantages could 
be key--including severe poverty, lack of wealth, 
& range of experiences of bias, from childhood on



Social position, e.g. by 
race & class

Social consequences 
of ill health

Disease

1. Social inequality

SOCIETY INDIVIDUAL

Specific exposure 

5. More social inequality

3. Differential 
vulnerability

2. Differential 
exposure

4. Differential 
consequences

Social
Context

Policy
Context

What produces health disparities across the life 
course and across generations?

Adapted from Diderichsen, U. Copenhagen 22

Prevent unequal 
consequences

Reduce harmful exposures

Reduce vulnerability 

Reduce social
inequality



CENTER ON SOCIAL DISPARITIES IN HEALTH

University of  Cali fornia, San Francisco

What to do, in the face of uncertainty?

ÅParalysis?

ÅAwait definitive research?  (decades/generations?)

ÅBe guided by the best available information.

ÅTarget plausible causes

ÅUse approaches likely to have favorable effects on other 
important factors whose health effects are more 
established, e.g., poverty, empowerment (self-
efficacy/self-esteem), health-related behaviors, 
healthier environments 
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a dream deferred

ά±ƛŎƛǎǎƛǘǳŘŜǎέ Artist, Jason DeCairesTaylor
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Objectives:

By the end of this lecture I hope attendees ǿƛƭƭΧ
1. Understand the significance of !ƳŜǊƛŎŀΩǎ Black:Whiteracial 

legacy regarding the  attainment of infant mortality goals.
2. Appreciate how history and past discriminatory practices have 

contributed to racial disparities
3.!ǇǇǊŜŎƛŀǘŜ ǘƘŀǘ ǘƘŜ ǊŀŎƛŀƭ ŘƛǎǇŀǊƛǘȅ ƛƴ ƛƴŦŀƴǘ ƳƻǊǘŀƭƛǘȅ ƛǎ Ψƴƻǘ 
ƴŀǘǳǊŀƭέΣ ōǳǘ Ƴŀƴ-made.

4. Appreciate the importance of taking a Social Determinants of 
IŜŀƭǘƘ ŀǇǇǊƻŀŎƘ ǘƻ άǳƴŘƻέ ǘƘƛǎ ŘƛǎǇŀǊƛǘȅ.
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Infant Mortality

Definition:  The death 
of any live born baby 
prior to his/her first 
birthday.

ñThe most sensitive 
index we possess of 
social welfare . . . ò
Julia Lathrop,  Childrenôs Bureau, 1913

Slide prepared by R. Fournier RN, BSN

State of Michigan FIMR Director
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Infant mortalityis a community mirror, 

reflecting our collective capacity to 

promote and protect the health and well-

being of our very youngest and most 

vulnerable. (fromCity Lights, 9:2, p1)

Infant Mortality :

30



Infant mortality is an internationally recognized measure 
ƻŦ ŀ ǎƻŎƛŜǘȅΩǎ ŀōƛƭƛǘȅ ǘƻ ǇǊƻǾƛŘŜ ŦƻƻŘΣ ƘƻǳǎƛƴƎΣ ƛƴŎƻƳŜΣ 
education, employment and health care to its citizens
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Infant Mortality isé
Multi-factorial.  Rates reflect a societyôs commitment to the 
provision of:

1. High quality health care

2. Adequate food and good nutrition

3. Safe and stable housing

4. A healthy psychological and physical environment

5. Sufficient income to prevent impoverishment

ñAs such, our ability to prevent infant deaths and to 
address long-standing disparities in infant mortality rates 
between population groups is a barometerof our societyôs 
commitment to the health and well-being of all women, 
children and families.ò

SACIM, 1/2013* = non-clinical measure
32



Overall U.S. Infant Mortality Rate (IMR) has improved 
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United States Infant Mortality Rate: 1980-2013

http://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_02.pdf. Deaths: Final Data for 2013.
TABLE 20

By 2013, 

IMR

reached 

5.96

2014 IMR = 5.82

52% decline
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Black:WhiteIMR Disparity Gap:
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http://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_02.pdf. Deaths: Final Data for 2013. TABLE 20

Note: Data are presented here by race only; data on Hispanic origin of mothers were not routinely

collected until 1989

Infant Mortality Rate by Race, U.S., 1980-2013 
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Survival Interval/Gap:
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11.2

*US Historical Best
Black IMR

*In 2014, BIMR = 11.05
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11.2

US Historical Best
Black IMR

10.9

Thisdifferencein comparableratesrepresentsa 33-yearά{ǳǊǾƛǾŀƭDŀǇέ, meaningthat unlesswe change

this pattern,blackbabieswill haveto wait until the year2046to havethe sameopportunityof surviving
the first yearof life aswhite babiesdid in 2013. Unfair,unjust. Wecando better.
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άIŜŀƭǘƘȅ tŜƻǇƭŜέ IƛǎǘƻǊȅ ǊŜƎŀǊŘƛƴƎ LawΥ

Å1990-Healthy People 

Å2000-Healthy People 

Å2010-Healthy People 

Å2020-Healthy People
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Healthy People IMR Goals:
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http://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_02.pdf. Deaths: Final Data for 2013. TABLE 20
Note: Data are presented here by race only; data on Hispanic origin of mothers were not routinely 
collected until 1989

Infant Mortality Rate by Race, U.S., 1980-2013  

a

b

*

HP 1990:

a: HP 1990 Overall IMR Goal of 9
b: HP 1990 Black IMR Goal of 12
*: Achieved Overall IMR goal for whites in 1986 with wimr of 8.8, well in advance of the Overall goal date.
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Infant Mortality Rate by Race, U.S., 1980-2013  

c: HP 2000 Overall IMR Goal of 7
d: HP 2000 Black IMR Goal of 11
^: Achieved Overall IMR goal for whites in 1992 with wimr of 6.9, well in advance of the Overall goal date.

c

d

^

HP 2000
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e: HP 2010  IMR Goal of 4.5

HP 2010

e
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b

e: HP 2010  IMR Goal of 4.5

y: Achieved HP-1990 goal for black imr, 20 years after the goal date

HP 2010

e

y

20-years
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www.cdc.gov/nchs/healthy_people/hp2020.html
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