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Persistent racial disparities in PTB:
a key health equity issue

Alnfant deaths

AStarting life unequal
ADisability-- physical
mental, emotional

AAdult heart disease,
diabetes

ABurden on families

AEconomic costs
AMedical care
ASpecial education
ASocial services
AProductivity lost

(NY Times 2/27/07.With permission Phota Dilip Vishwanat Article: NicholaBakala)
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cCauses unknown

Not explained by: Some researchers SuUSpect:

AStandard prenatal Anfections

care AElective Gsections

ATobacco, alcohol, AEnvironmental toxins

drugs ANeighborhood/work conditions
ACurrent income or  AGenes or genenvironment
education interactions

AStress, social support

ALifelong experiences, especially
In childhood
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Evidence suggests social causes are important in
the BlackWhite disparity in PTB

A Black, immigrants from Africa/Caribbear) have birthwe,igAht
2dz00O2YSa aAYA{I NI Uz 2KAUSaC
A.dzi 0KSAN] RIdZAKUGSNBRQ 2dzi02YS

A Nol/little PTB disparity among poor women

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

A Often (but not 100%) linked with stress

A Lower PTB rates among Black women in RCCTayftering
Pregnancy
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Plausible explanations: Unmeasured factors

A Structural racism tracks Black women into
lower SES, e.qg. via segregation

A SES = education, occupation, income, wealth =
Resources and opportunities to be healthy

A Polluted neighborhoods

A Qubstandard housing (lead, mold, mites, roaches)
A Inferior schools

A Poor access to jobs and services
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Unmeasured factors, continued

A Structural racism, continued
A Healthpromotingvs-damaging exposures

A Produces chronistress associated with constantly
facing challenges with inadequate resources

A Added stress, regardless &ES

A Intendedor unintended,overtly or subtly
discriminatoryincidents, re self or loved ones

A Anxiety/vigilancecould be stressfuind, if persistent,
harm health.



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

A Pollution, toxins, crime

A Safe places to exercise

A Access to healthy food

A Ads for harmful substances
A Social networks & support

A Norms, role models, peers

A Despair

A Access to (good) jobs

A Quality of schools

Image: http://www.seattlemet.com/newsand-profiles/publicola/
articles/somerich-architectsmansion.



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

A Pollution, toxins, crime

A Safe places to exercise

A Access to healthy food

A Ads for harmful substances
A Social networks & support

A Norms, role models, peers

A Despair

A Access to (good) jobs

A Quality of schools

A Racial segregation tracks
Blacks into poorer
neighborhoods than Whites of
similar income
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Stress Is a biologically plausible cause

-——

-

A Neuro-endocrine processes
A immune/inflammatory
mechanisms which could
trigger labor

A HPA axis, CRH 7N
A Autonomic NervousSystem j’ -

A Telomere shortening

A Epigenetic effects of stressfu
experiences

Image: http://news.vanderbilt.edu/2010/07/vanderbilt-
university-study-to-be-most-comprehensive-look-at-
link-between-stress-and-health-disparities/



The stres#A PTB linkBiologically plausible?

Hypothalamus

Pituitary Gland

/ Adrenal Glands

Center on Social Disparities in Health, University of CA, San Francisco
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The stres#A PTB linkBiologically plausible?
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Hypothalamus
CRH

Pituitary Gland
ACTH
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The stres#A PTB linkBiologically plausible?

STRESSQR

Hypothalamus
CRH

v
Pituitary Gland
ACTH

v
Adrenal Glands

AFFECTS MULTIPLE ORG
& SYSTEMS, INCLUDINC
IMMUNE SYSTEM

Center on Social Disparities in Health, University of CA, San Francisco
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Does chronic worry about racism
contribute to the racial disparity in PTB?

Aomz 2F .t 01 62YSY NBLIZ2NIS
32YSoKFEO 2F0SYyEé€ g2NNASR (K
OASBSR dzy FF ANI & 0SOldzasS 27

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

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

A No racial disparity in PTB after adjusting for chronic worry
& social/demographic factors

R
S
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More guestions than answers

A But stress is a plausible contributor

A Many studies conclude a racial difference is due
to underlying biological differences because it
LISNRAAGA | FGSNI aGaO2y (NPT f
considering unmeasured experiences/exposures
across the life course

A Impossible to control fully for SES

A Unmeasured racisnanelated disadvantages could
be key-including severe poverty, lack of wealth,
& range of experiences of bias, from childhood on



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

o
inequality
Social position, e.g. by

Social 1. Social inequality race & class

Context
Reduce harmful exposures
Specific exposure
3. Differential
Reduce vulnerability vulnerability

4. Differential
conseqguences

Policy 5. More social inequality Social consequences

INDIVIDUAL

2. Differential
exposure

Prevent unequal
consequences

Adapted fromDiderichsen U. Copenhagen 22
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What to do, in the face of uncertainty?

A Paralysis?
A Await definitive research? (decades/generations?)
A Be guided by the best available information.

A Target plausible causes

A Use approaches likely to have favorable effects on other
Important factors whose health effects are more
established, e.g., poverty, empowerment (self
efficacy/selfesteem), healtkrelated behaviors,
healthier environments
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Objectives:

By the end of this lecture | hope attendegsh f t X

1. Understand the significance bfY' S NJBlaxck:Wkiteracial
legacyregarding the attainment ahfant mortality goals

2. Appreciate how history and past discriminatory practices have
contributed to racial disparities

3. LIWINBOAFGS GKFG GKS NY OAFfE |
Y I 0 dzNJ f énaded dzi Y I vy

4. Appreciate the importancef taking a Social Determinants of
| SIf 0K | LIWINRIF OK 42 adzyR2€& O



Infant Mortality

Definition: The death Nrhe most sensitive

of any live born baby Index we possess of
prior to his/her first social welfare . . . 0
b”-thday Julia Lathrop, Children® Bureau, 1913

Slide prepared by R. Fournier RN, BSN
State of Michigan FIMR Director



Infant Mortality

Infant mortalitys a community mirror,
reflecting our collective capacity to
promote and protect the health and well
being of our very youngest and most
vulnerable gomciy Lighte:2, p1)



Infant mortality Is an internationally recognized measure
2F | az20ASsS0ieéeQa oAt AGe O
education, employment and health care to its citizens




Infant Mortality isé

Multi-factorial. Ratesreflectas oci et y 60 s tothenmi t
provision of:

High quality health care

Adequate food and good nutrition

Safe and stable housing

A healthy psychological and physical environment
Sufficient income to prevent impoverishment

bk o=

NAs such, our ability to prevent infant deaths and to

address long-standing disparities in infant mortality rates
between population groups is abarometerof our s
commitment to the health and well-being of all women,
children and families. oo

32
SACIM, 1/2013



Overall U.S. Infant Mortality Rate (IMR) has improy

United States Infant Mortality Rate: 1980-2013
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http://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_02.pdf. Deaths: Final Dat£263.
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Black:WhitdMR Disparity Gap:

Infant Mortality Rate by Race, U.S., 1980-2013
25
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IMR per 1,000 live births
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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 34
collected until 1989



Survival Interval/Gap:



Black:WhitdMR Disparity Gap:

Infant Mortality Rate by Race, U.S., 1980-2013
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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
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Black:WhitdMR Disparity Gap:

Infant Mortality Rate by Race, U.S., 1980-2013
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Thisdifferencein comparableratesrepresentsa 33-yeard { dzNI R Eeé&ningthat unlesswe change
this pattern, blackbabieswill haveto wait until the year2046to havethe sameopportunity of surviving

0 the first yearof life aswhite babiesdid in 2013 Unfair,unjust We cando better.
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Note: Data are presented here by race only; data on Hispanic origin of mothers were not routinely 37
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Healthy People IMR Goals:

25 - Infant Mortality Rate by Race, U.S., 1980-2013
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Healthy People IMR Goals:

Infant Mortality Rate by Race, U.S., 1980-2013
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Healthy People IMR Goals:

Infant Mortality Rate by Race, U.S., 1980-2013
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collecteduntil 1989
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Healthy People IMR Goals:

Infant Mortality Rate by Race, U.S., 1980-2013
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www.cdc.goynchg healthy peoplénp2020.html
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