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L.e enactment of the Civil Rights Act of
1964 generally marks the beginning of the de
segregation era in American history. While earlier
decisions of the federal courts and regulatory
agencies had proscribed discriminatory prac
tices in graduate education, transportation, and
public schools, the 1964 statute transformed
these negative constraints into "positive impera
tives for desegregation and non-discrimination"
across a broad range of activities and institu
tions. The law imposed an obligation on states
and other publicly supported entities, corpora
tions and labor unions, to take affirmative action
to end discrimination in employment, public
accommodations, education, and housing.!

For all its significance as statutory inno
vation, however, the Civil Rights Act fell short
of establishing full equality for all citizens.

By Paul L. Puryear

Improvement

in the health status

and mortality

statistics

for minorities

is essential

to achieving

full equality

under the law.

.........................
It provided a mechanism by which blacks and
minorities could achieve equality before the law;
that is, the race-neutral application and enforce
ment of statutory requirements. It did not
guarantee equality underthe law, or what is some
times called equality of results.2 Measuring the
actual social and economic outcomes of the de
segregation process, therefore, is a useful way
ofgauging the degree to which blacks and other
minorities are achieving parity over time with
the white majority in areas like income, educa
tion, employment, housing, and political and
labor force participation. This News Letter ana
lyzes changes in one such area: the health status
ofMrican-Americans and other racial minori
ties in Virginia over the last 30 years.

MNORITYPOPULATION
TRENDS &- HEALTH
While the overall population of Virginia grew
significantly between 1960 and 1990, the rate
of growth for minority groups exceeded that
for whites. Overall, racial minorities were
approximately 240/0 of the population of
the Commonwealth in 1990. The Asian and
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FIGURE 1. Infant Mortality Rate, by Race:
Virginia, 1960-1990

SOURCE: Virginia Department of Health, Center for Health Statistics, Vir
ginia Vital Statistics, Annual Report(Richmond, Virginia), for years shown.

NOTES: Rates are calculated as the number of deaths occuring between
birth and 1 year of age.
The nonwhite population includes all racial minorities. The nonwhite popu
lation was approximately 99% black in 1960, and about 90% black in 1990.

PRENATAL CARE & LOW BIRTH WEIGHT
Infant mortality is closely associated with inadequate
prenatal care for mothers and the low birth weight
ofnewborn children.6 These variables showed pro
nounced differences between whites and nonwhites
in Virginia. While in 1990 approximately 84% of
white mothers received prenatal care during the first
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Japan, Finland, and Switzerland enjoy the lowest
rates in the world.

The trend data for Virginia show a steady
decline in infant deaths for all races between 1960
and 1990. Infant mortality rates between birth and
1 year of age dropped from a 1960 rate of 29.7
deaths per 1,000 registered births to a comparable
1990 rate of 10.2 deaths. However, the nonwhite
rate was consistently higher than the white rate (see
Figure 1). In 1960 the nonwhite infant mortality
rate was 1.8 times greater than the white rate, and
by 1990 it was 2.3 times greater. In addition, the
white rate fell at a somewhat faster pace through
the period-a 70 percent decrease among whites,
compared to a 61 % decrease among blacks and other
racial minorities. The death rate for minority in
fants in 1990 was 17.5 deaths per 1,000 infants,
compared with 7.4 deaths for white infants. These
data present one of the starkest examples of the
disparity in minority health status in the Common
wealth.
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INFANT MORTALIlY
Of all the indicators of health status, infant mor
tality is one of the best measures of change in the
social and economic conditions of a population. It
reflects the quantity and quality of factors like sani
tation, access to medical care, parents' education
(especially the mother), housing conditions, income,
and nutrition.5 The United States ranks 12th among
developed countries in infant mortality rates, while

Hispanic populations grew most rapidly, with each
of the ethnic groups within the Asian cohort more
than doubling over the 30-year period. By contrast,
the African-American population increased by 15%.
These findings generally mirror population trends
for the United States as a whole. Recent national
projections indicate that the minority community,
excluding blacks, will grow by about 274% between
1990 and 2080, while the black population will
grow by about 53% during this period. It appears,
therefore, that during the 21 st century, minority
groups will become an increasingly larger propor
tion of the population in both the Commonwealth
and the nation.

It is ironic that while the size of the minority
populatiQn has accelerated dramatically in recent
decades, several studies tend to show that the rate
of illness, disability, and death among nonwhites
exceeds that for whites by substantial margins.3 Since
health status is an important determinant ofa group's
ability to achieve and sustain social mobility, posi
tive changes in the morbidity and mortality statistics
for minorities are essential to achieving full equal
ity under the law.4

An analysis of health statistics indicates that
while the overall health status ofminorities and whites
in Virginia improved after 1960, the gap between
the two racial groups remains. In 1959 the life ex
pectancy ofwhite males exceeded that ofblack males
by approximately 7 years (67.2 and 60.2). By 1990
the life expectancy of both groups had increased
(73.03 for white, 67.23 for black males), but a gap
of 5.8 years still persists. The life expectancy of
minority females increased by 16.3% over the 30
year period-from 65.1 years in 1959 to 75.68 years
in 1990-compared to an average increase of 45
7.8% for whites of both sexes. Overall,Virginia's
whites can expect to live approximately 5 years longer
than nonwhites. (The nonwhite population was ap
proximately 99% black in 1960, and about 90%
black in 1990.) The consistently lower life expect
ancy rates for nonwhites is a reflection of a higher
incidence of life-threatening illness among minori
ties. The following analysis highlights the critical
problems associated with the disparity in the health
status of minorities in the state.

2'
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Strokes sometimes result from acute heart
disease. While the mortality rate for strokes
declined dramatically for blacks between 1960
and 1990 (by 62.3% ),57.3 blacks per 100,000
died from the illness in 1990, compared to 56.3

Heart disease is the major cause of death for all
Virginians. The age-adjusted death rate for non
whites in 1990 was 306.3 per 100,000 population,
compared to 255.5 for whites. 10 The incidence
ofdeaths related to heart disease declined by 360/0
for both groups between 1960 and 1990, but
the rate ofdecline was more rapid for nonwhites
regardless of gender (see Table 1). Nonetheless,
the rates for all groups are still alarmingly high,
and have declined very little for white females
over the last 30 years.

CHRONIC DISEASES
The leading causes of death for blacks and whites
are similar. Heart disease, cancer, and stroke
(including hypertension) head the list. In the Com
monwealth, over 60% of all nonwhite deaths in
1990 were due to these diseases. However, the ra
cial gap in the incidence of these and other diseases
is striking. In every instance, the diseases that were
the primary causes of death showed racial differen
tials ranging from a black-white ratio of 1.3 to 2.67.
The overall black-to-white ratio for all causes of •
death was 1.58.

trimester of pregnancy, only 65 percent of non
white mothers received care this early. Significant
numbers of minority mothers did not begin pre
natal care until the second or third trimesters
(30.4%), and a larger percentage of nonwhite
mothers received no prenatal care at all (3.4%). Less
than 1% of white mothers fell into the latter
category.

While Virginia data correlating low birth
weight and infant mortality are incomplete, it is
clear that major racial disparities do exist. Data for
1990 indicate that among both whites and non
whites, the percentage of low-birth-weight babies
has increased. However, the gap between white and
nonwhites is substantial, with 5.7% of white ba
bies having low birth weight, compared to 11.7%
of nonwhite babies. These findings closely mirror
national studies which indicate that nonwhites are
twice as likely as whites to have low-birth weight
infants.?

TEENAGE PREGNANCIES
Statistics for the entire nation indicate that the in
cidence of teenage pregnancies out-of-wedlock is
increasing for both whites and nonwhites. 8 While
the overwhelming majority of teenage pregnancies
occurs among whites, a greater proportion of mi
nority births occur in this age group. Adolescent
childbearing is the harbinger ofsocial problems such
as poverty, lower educational and occupational at
tainment, and family disorganization. It also can
lead to health-related disorders like maternal and
infant mortality, as well as neurological, develop
mental, and learning problems for children produced
by these pregnancies. 9

Against this backdrop, the general trend data
for Virginia's nonwhites are particularly startling.
Although the percentage of out-of-wedlock preg
nancies has increased for both races since 1960,
the percentage of such pregnancies is significantly
higher among nonwhites. In 1960 6.4% ofall teenage
white pregnancies occurred out of wedlock, com
pared with about 46% for nonwhites. By 1990
91.6% ofall teenage nonwhite pregnancies occurred

out-of-wedlock, compared with approximately 50%
for whites. In that year, there were approximately
83.7 babies born per 1,000 nonwhite teenage women.
The rate for white adolescent females was also fairly
high, at 41.6 babies per 1,000 population. While
the number of teenage births out-of-wedlock de
clined between 1960 and 1985 for all racial groups,
the incidence of these births has increased since
then-and the upward trend is slightly more pro
nounced among minority women. Overall, the
percentage of teenage births in 1990 that were out
of-wedlock was 69.3% for whites and 93.5% for
nonwhites.

• The death rate

• for minority infants

• in 1990 was

• 17.5 deaths

• per 1,000 infants,

• compared with

• 7.4 deaths

• for white infants.

TABLE 1. Death Rates from Selected Causes, by Race: Virginia, 1960-1990

RATES PER 100,000 POPULATION
HEART DISEASE STROKE CANCER HOMICIDE

Male Female Male Female
Year White Nonwhite White Nonwhite White Nonwhite White Nonwhite White Nonwhite White Nonwhite

1960 368.7 385.8 241.6 301.0 91.7 152.2 118.4 144.5 116.0 119.3 3.7 20.4
1970 n/a n/a n/a n/a 81.0 125.5 145.1 195.4 122.2 113.5 4.8 28.8
1980 327.4 329.8 264.3 264.6 67.1 81.8 186.3 223.4 152.1 137.0 5.6 23.2
1990 261.2 228.9 249.9 211.5 56.3 57.3 203.8 216.6 174.7 140.3 4.8 24.9

SOURCE: U.S. Bureau of the Census, Census of Population, General Population Characteristics, Virginia (Washington, D.C.: U.S. Government
Printing Office), for selected years (this publication for the 1960 census was called Characteristics of Population, Virginia); and Virginia Depart- 3
ment of Health, Center for Health Statistics, Virginia Vital Statistics, Annual Report (Richmond, Virginia), for selected years.
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white deaths (see Table 1). However, the age
adjusted mortality rates for the same year reveal
a striking disparity between the racial groups.
These figures indicate that if the age distribu
tion of the nonwhite population were the same
as that for the white population, the rate would
be approximately 81 deaths per 100,000, as com
pared to 56 for whites.

Nonetheless, nonwhites in Virginia fare bet
ter than their counterparts nationally. In the
United States as a whole, the age-adjusted death
rate for stroke is almost twice as high for non
whites as whites. Moreover, the racial trend data
since 1960 indicate that the gap in actual stroke
deaths in the Commonwealth has narrowed per
ceptibly. This favorable trend may change as the
nonwhite population ages.

Hypertension (elevated blood pressure) has been
consistently identified by national studies as a
significant cause ofpremature death among mi
norities. Hypertension is also a major cause of
strokes, which afflict minorities at a greater rate
than whites. 11Hypertension is closely associated
with renal disease among nonwhites, who suffer
from this ailment at a rate 3 or 4 times higher
than whites nationally.12

The 1978-90 Virginia data closely track these
national findings. Minorities consistently showed
a higher incidence ofhypertension than did whites.
While the hypertension rates of minorities fluc
tuated significantly over this period, the
age-adjusted mortality rate per 100,00 popula
tion was over twice as high for nonwhites (5.8)
as whites (2.5) in 1990.

Cancer is a major cause of death for most racial
groups in the United States. Ofall racial groups
nationally, blacks have the highest age-adjusted
mortality rates for all forms ofcancer (372.5 per
100,000), followed by Native Hawaiians (357.9)
and whites (335.0). Overall, there is an 11 % ex
cess incidence ofcancer among black Americans
compared to whites. The age-adjusted incidence
rate is 250/0 higher for black men than for non
minority men, and 4% higher among black
women than white women. 13

In the Commonwealth, the incidence ofcancer
among both blacks and whites has risen since
1960. When the data are adjusted for age, the
average gap between nonwhites and whites per
100,000 population is approximately 51.1 deaths
for nonwhites overall. Moreover, minorities are
particularly prone to die from digestive, respira
tory, and genital cancer. The average gap between
whites and minorities for these ailments was 14.1

deaths per 100,000. Moreover, the incidence of
death caused by genital cancer is almost twice as
high for nonwhites as for whites.

Cancer is an especially troublesome problem
for minority males. The trend data indicate that
in every decade since 1960, minority male can
cer deaths exceeded those of minority females
by substantial margins (see Table 1). Minority
females had the lowest overall cancer rates for
all gender groups, while minority males had the
highest rates. The gap between white males and
females was much narrower.

HOMICIDE
While deaths arising from violent behavior have
traditionally been regarded as falling exclusively
within the purview of the criminal justice system,
more recently homicide has been viewed by federal
and state health officials as a preventable health
disorder. 14 Consequently, greater attention has been
devoted to the psychological, environmental, physi
ological, and lifestyle factors related to homicidal
behavior. This new emphasis on homicide preven
tion is part of other general strategies designed to
reduce the incidence of excess deaths in minority
communities.

For at least 30 years, homicide has been a sig
nificant cause of death in Virginia's minority
communities. The nonwhite rate of homicide has
averaged 24.6 individuals per 100,000 population
during this period. This compares with an average
of 4.8 for whites. Of even greater concern is the
fact that while the nonwhite homicide rate declined
between 1980 and 1985, it increased during the
latter part of the decade (see Table 1). In 1990 ap
proximately 24.9 nonwhite persons per 100,000
population died from homicides, compared to only
4.8 whites.

Homicide is an especially egregious problem
among young minority males. The rates for those
between the ages of 15 and 34 has consistently been
substantially higher among nonwhite than white
males. Perhaps most striking is the fact that homi
cide has become much more common in the younger
age groups (ages 15-19 and 20-24) and relatively
less frequent in the older age groups (ages 25-29
and 30-34). The homicide rate for minority males
ages 15-19 was 1820/0 higher in 1990 than in 1960,
and for ages 20-24 it was 1020/0 higher. While the
trend was fairly similar among white males, the
nonwhite rate was typically 5 to 15 times higher
than the white rate-regardless ofage group or time
period. The highest white homicide rate was 21.2
per 100,000, which occurred among ages 25-29
in 1970. The comparable nonwhite rate during the
same year was 224.1 per 100,000.
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TABLE 2. Deaths from Homicides, by Raceand Age Groups: Virginia, 1960-1990

RATES PER 100,000 POPULATION
Year Ages 15-19 20-24 25-29 30-34

White Nonwhite White Nonwhite White Nonwhite White Nonwhite

1960 2.3 25.7 3.2 41.7 18.2 196.4 9.9 108.2
1970 2.3 50.8 10.2 104.6 21.2 224.1 19.6 170.5
1980 5.6 14.5 12.7 43.6 15.0 88.1 7.7 65.1
1990 10.2 72.5 8.9 84.1 11.7 83.8 11.5 58.3

SOURCE: See Table 1.

Homicide rates in the Commonwealth for all
nonwhite age groups peaked in 1970, and subse
quently declined. However, since 1980 the rates
have shown a marked increase in the younger age
groups (see Table 2).

AIDS
Another racially disparate cause of illness and death,
particularly among blacks and Hispanics, is the
Acquired Immunodeficiency Virus, or AIDS. Re
cent data reveal that the overall national ratio of
AIDS cases is 3.2 to 1 for blacks and 2.8 to 1 for
Hispanics when compared to whites. The high-risk
groups are intravenous drug users, homosexual and
bisexual males, heterosexuals who have had sexual
contact with infected persons, recipients ofcontami
nated blood transfusions, and the children ofinfected
mothers. Through March 1992 a total of 218,300
cases ofAIDS had been reported in the United States.
Of the 2,887 total cases reported in Virginia, ap
proximately 45°10 (1,301 cases) were reported between
April 1990 and March 1992. During this period,
the average case rate for AIDS was 10.4 per 100,000
for Virginia and 17.4 per 100,000 nationwide. Among
the 50 states (District of Columbia excluded), Vir
ginia ranked 21 st with respect to the incidence of
AIDS in the population.

The trend data for the Commonwealth indi
cate that in each year between 1982 and 1991, the

While

: African-Americans

• account for 18.8%
: of Virginia's

: population,

: they account

: for 38% of all
number of new cases of AIDS reported increased •
at an alarming rate. IS While there were only 6 re- : AIDS cases.
ported cases in 1982, 673 cases were reported in
1991. Over this same period, the rate of AIDS in-
creased from 0.1 to 10.9 per 100,000 population,
with over 1,500 deaths resulting. While some of •
this increase conceivably could have resulted from •
changes in the definition and diagnosis of the dis-
ease, it appears that most ofthe change is attributable •
to the spread of the malady in the state. Not sur-
prisingly, the disease is most prevalent in the most •
populous areas of the state. Fairfax County, Arling-
ton, Richmond, Alexandria, Norfolk, and Virginia •
Beach account for almost 59 percent of all cases
reported through September 1992.

While African-Americans account for 18.8°10
of Virginia's population, they account for 380/0 of •
all AIDS cases. Whites account for 58°10 of AIDS
cases in Virginia, while making up 76°10 of the state's •
population (see Table 3).

Perhaps most distressing is the disproportionate •
number of pediatric AIDS cases (under 13 years)
found among minorities, particularly blacks. (The •
vast majority of these cases occur when mothers •
pass the disease to their children.) African-Ameri- •
can children account for 53°10 of all pediatric AIDS
cases in the U.S. and 60.70/0 in Virginia. Hispanic •
pediatric cases represent 24.50/0 of all such cases •
nationally, but there were no reported pediatric cases •

TABLE 3. Racial/Ethnic Distribution of Virginia Population, 1990,
Compared with AIDS Cases, through March 1992

NUMBER & PERCENT BY RACE/ETHNIC GROUP
White Black Hispanic Other/Unknown Total

No. °/0 No. % No. °/0 No. 0/0 Number

VA population - 76.0 - 18.8 - 2.5 - 2.8 -
All AIDS cases 1,674 58.0 1,095 37.9 73 2.5 45 1.6 2,887
Adult/adolescent
cases (13 & over) 1,656 58.5 1,061 37.5 73 2.6 41 1.4 2,831

Male 1,574 61.0 910 35.3 70 2.7 27 1.0 2,581
Female 82 32.8 151 60.4 3 1.2 14 5.6 250

Pediatric cases
(under 13) 18 32.1 34 60.7 0 - 4 7.1 56

SOURCE: U.S. Bureau of the Census, 1990 Census of the Population, General Population Characteristics, Virginia (Washington: U.S. Government
Printing Office, 1992); Virginia Department of Health, Bureau of STD/AIDS, unpublished statistics.

NOTES: "Hispanic" persons may be of any race; however, no cases with reported Hispanic origin are included in the figures for any racial group.
The Center for Disease Control's guidelines for reporting statistics do not allow the reporting of the contents of any cell in a table for which the
number of cases is less than 3, to ensure confidentiality. Thus, the "Other/Unknown" category may include cases for which race/ethnicity is 5
known but was not reported; those for which it is actually unknown; and also persons of race/ethnicity other than the indicated categories.
However, these numbers are not enough in most cases to greatly affect the data in the table.



University of Virginia NEWS LETTER

among Hispanics in Virginia.
In general, then, African-Americans are

disproportionately represented among AIDS cases
in the Commonwealth. Most significantly, blacks
account for 76.4% of all cases transmitted by
intravenous drug use, and 72.50/0 of all cases trans
mitted by heterosexual contact. When taken together
with the unusually large number of pediatric
transmissions, these findings explain the dispropor
tionate representation of blacks among AIDS cases
in the state.

RBLICPOLICY
& .MINORITYHEALTH
The low-income status of blacks and some other
minority groups in the United States is closely linked
to racial disparities in health status. I6 Individuals
with low incomes are typically unemployed or work
in low-wage jobs, reside in substandard housing,
and live in families in which a single parent is the
norm. The death rate for individuals below the
poverty line is twice as high as for the general popu
lation. The incidence ofchronic diseases, lung cancer,
heart disease, and stroke increase as income levels
decrease. Since a larger percentage of the minority
population is officially defined as poor, it is not
surprising that this group has the severest problems
with health maintenance. Improvements in educa
tion, job training, and employment can achieve much
in removing the disparities in minority health sta
tus that persist in Virginia and elsewhere.

Apart from more general societal reform, elimi
nating racial disparities in health status will require
significant changes in health policy and resource
allocation at all levels of government. A variety of
policy options offer some possibilities for steady
improvement in minority health in the state.

PREVENTION OF CHRONIC ILLNESS
It is increasingly recognized that illness and pre
mature death from chronic diseases can be reduced
by developing effective prevention strategies. In the
state ofVirginia, for instance, it is estimated that at
least 40 percent of all deaths from cardiovascular
disease and cancer are directly attributable to health
risk factors like smoking, obesity, high cholesterol,
alcohol abuse, and lack of exercise. Therefore, the
opportunity to improve dramatically the health status
of minorities will depend, in part, on the effective
ness of strategies to prevent the onset of chronic
disease and disability in the first place. Consequently,
it is essential to intensify community-based initia
tives that will educate individuals in the minority
community about lifestyle behaviors that adversely
affect health.

To this end, the following measures seem appropriate.

1. Develop disease prevention plans for each local
ity that prescribe health-risk reduction programs
for minority populations. These programs should
target schools, churches, worksites, community
groups, and minority media. They should be
sensitive to the cultural and linguistic traditions
of each minority subgroup.

2. Develop instruments for the evaluation of pro
grams designed to reduce health risks in minority
communities.

3. Develop state and federal policies that encour
age the development ofpublic and private health
insurance programs that will pay full coverage
for preventive health care services.

4. Enact state and federal tax laws that discourage
the use of alcohol and tobacco.

5. Develop state legislative incentives that will en
courage employers to sponsor company-based
health screening programs.

OVERCOMING INCOME BARRIERS
Publicly supported health care for the poor increased
significantly with the advent of the Medicaid pro
gram in 1970. However, eligibility for the program
is restricted, coverage has been reduced in recent
years, and doctors' fees have been curtailed. As a
consequence, many physicians refuse to participate
in the program. Moreover, the co-payment require
ments under Medicare make it difficult for older
citizens to obtain the quality ofcare they need. The
lack of adequate income is clearly a barrier to ac
cess to adequate health care.

In view of these difficulties, the following
policy changes seem essential.

1. Raise the income limits for Medicaid eligibility
to provide quality health care for those who, while
they may have incomes above the poverty level,
are still unable to afford health care.

2. Subject co-payment requirements under the
Medicare system to a means test that exempts
those who are unable to afford such payments.

AVAILABILITY OF HEALTH CARE
Blacks, Hispanics, and some other minorities are
more likely than whites to rely on a hospital emer
gency room or outpatient facilities as the sole source
for medical care. I? The inordinate use of such fa
cilities by minorities has implications for both the
quality and continuity ofhealth care. The patient's
medical history is unknown to the attending phy
sician and other health professionals, and
opportunities for sustained follow-up by a primary
provider and medical specialists is limited. As a
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consequence, adequate diagnosis and treatment is im
peded. To remedy this inadequacy, medical insurance
with adequate provision for outpatient services should
be provided for those unable to afford such coverage.

Place of residence also seems to be a signifi
cant barrier to access to medical services. Physicians
and other health care professionals are less likely to
establish practices in the inner cities and in rural
areas where many minority citizens reside. The federal
government has sought to offer incentives for states
to provide services in these areas through the Na
tional Health Service Corps and the Medical Loan
Repayment Program. For the most part, however,
these programs have not resulted in a significant
increase of physicians in the areas of the greatest
need for medical services.

o alleviate this problem, changes are needed
in the way medical education is financed and
structured, and the way health delivery systems are
organized to serve these underserved areas. To this
end, the following recommendations are proposed.

1. Virginia should adopt policies and provide in
centives that will encourage publicly supported
medical schools to develop preferential admis
sions standards to recruit students who are
predisposed to provide primary care services to
inner cities and rural areas. Since available data
indicate that minority physicians tend to serve
minority communities, special efforts should be
made to recruit such students. 18

2. The Commonwealth should allocate more re
sources for family practice residencies that are
targeted to underserved areas. These residency
programs will strengthen primary care in these
areas, and encourage medical school graduates
to practice in underserved areas.

3. The state, with local participation, should adopt
policies that aid health professionals in establishing
and maintaining practices in underserved areas. This
aid should include financial assistance in establish
ing a practice, as well as technical and management
support in maintaining the practice.

4. Virginia should supplement the federally funded
Community Health Center Program by providing
loans and grants to create primary health care
clinics for indigent populations in all medically
underserved areas. (Only 21 ofVirginia's 52 medi
cally underserved areas have community health
centers.)

5. Primary care services should be coordinated with
local social services agencies, to supply transpor
tation and child care services to indigent patients.

INCOME, EDUCATION, & HEALTH
Generally speaking, the minority poor suffer more

often from chronic disease than those with incomes
above officially defined levels of poverty. Since in
come potentials are heavily dependent on educational
attainment, long-term gains in the health status of
minorities can be achieved by increasing adult lit
eracy, high-school completion rates, and college
attendance and by improving job-training programs.
It is imperative that educational institutions assure that
youth and adults are equipped with employable skills
useful in an increasingly technological society.

The following recommendations seem pertinent.

1. Create a common core of learning in each local
ity that would be 'goal directed,' to adequately
prepare students for college.

2. Adopt the "Effective School Model" for educat
ing poor, low-achieving inner-city and rural
students in school districts with sizeable minority
enrollments. 19

3. Create vocational educational programs in high
schools and community colleges for students who
do not pursue college degrees. Such programs
should lead to technical and professional certi
fication that validates skills acquired.

4. Provide educational planning and services for
youth who are inmates in prisons, juvenile of
fender facilities, and drug treatment institutions.

While the improvement of educational and
employment opportunities will ultimately contribute
to improvements in health modalities for minori
ties, it must also be acknowledged that racial
discrimination continues to plague the social land
scape in the state and the nation. A recent study
by the Urban Institute confirms the fact that even
when the job skills of blacks and whites are equal,
blacks are still more likely to face job discrimina
tion than their white cohorts. 2o The ultimate
solution, therefore, rests in the vigorous and unre
lenting enforcement of laws against discrimination
in the workplace. Race discrimination is literally
harmful to the health of African-Americans and
other minorities.

CoNCLUSION
The improvement ofminority health can be viewed
as a part of an ongoing effort to erase the stigma of
racial inequality from American society. While the
overall health of blacks and other minorities has
improved during the last 30 years, the gap in the
health status of whites and nonwhites has barely
changed. Closing the gap presents a major chal
lenge for policymakers and health practitioners
throughout the nation. The equal right to life is
perhaps the most fundamental of all rights. •

Eliminating racial

disparities in health

status will require

significant changes

in health policy and

resource allocation

at all levels

of government.
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NOTES

• A number offederal and state agency documents were used as sources

: for the statistical data presented in this News Letter. In addition to the

• materials cited in the endnotes, sources for population data include

• U.S. Bureau of the Census, Census of Population reports and Gen-
• eralPopulation Characteristics, Virginia, as well as unpublished census

: data. Sources for health statistics include National Center for Health

• Statistics, Health United States (1987) and U.s. Department of Hu-

• man Services, HIV/AIDS Surveillance Report (April 1992), both

• available from U.S. Government Printing Office, Washington, DC..

Sources from the Virginia Department of Health, Richmond, in-

• clude Center for Health Statistics, Infant Health Data for Perinatal
• Regions (1990) and Virginia Vital Statistics, Annual Report, for the

• years 1960-1990; Advisory Committee on Minority Health, Minor-
• ity Health Fact Sheet(1992); and Bureau ofSTD/AIDS, unpublished

• statistics on HIV/AIDS (1992).

More detailed information on the data presented in this article is

• available from the author or from his forthcoming res~arch report,

• Blacks and Minorities in Virginia, 1960-1990, to be published later

• this year by the Center for Public Service.

• 1 1 Benjamin Ringer, We the People and Others: Quality andAmerica s
• Treatment ofits RacialMinorities (New York: T avistock Publications,

: 1983), p. 329.
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