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Issue Brief  - Race and Ethnicity Matters: 
Concepts and Challenges of  Racial and Ethnic 

Classifications in Public Health 

Race, Ethnicity and Health Disparities: 

An Introduction 
 

Extraordinary improvements in the health of all Americans 

have been made since the early 20th century. However, not 

everyone benefits equally from these advances in the public’s 

health. Nor is every group equally burdened by the leading 

causes of death, which in the United States today are no longer 

infectious diseases, but rather chronic diseases such as heart 

disease, cancer, stroke, and diabetes.   

 

“Health disparities” – those avoidable differences in health 

among specific population groups that result from cumulative 

social disadvantages (Stratton, Hynes, and Nepaul 2007) – ex-

ist for many minority populations in the United States. As used 

here, “minorities” are those populations in a society that are in 

a position of cultural and political non-dominance and disad-

vantage. As a result, they may experience reduced healthcare 

quality and access, and increased rates of disease, disability, 

and death compared to the overall U.S. 

population. For example, U.S. minority 

populations might include racial and ethnic 

minorities, limited English proficiency 

populations, people living in poverty, and 

homeless persons.  

 

The Connecticut Health Disparities Project 

at the Department of Public Health (DPH), 

in conjunction with other agencies and pro-

grams, is taking a new look at health dispari-

ties and the collection of “race” and “ethnicity” data.  Differ-

ential treatment of people based on the ideas of race and eth-

nicity is a social reality for all Americans (Nepaul, Hynes and 

Stratton 2007) and has a large impact on Americans’ health 

and general well-being. In order to track the health impact of 

these ideas of race and ethnicity, health departments at all lev-

els need to collect consistent and comprehensive health infor-

mation using racial and ethnic classification tools.   

 

However, race and ethnicity data alone are not sufficient to 

accurately depict health disparities (Nepaul, Hynes and Strat-

ton 2007).  In fact, social structural factors (such as poverty, 

low income environments, socioeconomic status and social 

supports) are equally if not more important as fundamental 

causes of health disparities (Link and Phelan 1995).  

 

In this Issue Brief, then, we seek to address these questions:  

How have people defined and used the concepts of  “race,” 

and “ethnicity?” How useful or consistent is our current col-

lection of racial and ethnic data in the effort to reduce and 

eliminate health disparities? What other factors have an impact 

on people’s health? Below we: 1) introduce the history, theo-

retical foundations, and uses of the ideas of “race” and ethnic-

ity” in public health data collection;  2) discuss why they are 

difficult, yet necessary, concepts to use in studying health in 

the United States; and 3) stress the need for inclusion of socio-

economic and other demographic factors in the collection and 

analysis of health data to more fully illuminate health dispari-

ties.   

 

Public Health and the Use of Race and Ethnicity 

Classifications 
 

In the past, racial and ethnic health disparities have been at-

tributed to biology, as American ideas about human differ-

ences have been encapsulated in terms 

such as “race” and “ethnicity.” These 

seemingly natural characteristics of popu-

lations are actually social constructs de-

rived from 19th century understandings of 

evolution, slavery, and colonialism that 

have been used for various research, so-

cial, and political ends for well over 100 

years. These concepts have been used as 

“common sense” explanations for ine-

qualities in health, often without the bene-

fit of full or critical definition in research studies (Williams 

and Collins 1996). 

 

Public health surveillance and monitoring systems use race 

and ethnicity categories to track inequalities in  health and ac-

cess to health care. However, researchers  routinely use race 

and ethnicity as independent factors associated with health 

outcomes. Race and ethnicity are thus commonly treated as 

markers for some unknown and unmeasured biological factors 

of a given population subgroup, thereby implying that they are 

immutable characteristics of a population. While we may un-

derstand some aspects of health disparities by  using race and 

ethnicity data, these data do not tell the whole story.  

 

The treatment of “race” and “ethnicity” as inherent, biological 

characteristics of individuals takes attention away from impor-

”The fact that we know what 

race we belong to tells us more 

about our society than about 

our  genetic makeup.”   

 

(Williams, Lavizzo-Mourey and 

Warren 1994:27)  

Alison Stratton, PhD, Ava Nepaul, MA, and Margaret Hynes, PhD, MPH 
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tant underlying social and economic determinants of health 

(Williams 1996; Williams, Lavizzo-Mourey and Warren 1994; 

Gee et al. 2007).  Put simply, people who live in clean, safe 

neighborhoods and those who have higher education attain-

ment levels and higher income tend to have better health out-

comes. However, underlying social structural factors (like 

low-income environments and racial segregation), which can 

play important roles in health outcomes of racial and ethnic 

subgroups, are not consistently measured, reported, or dis-

cussed in public health research. Social and economic factors 

have such important effects on health that they should be con-

sistently collected in order to make better sense of what may 

seem to be solely racial and ethnic health disparities (Kawachi, 

Daniels and Robinson 2005).   

 

While many public health practitioners may agree with a so-

cial-contextual approach to studying racial and ethnic health 

disparities, it has often been expedient to fall back on the hab-

its and research conventions of the biological basis of race and 

ethnicity in reports and research. Unfortunately, this kind of 

usage reifies “race” and “ethnicity” concepts as biological re-

alities, whether one believes in them or not (Goodman 2000; 

Kaplan and Bennett 2003; Williams 1994). This emphasis on 

race and ethnicity also obscures underlying health disparities 

that result from differences in social class.  

 

What are “Race” and “Ethnicity,” Anyway? 
 

“Race” and “ethnicity” are contested and fluid concepts, ideas 

that reflect the history between and cultural understandings 

about different peoples (Lee 1993; American Anthropological 

Association 1997, 1998; Smedley, Stith and Nelson 2003). 

The “race” concept has generally focused on classifying peo-

ple according to perceived differences in appearance (e.g., skin 

color), and association of those differences with a geographi-

cal region. Attempts have been made to connect human genet-

ics with ancestral region and appearance, but firm results have 

been impossible to produce due to “the difficulty of defining a 

‘population,’ the clinal nature of variation, and heterogeneity 

across the genome,” among other considerations (National Hu-

man Genome Research Institute 2005:519).  

 

“Ethnicity” has generally defined the cultural, behavioral, reli-

gious, linguistic, and/or geographical commonalities imputed 

to people belonging to a particular group, as opposed to ge-

netic inheritance. The boundaries of authenticity (that is, who 

or what “counts” as being a member of an ethnic group) are 

also very fluid and can depend on social, political and histori-

cal situations. In the United States, federal officials have deter-

mined that for data collection purposes, there are only two 

“ethnicities”: Hispanic or Latino, and Non-Hispanic or Latino 

(Office of Management and Budget 1997; U.S. Census Bureau 

2000). “Country of origin,” “ancestry,” “heritage,” and 

“language spoken at home” are some related constructs that 

public officials use to gather data about population diversity.     

 

“Race” and “ethnicity” are quite often confused with each 

other, or seem to be the same thing  (American Anthropologi-

cal Association 1997, 1998). Additionally, many people might 

say that these concepts appear to be scientifically-based and 

that they seem to be reflected in everyday life. In fact, they are 

both historical products of particular American classification 

systems created to differentiate people based on changing po-

litical, economic, and social values of those in power (Lee 

1993; American Anthropological Association 1997; Kaplan 

and Bennett 2003). The truth is that peoples of the world can-

not be categorized into four or five genetically distinct groups 

(e.g., “White,” “Black,” “Asian”). As genetic and anthropo-

logical research has repeatedly shown,  there are more genetic 

differences within racial categories than there are between ra-

cial categories, and so these distinctions do not hold up 

(American Anthropological Association 1998; National Hu-

man Genome Research Institute 2005). We are more alike than 

we are different. 

 

Race and ethnicity are neither scientifically reliable nor valid 

categories, and assignments to racial or ethnic categories are 

often based on observer biases, changing situational identities, 

and historical-political vagaries (Lee 1993; Kaplan and Ben-

nett 2003; Williams 2007). In real life, people do not have 

only one fixed racial or ethnic identity which remains the same 

over time and space and that can be accurately measured. A 

further complication inherent in categorization is that people 

embrace biracial, multiracial, and multi-ethnic identities, 

which makes the categories even more difficult to sustain, 

compare, and enumerate. Current racial and ethnic categories 

for federal data collection are not sensitive to the complex in-

tra-group heterogeneity that exists in the nation (Kaplan and 

Bennett 2003; Office of Management and Budget 1997).  

 

Despite such inconsistencies in use and logic, the ideology of 

race is deeply ingrained in American culture. People acting on 

these beliefs and practices create a social reality for them-

selves and others based in part on these perceived racial or eth-

nic differences between people. This reality includes the struc-

tures, beliefs and practices of health care, medicine and eco-

nomics that contribute to health disparities for minority popu-

lations (Williams, Lavizzo-Mourey and Warren 1994). 

 

Underlying Factors of Health Disparities  
 

Individual and population health result from people acting in 

social, economic, political, and environmental contexts that 

overlap, interconnect, and shape each other. “Health dispari-

ties” can therefore be understood as evidence of those struc-

tures and practices within medical and health care systems, as 

well as those experiential, personal and cultural factors present 

in people’s everyday lives. For example, some factors that af-

fect health status and access to health care are: socioeconomic 

position within society (as measured by wealth, poverty, edu-

cation, occupation); health behaviors; individual biological 

susceptibility, early childhood and familial influences; envi-

ronmental and occupational exposures; and access to power, 

decision-making and supportive resources (Williams and 
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Collins 1996; Wilkinson and Marmot 2003). Some factors are 

more important in certain situations, and become less so in 

other situations. These factors are present for everyone, but 

combine in different ways (positively or negatively) when dif-

ferent people interact with the health care system.  

 

Many researchers have argued that, when studies take into ac-

count socioeconomic factors (e.g., income, education, occupa-

tion), many “racial/ethnic disparities” disappear, or become 

less severe (e.g., Smedley, Stith and Nelson 2003;  Krieger et 

al. 2005). Such researchers have focused on the powerful roles 

that social structure (e.g., policy, laws, segregation), and inter-

personal discrimination (e.g., racism) play in American soci-

ety. Studies that have focused on national structures of social 

(in)equality have shown that “a 

country’s level of egalitarian social 

and economic policy is linked to the 

nature of SES [socioeconomic 

status] differentials in health within 

that country” (Williams and Collins 

1996:33). That is, the more socially 

and economically egalitarian a soci-

ety is, the less marked the health dis-

parities are in that country (Williams 

and Collins 1996). Again, research 

that focuses solely on racial and eth-

nic labels may ignore or overlook the devastating health ef-

fects of social and economic inequalities.   

 

The Changing Role of Public Health: Social  

Context, Individualism...and Social Context Again 
 

The roots of modern day public health date back to the mid-

1800s during the period of widespread industrialization, mi-

gration, and colonization. The foci of much research, public 

attention, and legislation were the social and environmental 

contexts of human health, including water supply, sewage, 

sanitation, and housing (Snow 1855; Taylor and Rieger 1984; 

Engels 1845; Addams 1912). In the early 1900s, public health 

and medicine embraced the powerful “germ theory of dis-

ease,” and began to favor biological determinants of health: 

Finding the offending “bugs” and ways to counteract them 

would (and did) improve the health of millions (Tesh 1988; 

Brandt and Gardner 2000). In the second half of the 20th cen-

tury, the public health focus shifted to individual-level risk 

factors for disease, and personal behaviors became the sine 

qua non of a public health approach (U.S. Department of 

Health and Human Services 1979; Knowles 1997).  Such a 

focus on the individual and his or her right – or even obliga-

tion – to change behaviors for his or her own good and the 

good of society is not a universal value among all societies. It 

is however, a strongly held American value, echoed in re-

search and policy trends in public health, medicine, econom-

ics, and politics.  

 

However, this shift to individual-level risk factors has not been 

without critics. Sociological and anthropological perspectives 

of medicine and illness have critiqued the biological-genetic 

and behavior-based studies for their seeming removal of indi-

vidual humans from social and environmental contexts. Social 

scientists have long called for the return of public health’s fo-

cus on social conditions as fundamental causes of disease 

(Link and Phelan 1995; McKinlay [1974] 1997). Recently, 

perspectives focusing on ecosociality, the political economy of 

medical systems, and the political ecologies of health and ill-

ness (e.g., Kreiger 2001; Farmer 2005; Baer 1996; Baer, 

Singer and Susser 2003; Mayer 2000), have again attempted to 

fuse human health outcomes with the surrounding social and 

environmental contexts.  

 

Additionally, the use of multilevel statistical models in public 

health research has allowed for 

the measurement of both individ-

ual-level and neighborhood-level 

effects on health outcomes (Diez-

Roux 1998; Subramanian 2004; 

Subramanian et al. 2005). Such 

innovative methodological ap-

proaches, computer modeling, 

and new perspectives on popula-

tions and their social, political 

and geographical environments 

lead us toward public health’s 

roots yet again. Understanding an individual in his or her 

broader familial, sociopolitical, and environmental contexts 

will lead to better-designed interventions to address disparities 

in health status and in healthcare access and quality.   

 

One way to manage these complexities is to ensure that the 

best possible data on individual and population health are col-

lected together with information on socioeconomic factors and 

race and ethnicity assignment. Well-targeted interventions and 

appropriate funding could then be undertaken. What might this 

entail?  

 

Connecticut is a “wealthy” state. However, this label obscures 

significant and persistent inequalities in economic and health 

circumstances among our populations. A more complete pic-

ture of health for Connecticut residents would feature the im-

plications of social, economic and  political structures and how 

they affect people and their interactions with medical systems 

and personnel. Socioeconomic position and other social-

structural factors play important roles in health outcomes for 

all residents. One part of one’s socioeconomic position is how 

“race” and/or  “ethnicity” are perceived and acted upon in our 

society. Discrimination based on race or ethnicity has clear 

effects on a person’s health, opportunities, and socioeconomic 

position in society (e.g., Gee et al. 2007; Williams and Collins 

2001).  

 

Persistence of Racial and Ethnic Health  

Disparities 
 

The following infant mortality data show that stark health dis-

“The evidence reviewed indicates that large-

scale societal factors are the primary deter-

minants of health status....Thus, improvement 

in the health of vulnerable populations ap-

pears to be contingent on altering the 

 fundamental macrosocial causes of  

inequalities of health.”  

(Williams and Collins 1996:34-35) 
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parities persist. Infant mortality (IMR), or the number of 

deaths of infants less than one year old, per 1000 live births, is 

a barometer of a nation’s commitment to care for its most vul-

nerable members. Between 1989-1991 and 2001-2003, infant 

mortality rates in the U.S. decreased from 9.0 to 6.9 (National 

Center for Health Statistics 2006). In Connecticut, the 2004 

IMR was 5.6. While lower than the national rate, the overall 

Connecticut IMR masks inequalities in infant mortality be-

tween various “racial” and “ethnic” groups. The 2004 Con-

necticut IMR for persons reported as White was 4.6 per 1000 

births, but for those reported as Black or African American, 

the rate was 13.4 per 1000 births – almost three times the rate 

for “White” respondents (Connecticut Department of Public 

Health 2007).  
 

Overall, people assigned to the Black or African American 

racial category consistently suffer worse health outcomes than 

people assigned to other racial or ethnic categories. In 

Connecticut, Blacks or African Americans have significantly 

higher age-adjusted death rates compared with White residents 

for each of their six leading causes of death – heart disease, 

cancer, unintentional injuries, stroke, HIV/AIDS, and diabetes. 

Death rates from heart disease and cancer are 20% higher, 

unintentional injuries are 40% higher, stroke are 30% higher, 

HIV/AIDS are almost 16 times higher, and diabetes are almost 

3 times higher among Black or African American residents 

compared with White Connecticut residents (Hynes, Amadeo 

and Mueller 2005). 
 

Persistent and marked disparities within population groups are 

masked by the use of broad race and ethnicity labels. For ex-

ample, Hispanics or Latinos are the fastest growing population 

in the nation, and in absolute numbers comprise the largest 

ethnic group in Connecticut. Connecticut’s Asian population 

has grown 80.5% between 1990 and 2000 (Connecticut De-

partment of Public Health 2005). “Hispanics or Latinos” may 

include Central and South American indigenous peoples, re-

cent Ecuadorian immigrants, or several generations of Puerto 

Rican Americans. “Asians” may include long-term residents 

whose ancestors came from China or Japan, recent refugees 

from Southeast Asia, and newcomers from various regions in 

India. In addition, subpopulations such as Brazilians, Cape 

Verdeans, Hmong, and Haitians do not easily fit into current 

racial/ethnic categories because of their particular regional and 

colonial histories. Each of these subpopulations can experience 

different concerns regarding health outcomes and health care 

access and quality. 

 

Another problem leading to health disparities is the misclassi-

fication of patients into incorrect racial or ethnic categories. 

This commonly occurs with American Indian and Alaska Na-

tive individuals (Bertolli et al. 2007), so health issues and 

population numbers for these populations may be widely mis-

understood. But even after adjustment for these variations in 

population count, some of the most striking and persistent 

health disparities occur within this group. Nationally, for ex-

ample, people classified as American Indians and Alaska Na-

tives suffer extraordinarily high rates of some diseases com-

pared to the overall U.S. population: tuberculosis (600% 

higher), alcoholism (510% higher), motor vehicle crashes 

(229% higher), diabetes (189% higher), and unintentional inju-

ries (152% higher) (Indian Health Service 2006).  

 

Our national and state populations are becoming increasingly 

racially, ethnically and socioeconomically diverse. The num-

ber of people who claim multiple racial and ethnic identities is 

increasing, which requires that health workers and researchers 

incorporate this into interventions, research design, and health 

care.  The way that health care workers and researchers handle 

this diversity has, and will continue to have, an impact on 

populations.  

 

The persistence of health inequalities, despite national im-

provements and specially targeted interventions, must concern 

people involved with public health. Explanations based on 

“race” or “ethnicity” as putative biological factors have not 

been sufficient to explain disparities in health. Research pro-

moting socially contextualized and culturally observant mod-

els are urgently needed to help explain how health disparities 

come to be, why and how they have persisted, and how they 

can be reduced or eliminated. 

 

Why Continue to Collect Race and Ethnicity Data? 
 

Given the current and future demographic trends and the per-

sistence of health disparities among state populations, Con-

necticut’s health care providers, researchers, advocates and 

policy-makers must rethink health and related services in 

terms of all state residents. So although there are some theo-

retical, methodological and practical challenges inherent in 

collecting race and ethnicity data, public health agencies must 

continue to do so, and to enhance their capabilities. People’s 

lived realities include ill health that may result from the ideas 

and practices related to race and ethnicity classification.  

 

We at the state level must use the available tools (i.e., race and 

ethnicity categories) set by the U.S. Office of Management 

and Budget (OMB) and other federal agencies so that we col-

lect consistent and accurate data about the health of all Con-

necticut residents. Such surveillance also assists in implemen-

tation of the Surgeon General’s goal to eliminate health dis-

parities by 2010, compliance with Title VI of The Civil Rights 

Act of 1964, and justification of funding for health program-

ming (Office of Management and Budget 1997; U.S. Depart-

ment of Health and Human Services 2000). Alan Goodman 

explains another very important reason to continue to collect 

race and ethnicity data: 

 

Until there are no racial distinctions in aspects of life 

such as access to employment and health care, a society 

that purports to be just, such as our own, needs to track 

racial differences and the political-economic conse-

quences of a racial system (2000:1701). 
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In 2004, the federally-sponsored National Research Council 

(NRC) Workshop on Improving Racial and Ethnic Data on 

Health stressed several crucial reasons for continuing to collect 

race and ethnicity data. The NRC Workshop (2004:6-12) 

noted that such data:   

 

•      Help illuminate the historical contexts of health disparities 

and their impact on current populations (e.g., discrimina-

tion, slavery, immigration laws, etc.);  

•      Help measure and address health status and health care 

disparities between and among various population groups 

in society, and help us evaluate the health status of the 

overall population and population subgroups;   

•      Identify groups that are statistically more likely to experi-

ence different health outcomes, and how socioeconomic 

position can affect health for racial and ethnic groups;   

•      Help health care providers, community workers, and pol-

icy-makers to implement improvements, to focus specific 

initiatives for specific groups, and to evaluate the progress 

of programs; and  

•      Stimulate consumer knowledge and the “health literacy” 

of all populations. 

 

Health workers must respond to the increasing diversity of 

Connecticut’s population. Currently, DPH partners in and sup-

ports the investment in interpreter and translator services, the 

provision of culturally sensitive and appropriate health care, 

and the recruiting and hiring of people from minority popula-

tions to become medical providers. The Connecticut Health 

Disparities Project at DPH has recently undertaken an inven-

tory of DPH databases to determine agency needs in the area 

of sociodemographic data collection  and made several recom-

mendations based on this inventory (Nepaul, Hynes and Strat-

ton 2007). Two recommendations are the consistent, agency-

wide use of racial and ethnic classifications that meet or ex-

ceed the OMB 1997 federal standards (OMB 1997), and the 

collection of other demographic data such as socioeconomic 

position indicators, primary language, and geographic location 

markers, which help to contextualize race and ethnicity infor-

mation (Nepaul, Hynes and Stratton 2007). Additionally, the 

Connecticut Health Disparities Project has partnered with the 

University of Connecticut’s Department of Geography to in-

crease DPH’s capacity for geocoding residential address infor-

mation and reporting on area differences in health outcomes.  

 

In their report “Eliminating Health Disparities: Strengthening 

Data on Race, Ethnicity, and Primary Language,” the National 

Committee on Vital Health Statistics noted that “[b]etter data 

will move the U.S. closer to recognizing, monitoring, and 

eliminating health disparities, thereby ensuring quality health 

care and improved health status for all Americans” (2005:4). 

The inclusion of socioeconomic factors in data collection, 

along with consistent collection of the  recommended OMB 

racial and ethnic categories, will go a long way to further un-

derstanding health disparities in our populations (Kawachi, 

Daniels and Robinson 2005). An expanded view of health 

practices and policies will call for a critical review of what the 

concepts of “race” and “ethnicity” mean – and have meant – to 

people, how these concepts have been used, and how we can 

transcend them.   
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