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The relation between ethnicity, so-
cioeconomic position, and health is com-
plex, has changed over time, and differs
between countries. In the United States
there is a long tradition of treating ethnic
group membership simply as a socio-
economic measure, and differentials in
health status between Afiican Americans
and groups of European origin have been
considered purely socioeconomic. A con-
trary position sees the differences as ei-
ther "cultural" or due to inherent "racial"
differences.

Although conventional socioeco-
nomic indicators statistically explain much
of the health difference between African
Americans and Americans of European
origin, they do not tell the full story. In-
commensurate measures of socioeco-
nomic position across ethnic groups
clearly contribute to this difference. Ad-
ditional factors, such as the extent of ra-
cism, are also likely to be important.

t h e interaction of ethnicity, social
position, and health in Britain is simi-
larly complex. Studies that inadequately
account for socioeconomic circum-
stances when examining ethnic-group
differences in health can reify ethnicity
(and its supposed correlates); however,
the reductionist attribution of all ethnic
diiferences in health to socioeconomic
factors is untenable. The only produc-
tive way forward is through studies that
recognize the contingency of the rela-
tions between socioeconomic position,
ethnicity, and particular health out-
comes. {Am J Public Health. 2000;90:
1694-1698)
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That health is related to what we now call
ethnicity has been noted from the time when
quantitative health data were first recorded in
Britain. Thus, in 1845, Friederieh Engeis noted
the poor health and mortality record of the Irish
living in England.' Engeis also drew attention
to the miserable social and environmental cir-
cumstances in which the majority of the Irish
population lived, and he clearly considered these
circumstances to underlie their poor health.
Similarly, in a 1916 US report, John W. Trask
concluded that the lower death rates among
Whites than among Blacks reflected more fa-
vorable socioeconomic circumstances, rather
than any inherent ethnic differences.^ The as-
sociations between ethnicity, social position,
and health were clearly apparent to these au-
thors, but the complexity of these interrela-
tionships has not been frilly recognized in much
of the research conducted over the past century.

In the United States, ethnicity is often used
as a proxy for socioeconomic position, owing,
in part, to the relative absence of socioeco-
nomic data in some routine data sources. Al-
though there has been a long tradition of ana-
lyzing socioeconomic position and health in
the United States,'"* this work went into abey-
ance, to a degree, after the Second World War.
The availability of infonnation on ethnicity in
routine data sources has allowed the explicit
use of ethnicity as a socioeconomic indicator.
Thus, in a Department of Health and Human
Services report titled Health Status of the Dis-
advantaged, a high proportion of tables pres-
ent health indicators by what is referred to as
"race" and not by any explicitly socioeconomic
measure.'

The use of ethnicity in this way is clearly
problematic. First, it can lead to the ignoring of
socioeconomic differences in health status
within minority ethnic populations. Indeed,
until relatively recently the association between
socioeconomic position and mortality among
minority ethnic groups was little examined in
the United States.^^ Second, the use of eth-
nicity as a proxy for socioeconomic position
often makes the inappropriate assumption that
all members of minority ethnic groups are eco-
nomically disadvantaged or deprived, an im-
plied identity that, understandably, many peo-
ple would want to reject. TTiird, it assumes that
common interests are shared within but not be-
tween ethnic groups, whereas the real interests
of the working class, for example, may be
shared across ethnic groups more than the in-

terests of an ethnic group are shared by the
capitalist and working-class members within
that group.'"* Finally, this approach has diffi-
culty accounting for cases in which minority
ethnic groups who are economically disad-
vantaged compared with the majority popula-
tion have better health outcomes—for example,
the low mortality of Hispanic adults in the
United States"'^ and of African Caribbean
men in Britain'^ and the low postneonatal mor-
tality among offspring of women of Bangla-
deshi or Indian origin in Britain.'''

Recognition of the need to analyze eth-
nicity and socioeconomic position as separate
variables in health studies raises several im-
portant issues. First, do conventional socio-
economic measures have the same association
with health status within different ethnic
groups? Second, to what degree does stan-
dardization for conventional socioeconomic
indicators account for health differences be-
tween ethnic groups? Third, what are the prob-
lems with this approach?

Socioeconomic Position and
Health Status Within Minority
Ethnic Groups

Findings relating socioeconomic position
to health status within minority ethnic groups
are varied. Within the United States, socio-
economic gradients in all-cause adult mortal-
ity appear similar among non-Hispanic Whites,
non-Hispanic Blacks, and Hispanics.*"'** " In
one study, a formal test of interaction found
the socioeconomic gradient in mortality to be
greater among Black than among White men,
particularly after adjustment for risk factors.'
Socioeconomic gradients in infant mortality,
uptake of vaccinations, activity limitation in
children, teenage childbearing, blood lead lev-
els in childhood and adulthood, homicide, and
poor self-ratings of health are similar for males
and females within the different groups for
whom data are available, generally non-
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Hispanic White, non-Hispanic Black, Asian or
Pacific Islander, and American Indian or Alaska
Native.*

For some health outcomes, socioeco-
nomic gradients vary between ethnic groups.
Thus the socioeconomic gradient in lung can-
cer mortality is greater in White than in Black
men, while the gradient in noncardiovascular,
noncancer mortality is greater in Black than in
White men.' In San Francisco, there is a pos-
itive socioeconomic gradient (higher risk
among the better-off) for breast cancer among
Hispanics and Asians or Pacific Islanders but
no marked gradient among Whites or Blacks;
for lung cancer incidence, there is a positive
gradient among Hispanics and an inverse gra-
dient among Whites and Blacks; and for cer-
vical cancer, there are marked inverse gradi-
ents among White and Hispanic women and
much weaker gradients among Asians or Pa-
cific Islanders and Black women.'^ There are
several other health measures for which so-
cioeconomic gradients are different in differ-
ent ethnic groups, including low birthweight
(little gradient among Hispanics and Asians or
Pacific Islanders but inverse gradients among
Whites and Blacks), adolescent obesity (in-
verse gradient in Whites and positive gradients
among Blacks and Mexicans), and suicide (in-
verse gradients among Whites and Blacks but
a positive gradient among Hispanics).*

In British health studies, ethnicity has
often been indexed by country of birth because
of the availability of this information in the
census.'*'" This is clearly problematic for, say,
people bom in Britain but of Caribbean fam-
ily background (or people of British family
background bom on the Indian subcontinent).
In many studies, the intention to categorize
family of origin is evident in the separation of
those bom in West Afiica (most of whom will
be of African family origin) from those bom in
East Africa, who, within Britain, generally have
Indian-subcontinent family origins.

The 1991 British census contained a ques-
tion on ethnic group that proved controversial
because of the external imposition of cate-
gories, leading many people to opt for the "any
other ethnic group" or "Black-other" cate-
gories (as opposed to Black-Caribbean or
Black-Afiican).'*The 2001 census is likely to
contain more categories than have been used
previously—in particular, "mixed" ethnicity
categories,"—and will lead to a marked change
in the official description of the ethnic com-
position of Britain simply by providing more_
precoded choices. This demonstrates the way
in which methods of data collection construct
ethnicity, and this relationship is equally true of
the treatment of ethnicity in studies of health
status.

In writing reviews such as this one, it be-
comes problematic to stick to the terminology

used in the original sources cited, and reclas-
sification of, say, "Black" (as an original re-
sponse category in a study) to "African Amer-
ican" (or vice versa), as a way of allowing
information to be summarized, occurs. This
moves away from the principle that the exact
details of how classification is carried out
should always be reported (and, preferably, jus-
tified) in studies of ethnicity and health, to keep
the constmcted nature of the categories fully
apparent.

British studies, like those in other places,
have been constrained by data availability.
There has until recently been little investiga-
tion of socioeconomic differences in health
within minority ethnic groups in Britain, per-
haps because of an influential study based on
the 1971 census that found no marked or con-
sistent associations between occupational so-
cial class and mortality among migrants to En-
gland and Wales.'* This study concluded that
differences in social class did not contribute to
mortality differences between migrant groups
and the indigenous population.

More recently, social class differences in
adult mortality at the time of the 1991 census
have been examined, and mortality differences
in the conventional direction between the man-
ual labor social class and the non-manual labor
social class have been demonstrated among
men living in England and Wales but bom in
the Caribbean, West or South Africa, East
Africa, India, Pakistan, Bangladesh, Scotland,
or Ireland." Similar social-class gradients are
seen for perinatal, neonatal, postneonatal, and
overall infant mortality among different
country-of-birth groups. For particular causes
of death, however, exceptions to the pattem
seen in the overall population are evident: there
is no gradient in ischemic heart disease mor-
tality for men bom in the Caribbean or West or
South Africa, no gradient in respiratory dis-
ease mortality among men bom in the Carib-
bean, and a reverse gradient for suicide among
men bom on the Indian subcontinent.'''

A recent national study examined socio-
economic differences in self-reported overall
health status, diagnosed heart disease, hyper-
tension, respiratory symptoms, and diabetes.
With a few exceptions, similar gradients were
found among the African Caribbean, Indian or
African Asian, Pakistani or Bangladeshi, and
White groups.^" Similar data have been re-
ported in other British studies.^'

Socioeconomic Circumstances
and Ethnic-Group Health
Differentials

In studies using the same socioeconomic
measures within different ethnic groups, health
differentials are generally—but not always—

in a similar direction and of similar magni-
tude in the United States and Britain. Several
studies have reported on the influence of so-
cioeconomic circumstances on health differ-
entials between ethnic groups. For example,
in some US studies, Black-White mortality
differentials have been reported to be almost
entirely due to income or class inequalities,̂ '̂ '̂ ^
while other studies suggest that this explana-
tion is at best partial.'''^'' In one study, adjust-
ment for an area-based income measure re-
duced a 47% higher all-cause mortality rate
among Black men to a rate that was 19%
higher,^' and very similar findings have been
reported from other studies (e.g., Sorlie et al.̂ *"
and Menchik").

For particular causes of death, however,
the situation is more complex, with socioeco-
nomic adjustment reversing the Black excess
in coronary heart disease and essentially abol-
ishing the Black excess in lung cancer, but leav-
ing considerable Black excess in heart failure,
myeloma, and prostate cancer mortality in
men.^' In Britain, adjustment for social class
fails to attenuate the adult mortality differen-
tials according to place of birth; in fact, such ad-
justment generaiiy increases the differentials,
making an already lower rate lower still among
Caribbean-born men and an elevated rate
higher still among men bom in East Afi^ica.'''

A common response to residual ethnic-
group differences in health status seen after ad-
justment for socioeconomic circumstances is il-
lustrated in a recent study fî om London. Stew-
art et al. compared stroke rates among a group
they defined as Black (Afro-Caribbean, Black-
African, and Black-other, according to the
1991 British census categories) and White (a
group the authors did not define). The stroke
rates were about twice as high among Blacks
as among Whites, and statistical adjustment
for occupational social class only partly ac-
counted for the elevation; the relative risk of
1.71 among those of working age was reduced
to 1.53 after adjustment. The authors concluded
that "[e]thnic differences in genetic, physio-
logical and behavioral risk factors for stroke
require fiirther elucidation." This conclusion—
that if socioeconomic adjustment leaves a resid-
ual "racial" effect, then genes, culture, or be-
haviors are to blame—-is a common one in this
field.

This approach has several important lim-
itations. First, it assumes that the available so-
cioeconomic indicators are adequate markers of
current social circumstances. Several studies
(e.g., Davey Smith et al.^' and Goldblatt̂ "^ have
demonstrated that the introduction of additional
socioeconomic indicators into studies relating
occupational socioeconomic measures to health
outcomes produces additional differentiation
of health status. Studies adjusting for a single
socioeconomic measure will therefore leave
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considerable scope for residual confounding
by socioeconomic circumstances.^' Models
demonstrate the degree to which misclassifi-
cation of eonfounders (as socioeconomic po-
sition is often treated in studies of ethnicity and
health) can leave spurious, apparently "inde-
pendent" effects of variables on health status.
The results found in this field are often entirely
within the bounds of what may be expected as
a result of such residual confounding.^^

Second, socioeconomic indicators may
have different meanings for members of dif-
ferent ethnic groups. Thus, at the same level of
income. Black households in the United States
have considerably lower wealth than White
households^''; within the same jobs, Blacks
have greater levels of exposure than Whites
to work-related hazards'"*; education brings
lower returns in terms of income, occupational
status, and avoidance of unemployment among
Blacks than among Whites"; and the pur-
chasing power of Blacks is less than that of
Whites at a given income level with respect
to food, housing, and other necessary expen-
ditures.'"" At a given level of income, occupa-
tional position, or educational achievement.
Blacks are disadvantaged in other domains
with respect to Whites, and adjustment for
these factors will not fully adjust for differ-
ences in socioeconomic circumstances be-
tween the groups.

A similar situation pertains in Britain.^'
For example, housing tenure—a commonly
used socioeconomic indicator in British stud-
ies^"—is not an adequate marker of housing
quality, since South Asian owner-occupiers
are at increased likelihood of being in accom-
modations that are older, unmodemized, and
overcrowded'"* or lacking in basic amenities.^"
Car ownership has been widely used as an in-
dicator of available income, because income
data are not routinely collected in UK data
sources such as the census. While car owner-
ship has proved to be a powerful predictor of
health status in many UK. studies (e.g., those of
Davey Smith et al.^' and Goldblatt^"), it cannot
be used in any simple way to study differences
in socioeconomic position between ethnic com-
munities, because driver's license possession
varies dramatically between ethnic groups and
because different groups place different prior-
ities on car ownership.

As another example, one study found that
a considerably higher proportion of Indian-
origin men than of European-origin men were
in nonmanual occupations, yet income was
higher in the latter group.^' Some preliminary
evidence shows that the fact that social-position
measures have different meanings in different
ethnic groups has important implications for
studies of ethnicity and health. In a British
study, poorer general health status and an ele-
vated prevalence of coronary heart disease were

seen among those of Pakistani and Bangla-
deshi origin. These differences remained after
adjustment for occupational social class, edu-
cation, and housing tenure (indicators that will
indeed have different implications for social
circumstances in different ethnic groups) but
were essentially abolished by adjustment for a
comprehensive index of material conditions
and living standards.̂ **'"*"

Third, area-based measures of social cir-
cumstances, which are widely used in health
studies, may not be directly comparable across
ethnic groups. A British study concluded that
tuberculosis was not associated with poverty
among South Asians, because area-based dep-
rivation indices that predicted tuberculosis rates
among the majority White population did not
do so among South Asians.'" The indicators
used in the area-based measures, such as over-
crowded housing, housing tenure, and car own-
ership, are known to have different ethnic
group-level associations with income, occu-
pation, and education.'"

In the United States, the mortality excesses
seen in relation to poverty levels within areas
show differences between Blacks and Whites,
differences which themselves vary by geo-
graphical location within the country.''^'''' Fur-
thermore, the ethnic-group composition within
an area may have health consequences. The
proportion of the population that is African
American is positively related to mortality rates
for Afi-ican American and other groups,
whereas the proportion of the population that
is Hispanic shows a U-shaped association with
mortality.'*^ These effects are independent of
other area characteristics (including median in-
come and educational level) and of individual-
level socioeconomic characteristics, and could
reflect the fact that some exposures—such as
to solid-waste sites, air-polluting plants, and al-
cohol retailers—^are more prevalent for people
living in predominantly Black areas."*' Con-
versely, in some circumstances the identifica-
tion of areas with their ethnic-minority resi-
dents can allow the development of strong
community ties, enhance political influence,
and provide resistance to racist attacks, all of
which could act to improve health outcomes.''*''̂

Fourth, there is growing evidence that so-
cioeconomic circumstances in early life (and
even during the lives of previous generations)
can influence health in adulthood.''^''" Inter-
generational influences—from the health and
development of mothers—^may exist, mediated
through fetal development and birthweight,
which are related to the adult health of the off-
spring.* Evidence of lower birthweights among
minority ethnic groups within Britain and the
United States suggests that these influences
may be important.''' Deprivation in childhood
is associated with increased risk for several im-
portant causes of death—including stroke.

coronary heart disease, respiratory disease, and
stomach cancer—in later life."" In many cases,
members of minority ethnic groups will, in-
dependent of their social circumstances in
adulthood, be more likely to bear the long-term
effects of their mothers' having been deprived
during pregnancy and also to have themselves
been deprived in childhood.

Finally, there are forms of social influ-
ence—racism and its effects—that are experi-
enced almost exclusively by members of mi-
nority ethnic groups. Racism may influence
health through several potential mechanisms,^'
for example, by leading to less favorable so-
cioeconomic circumstances (through educa-
tional, occupational, and residential discrimi-
nation), through constraints placed on lifestyle
choices, or through more direct psychosocial
stress effects. Racism cannot be taken to be a
given feature of society; its historical roots and
current social origins need to be explored.

As Raymond Franklin observed, the adop-
tion of African slavery in the United States—
a supposedly democratic society—required the
development of an extraordinary rationale: to
"declare that all people are entitled to certain
inalienable rights and then deny such rights to
large numbers of persons needed an ideology
that debased Blacks. Racism became such an
ideology.""*^** Perceptions of the general eco-
nomic marginality of many Blacks fi-om post-
slavery times on—^with overrepresentation of
Blacks in low-status (or no) occupations and
poor neighborhoods—in turn feed into con-
tinuing segregation, discrimination, and ra-
cism. Socioeconomic disadvantages and ex-
clusionary social practices are, in this view,
mutually constitutive; the "shadows of race and
class" cannot be easily separated."

Learning to Live With
Complexity

The social processes that influence health
differences within and between ethnic groups
are clearly complex and context-specific. One
approach to this complexity has been to call
for the abandonment of an issue that is im-
possible to examirie—and that should perhaps
remain unexamined." Such an abandonment
would leave the field peopled only by those
keen to demonstrate genetic determinism or to
identify cultural practices that require chang-
ing. At the same time, it would constitute a fail-
ure to take advantage of ways of learning how
to improve the health of populations and to bet-
ter understand the determinants of illness.'"*

In conceptualizing the social determina-
tion of ethnic-group differences in health, we
should ultimately aim to bridge the gap be-
tween the macrosocial and the molecular-
biological. This is not an impossible task, as is
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shown by a consideration of how much nearer
we are today to understanding the up, down,
up, down patterns of adult mortality in Britain
from 1850 to 1950 and to answering Jerry Mor-
ris's question, "What are the social changes
that underlie the[se] biological changes...?""
than was possible when the question was posed.
It requires, however, a willingness to consider
the particular aspects of these social and bio-
logical processes^* and not to rely on the illu-
sory comfort of (perhaps metaphorical) meta-
theories that appear to explain everything
(while accounting for nothing).''

With respect to the contribution of socio-
economic circumstances to ethnic-group health
differentials, this focus on the particular in-
volves understanding the historical antecedents
to any synchronic nexus of social- and ethnic-
group membership. Thus, in the face of a labor
shortage in the postwar years, British capital-
ism was led, after attempts at alternative strate-
gies and against considerable resistance, to mo-
tivated recruitment—through encouraged
immigration—of labor from the Caribbean and
the Indian subcontinent. For these laborers, ac-
cess was limited to unpopular and often sim-
ply unpleasant jobs, and opportunities for train-
ing and promotion were severely restricted.
The current form of socioeconomic disadvan-
tage faced by British ethnic minorities, in an
age when the "reserve army of labor" is wait-
ing to meet labor requirements that currently do
not exist, can be understood only in the light of
this history.'^

In New York City, the application of mi-
croeconomic planning theory led to a reduc-
tion of services and the deterioration of ethnic
minority neighborhoods, which in turn exac-
erbated the tuberculosis, AIDS, and drug-use
epidemics,^' In this way, a strategy to deal with
the tendency for the rate of profit to fall has
resulted in falling CD4 cell counts in people
who are conspicuously failing to benefit from
the economic growth enjoyed by the already
privileged.

It is not surprising that the outcome of
such macrosocial forces cannot be summed up
by simple measures of individual socioeco-
nomic position in adulthood. For minority eth-
nic groups, the social world will produce both
social and biological effects with long-term
impacts. Low birthweight, infections acquired
in childhood, and suboptimal childhood de-
velopment will all influence health in adult-
hood, as will socially determined less favor-
able educational outcomes (and the later social
circumstances they provide access to) and the
effects of discrimination in schooling and res-
idential location. The disadvantages already
existing when a member of an ethnic minority
enters adulthood will be amplified by the less
favorable social trajectory these very disad-
vantages lead to.

This social trajectory includes a world in
which there is a high level of inequality in eco-
nomic resources, increasing competition for
social goods (such as good-quality housing in
favorable residential locations) to a level at
which the less-well-ofFcannot compete. Poorer
members of highly imequal societies may thus
live in less favorable environments than simi-
larly poor members of more equal societies.^
As W. E. B. Du Bois said long ago, "To be a
poor man is hard, but to be a poor race in a land
of dollars is the very bottom of hardship."''' D
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