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INTRODUCTION
Why Do African-Americans and Other 
Minorities Have Shorter Life Expectancy and 
Poorer Health Outcomes Than Whites?

Even though many healthcare providers, policymakers, and other stakeholders are 
exploring and developing new models to promote and improve healthcare and reduce 
disparities, different populations in the US still experience persistent disparities in health 
status and longevity.2  Differences in health are most likely not simple consequences of 
one factor or another contributing to the disparity. Disparities are often the result of 
complex interactions among multiple factors, including unique populations and 
behavioral risk factors.  
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Health disparities exist among specific 
population groups in the United States (US) 
to attain the highest health potential 
observed by differences in incidence, 
prevalence, mortality, the burden of 
disease, and other adverse health 
indicators. It is a well-accepted idea that 
everyone should have a fair and equal 
opportunity to attain their full health 
potential—considered by many to be a 
fundamental human right and principle.  
Much effort over the past 30 years in the 
public health sector has focused on 
identifying and reducing racial health 
disparities. 
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The cumulative influences 


of immigration, segregation, discrimination, 

prevailing social perceptions, historical 

policies, and practices are still apparent in the 

healthcare setting.3 


In addition to lack of access to care, limited 

educational and labor opportunities 

resulting in economic disadvantage further 

imposes unequal exposures to 

environmental pollutants, violence, and 

other health threats to more impoverished 

minority populations.3  





The purpose of this report is to examine 

some of the root causes of the shorter life 

expectancy and poorer health outcomes 

than African Americans and other 

minorities suffer compared to the majority 

white population.  Looking to the future with 

great optimism, there is still much work to 

be done to reduce the many disparities 

and make health more equitable for all.  

Disparities can occur across many 
dimensions of life, including race and 
ethnicity, age, socioeconomic status, 
geography, gender, and sexual orientation.  




Health Disadvantage

Mortality and Life Expectancy
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Mortality and life expectancy is lower in the US compared to many other well-developed 
countries. There are many reasons for these disparities attributed to individual, provider, 
community, and policy factors (Table 1).3   This is surprising because healthcare costs are much 
higher, and the outcomes are poorer in the US than in similar countries.  


Overall, African Americans and other minorities have higher mortality and lower life 
expectancy than whites in the US (Figure 1).  It should be noted that the Asian race 
appears to be associated with the most extended longevity and is followed by 
Hispanics.  It is worth exploring the reasons for observation in that factors contribute 
to this trend as they may be social.  

TABLE 1 

Public policy domain Specific programs

Public policies contributing to differences in health and life expectancy between the US and other 
high-income countries.3

Child care/early childhood education

Education

Income support/family and child support

Labor/employment-protection

Housing

Income inequality

Availability, cost, and quality of child care & early education programs

Proportion of public versus private education systems

Child poverty alleviation/income tax credits

Job security, work conditions, hours, benefits, and flexibility

Incentives for homeownership

Tax and redistribution

Work incentives/worker's compensation

Compulsory schooling laws

Family allowance programs

Parental leave

Access to public housing

Retirement

Spending and distribution of resources

Child support maintenance systems

Minimum wage laws

Improvement of housing conditions

Unemployment insurance

Access to higher education

Child-related leave

Trade union membership

Active labor market programs



Black or African American race
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Demonstrated the shortest longevity and was followed by American Indians and Alaska Natives.  
Parsing out why these differences are observed but could be closely reflected by a large number 
of individual disease risk factors, geography, and health system factors


Figure 1.  2018 Life Expectancy by Race.  



Asians have the longest life expectancy, followed by Hispanics.  Whites and American 
Indian/Alaska Natives have similar life expectancies, while Black/African Americans 
have the lowest life expectancy.



Causes of Death


Differences in Health and Morbidity
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The primary causes of death vary among racial groups with non-communicable diseases, 
including heart disease, cancer, stroke, and respiratory diseases affecting all populations (Table 
2).1  Heart disease and cancer were pretty consistent as the number 1 and number 2 causes of 
death among all racial groups based on data from the Centers for Disease Control.1  Causes of 
death numbers 3-10 varied more across racial groups.  



Geography can play a significant role in health.  Some US regions have healthier residents 
reflected by life expectancy compared to others (Table 3).4  Most of the South has long been less 
healthy than more affluent parts of the country, including Florida, California, Colorado, and 
Connecticut.  Florida is an outlier because much of its population are recent immigrants and 
people moving and retiring there from more health states.  State health rankings are hot topics of 
discussion in the popular press.  The more interesting data are county health rankings within 
states, which can vary more than between state rankings.  
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 These are generally rural areas where health care, community, and individual resources are quite 
limited.  Major contributors include access to care—lack of transportation, lack of financial 
resources, lack of healthcare providers, lack of education, and lack of childcare.  



Race and gender contribute heavily to disparities in morbidity and mortality.5  Life expectancy 
among African Americans and other minorities is generally lower compared to whites in most 
states.6  Also, it was once observed that longevity among females was greater than that of males. 
However, this gap has narrowed recently—perhaps due to the traditional role of the female as the 
caretaker frequently ignoring their health while taking care of loved ones with age-related 
diseases.  Disparities may grow even larger when gender and race or combined, linked to 
ethnicity, language, sexual orientation, education, income, or social class.2  




 R U B I X L S . C O M



 R U B I X L S . C O M

Explaining the Health 
Disadvantage


Medical Care and Public 
Health Systems

Individual Behaviors

Several mechanisms have been identified to be driving the complex interactions among these 
multiple factors leading to healthcare disparities (Table 4).3  There are many variable 
mechanisms across race, culture, geography, and communities, including medical care and 
public health, individual behaviors, social and demographic factors, and physical and 
environmental factors.  Factors driving these mechanisms are discussed individually below, 
although one can easily demonstrate how entwined these factors truly are.  

The causes of preventable disparities are triune 
and grouped into three main categories.3  The 
first major category is health care, and there is 
much interest in the association between the 
health care quality and patient health.3  How 
systems are organized and how health care 
providers act— or do not act—can create, 
exacerbate, or reduce health disparities.  In 
socioeconomic regions, whether at the state or 
county level, many factors drive access to care.  
These factors include the number of health 
care providers, facilities, ability to get to a health 
care provider, ability to pay for services 
(insurance, Medicare/Medicaid, or self).  The 
comfort of the individual with the providers may 
play a critical role in whether a person feels like 
they can approach a provider.  


The second of these factors includes modifiable 
behaviors, such as diet, exercise, smoking, 
weight, alcohol and other substance use or 
abuse, sexual practices, transportation, and 
how people deal with their own conditions, 
including asthma, diabetes, and high blood 
pressure.3  Modifiable risk factors are the actual 
leading causes of death in the United States. In 
short, although the top three causes of death in 
the US are heart disease, cancer, and stroke 
depending on the population, the top three 
external (nongenetic) modifiable factors—or 
actual causes of death—are tobacco use, poor 
diet and physical inactivity, and alcohol 
consumption.
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Many of these factors are modifiable, and 
much of the efforts for education, prevention, 
and management of these risk factors have not 
reached all populations equally.  This may be 
due to education, cultural, economic, and other 
barriers.7  Tobacco cessation programs have 
been successful in weaning people away from 
nicotine dependence.  Tobacco prevention 
programs in schools and ad campaigns have 
also been shown to be successful.  There are 
still segments of the population, and minorities 
are the most vulnerable, where these 
messages and programs still need to reach 
their full impact.  Many minority communities 
are disadvantaged through social and 
demographic factors and physical or 
environmental factors.


Obesity, diet, and physical activity are three primary individual behaviors that can be modified.3  Minorities, 
particularly those that suffer economic disadvantage, have significant challenges obtaining healthy food 
options like fresh fruits and vegetables and lean proteins. Many may also lack the knowledge to adapt foods 
into healthier options—for example, discarding the brine and rinsing canned vegetables with water before 
cooking.  In addition, the neighborhoods and communities in which they live may be unsafe because of 
crime or violence, making it difficult to take a walk in the community.  Often, minority communities may lack 
safe parks and recreational facilities that would allow them better access and motivation for physical 
activity.  



Alcohol and substance abuse tends to contribute to a significant burden of disease in minority populations.   
Referring back to the leading causes of death (Table 2), American Indian and Alaska Natives seem to suffer 
more unintentional injuries and chronic liver disease than other racial populations.1  Some of the 
unintentional injuries and chronic liver diseases may be attributed to alcohol and other substance abuse.  
However, it is also likely that communicable diseases like hepatitis may also contribute to this disparity.  
Hepatitis has long been associated with intravenous drug use, and it can be sexually transmitted.  Chronic 
liver disease in Hispanics and whites is likely similarly affected by alcohol and other substance abuse and 
hepatitis.   
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Sexual practices may also contribute to disparities which 
can vary among racial groups.  Numerous sexually 
transmitted infections require medical treatment.  
Hepatitis, as mentioned above, can be sexually 
transmitted.  Probably the main communicable disease 
concern of many minority populations is the human 
immunodeficiency virus (HIV).  The fastest-growing 
population for new HIV infections is African American 
females.  Populations at higher risk of contracting a 
sexually transmitted infection are also at higher risk of not 
having access to adequate treatment or adequate 
specialists.  



Violence is another major concern and responsible for 
some of the disparity among racial minorities.  Homicide 
rates are more than twice as high for African Americans 
(males) than American Indian or Alaska Natives and 
Hispanics (Table 2).1  Homicide was not a top ten leading 
causes of death for Asian/Pacific Islanders or Whites.  
While not considered in the top-ten cause of death 
among African Americans, suicide is highest among 
American Indians and Alaska Natives (4%).  Whites and 
Asian/Pacific Islanders have similar rates of suicide (3%), 
followed by Hispanics (2%).  These numbers are specific 
to males.  



Automobile reliance is a significant contributor to some 
of the disparity observed as an individual-level factor.  
Areas, where a significant portion of these disparities 
exist, are in relatively rural and smaller cities and towns 
where a public transportation system is not feasible.  
Those with unreliable transportation are also likely to 
have economic disadvantages because of lack of 
employment, low wages, or disability that add to this 
complexity.  
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The second group of factors is the social and 

demographic factors.3  Having a low education level and 

being poor has been associated with higher rates of 

disease and death among African Americans and other 

racial minorities than Whites. 



Socioeconomic inequality and poverty are factors that 

contribute significantly to health disparities.3  Racial 

residential segregation is also associated with poor 

health and disparities.  It is well-known now that people in 

lower socioeconomic strata are at higher risk of mortality 

from non-communicable diseases, including 

cardiovascular disease, cancer, diabetes, and chronic 

respiratory diseases.  



Racial segregation has also been attributed to both 

slavery and post abolition laws that suppressed minority 

social and economic opportunities.3 Residential 

segregation among African Americans, other racial 

minorities, and ethnicities are still present in many areas. 

These factors have been attributed to shaping recent 

educational opportunities and labor market success, 

further contributing to the health and other disparities.3   

More work needs to be done in social integration and 

interaction, but the lack of healthy social opportunities 

has also been indicated in contributing to disparities.  


Social and Demographic 
Explanations



 R U B I X L S . C O M

The third group of factors includes the physical environments in which people live and work.3 Living in 
neighborhoods with few grocery stores, cities designed for cars instead of for walking, areas where there 
are high stresses from crime or police presence (or police distrust) can all negatively affect the health of 
persons living in those neighborhoods. Stress causes many physiologic changes in the human body 
and those populations subjected to chronic stresses for a significant time in their life tend to have poorer 
outcomes.  This is especially true for minority populations in the US.  The number of blocks of 
well-maintained sidewalks, walking trails, parks, and recreational facilities in the community also 
contribute to its health, just like the number of grocery stores and fresh food markets allows individuals 
living there allow better health.    In areas where some of the most significant disparities are observed 
are in the impoverished areas of a community.  More common in these areas are fast food restaurants, 
liquor stores, and convenience stores associated with contributing to poorer health in these 
communities.    


Disparities in the death rate for African Americans and Whites are narrowing.8  However, 
disparities in the leading causes of deaths for African Americans remain high and are 
persistent compared to Whites across the life span. African Americans have higher death rates 
than whites for all-cause mortality in all age groups <65 years.



African Americans demonstrated lower educational attainment and homeownership 
compared to Whites (Table 6).8  African Americans also had nearly two times the number of 
households living below the poverty level and doubled the unemployment rate compared with 
Whites regardless of age. These data may aid in elucidating disparities in chronic disease 
deaths such as individual behaviors, health-related quality of life, and health care utilization.8-19  
It is likely that several sociodemographic factors at least partially explain why many minorities, 
including African Americans, seek health care services less frequently and in advanced stages 
of disease than whites.9-19   


The Built Physical Environment


Noting Some Differences Among African Americans 
and Whites
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* Number and percentage based on estimated postcensal population counts for 2014 from the US Census Bureau.

† Percentage based on population counts obtained from the Public Use Microdata Sample of the 2014 American 
Community Survey of the US Census Bureau.

Both universal and targeted interventions will be required to reduce health disparities between 
African Americans, Whites, and other racial groups across the life span (Table 7).8  
Opportunities for interventions have been identified that decision-makers, public health 
programs, health care providers, communities, and individuals can implement.   Perhaps the 
most significant barrier to overcome is trust between the health care provider and the 
individual seeking care.20


Cunningham TJ, Croft JB, Liu Y, Lu H, Eke PI, Giles WH. Vital Signs: Racial Disparities in Age-Specific Mortality 
Among Blacks or African Americans — United States, 1999–2015. MMWR Morb Mortal Wkly Rep 2017;66:444–456. 
DOI: http://dx.doi.org/10.15585/mmwr.mm6617e1
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Communities, providers, and individuals must also do their part within their scope of work and 
responsibility to help reduce disparities.21  Any new actions would likely result in gradual 
changes observed over many years—likely decades.  The best chance to reduce disparities 
immediately lies with individuals and providers.20  Some of the work done to date has helped 
reduce disparities, but new interventions must be developed and tested to determine efficacy 
among different racial minority populations.22 



Improving health for all populations while eliminating disparities remains a vital part of disease 
prevention and health promotion actions. Great progress has been made in the US over the last 
three decades, but disparities persist. To continue to improve the health of minority populations, 
there is a persistent need to better translate research findings into operative universal and 
targeted interventions for all age groups.22  Getting all of the stakeholders, especially those 
receiving care, excited and motivated about their role in health through education and 
empowerment leads to impact.  This impact is the reduction and elimination of health 
disparities.  


A variety of policy actions can shape many of the categories mentioned above.  Increasing 
taxes or regulations on alcohol, tobacco, and other products that lead to poor health can only 
do so much.  It may be advantageous for those dollars to be used to fund better, healthy 
schools or programs aimed at teaching individuals to make better lifestyle choices and better 
manage chronic health conditions.

Future Directions
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Many health disparities have been reduced primarily due to public health efforts, 
such as vaccination, safer workplaces, better control of communicable diseases, and 
maternal-infant programs.


Federal and state government agencies, local communities, private organizations, 
and health care providers continue to engage in efforts to reduce health disparities 
with increased emphasis on social factors influencing health.


Limitations of insurance coverage, limited capacity to address social determinants of 
health, declines in funding for prevention and public health, and lack of complete 
data to measure the depth and breadth of health disparities entirely will limit 
progress in their reduction and elimination.



The primary care setting, with culturally competent and sensitive providers and staff, 
is the most critical area that can immediately reduce inequalities in health by helping 
prevent non-communicable diseases through regular visits, screenings, and 
vaccinations, and ultimately enhancing the overall quality of health care in targeted 
minority communities.


Much additional work to further address these health disparities must continue at the 
individual, provider, community, and government levels.

There are still many opportunities for improvement to make health more equitable across 

all racial groups.


Rates of most chronic and infectious diseases are declining across all groups, but not all 

racial minority groups are experiencing the same rates of decline as observed in Whites.


Developing culturally appropriate educational and social opportunities emphasizing 

behavior modification such as tobacco and alcohol cessation, increasing physical 

activity, finding a regular source of care, and promoting healthy eating habits can be 

critical in reducing and possibly eliminating preventable disparities.


There is an immediate need to develop and test new targeted interventions through 

clinical trials to determine their efficacy that can be scaled to larger populations to 

maximize effectiveness.
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