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A H E A LT H I E R A M E R I C A : 10 TOP PRIORITIES FOR PREVENTION

Improving the Health of
Low-Income and Minority
Communities
WHY ARE HEALTH DISPARITIES A THREAT TO OUR NATION’S
HEALTH?

“OF ALL THE FORMS OF
INEQUALITY, INJUSTICE

Low-Income and Minority Communities
Systematically Have Less Access to
Health Care, Higher Exposure to Health
Threats, and Worse Health Outcomes:

People with Lower-Incomes Have Fewer
Opportunities to Make Healthy Choices:

IN HEALTH CARE IS THE

I There is limited access to nutritious,
affordable foods in low-income areas.
Low-income zip codes tend to have fewer
and smaller grocery stores, and people in
these areas often pay more for fresh fruits
and vegetables when such foods are even
available.6 The presence of supermarkets
is related to lower rates of obesity, while
higher rates of obesity are related to the
presence of convenience stores.7

INHUMANE.”

I Rates of death from heart disease were 29
percent higher among African-American
adults than among white adults in 2000,
and death rates from stroke were 40 percent higher.1
I African-American males are over twice as
likely to die of prostate cancer.2
I Cervical cancer incidence rates in
Vietnamese women have been found to
be 5 times higher than the rate among
white American women.3
I African-American, American Indian, and
Puerto Rican infants have higher death
rates than white infants.
AfricanAmerican babies are two-and-a-half times
as likely to die in infancy as white infants,
a statistic that has remained unchanged
for the past 2 decades.4
Racial and Ethnic Minorities Are More
Likely to Have Less Access to Care:
I Thirteen percent of white Americans are
uninsured, however, that figure nearly
doubles to 22 percent among AfricanAmericans, and nearly triples to 36 percent among Latinos.5

MOST SHOCKING AND
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I Even before Hurricane Katrina, Gulf
Coast populations - many of them lowincome, minorities - were among the
most chronically ill in the nation. After
the hurricane, one in five survivors with
chronic illness reported a disruption in
his/her treatment, which researchers
attribute to the loss of healthcare facilities
and personnel in the region, as well as
unemployment and associated income
loss among survivors.8
I The states with the highest rates of obesity
in the nation are also the poorest; these
states often have high rates of adults lacking health insurance. Obesity is a risk factor for more than 30 serious diseases.
Eight of the states with the highest poverty,
diabetes, and hypertension rates were also
in the top 15 in the country for obesity.9
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HOW CAN WE ELIMINATE HEALTH DISPARITIES?
I Create Strategies to Improve the
Health of All Americans, Regardless of
Race, Ethnicity, Income, or Where They
Live. All Americans should have the
opportunity to be as healthy as they can
be. As a nation, we must invest in first
understanding the systematic disparities
that exist and the factors that contribute
to these differences, including poverty,
income, racism, and environmental factors like exposure to pollution and quality of housing. Resources must be devoted
to
implement
community-driven
approaches to address factors.
I Engage
Entire
Communities
in
Addressing Disparities. Efforts to eliminate disparities in health must also include
addressing the range of community factors
that influence health, such as safe and
affordable housing, safe streets and recreation spaces, and affordable and accessible
nutritious foods. This will require taking a
community-wide approach, involving federal, state, and local government, businesses, and community groups.
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I Partner with a Diverse Range of
Community Members in Developing and
Implementing Health Strategies. Federal,
state, and local governments must engage
communities in efforts to address both
ongoing and emergency health threats.
The views, concerns, and needs of community stakeholders, such as volunteer
organizations, religious organizations, and
schools and universities must be taken into
account when developing strategies if they
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